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 W000000This visit was for a fundamental 

recertification and state licensure survey.

Dates of  Survey:  June 4, 5, 6, and 7, 

2013.

Facility number:  001026

Provider number:  15G512

AIM number:  100245160

Surveyor:  Tim Shebel, LSW

The following federal deficiencies also 

reflect state findings in accordance with 

460 IAC 9.

Quality review completed June 13, 2013 

by Dotty Walton, QIDP.
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483.440(c)(6)(vi) 

INDIVIDUAL PROGRAM PLAN 

The individual program plan must include 

opportunities for client choice and 

self-management.

Cite 247 – Staff will be retrained on 

client rights on 6/25/13. Examples 

will include not restricting 

consumer’s choice unless it affects 

their health and safety.  The group 

home manager will monitor on an 

ongoing basis. Compliance will be 

monitored through monthly house 

visits by the QDDP-D and by the 

Lead manager.

07/07/2013  12:00:00AMW000247Based on observation, record review, and 

interview, Direct Care Staff #2 failed to 

allow 1 of 3 sampled clients (client #2) a 

choice of a snack.

Findings include:

Client #2 was observed at the group home 

during the 6/4/13 observation period from 

3:37 P.M. until 5:50 P.M.  Upon entering 

the group home from day programming, 

client 

#2 entered the kitchen and picked up a 

banana to eat as a snack.  Direct Care 

Staff #2 took the banana from client #2 

and stated, "No, no banana.  You'll ruin 

your appetite for supper."  Client #2 again 

picked up the banana.  Direct Care Staff 

#2 again took the banana from client #2 

and stated, "No, no banana."

Client #2's record was reviewed on 6/7/13 

at 8:54 A.M.  A review of the client's 

1/7/13 Individual Nutrition Consultation 

and his 11/29/12 Individual Program Plan 

failed to indicate the client could not have 

a banana as a snack.

QIDP-D (Qualified Intellectual 

Disabilities Professional-Designee) #1 
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was interviewed on 6/7/13 at 11:29 A.M.  

QIDP-D #1 indicated Direct Care Staff #2 

should have allowed client #2 to choose a 

banana as a snack.

9-3-4(a)
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483.440(d)(1) 

PROGRAM IMPLEMENTATION 

As soon as the interdisciplinary team has 

formulated a client's individual program plan, 

each client must receive a continuous active 

treatment program consisting of needed 

interventions and services in sufficient 

number and frequency to support the 

achievement of the objectives identified in 

the individual program plan.

Cite 249 – Staff will be retrained 

on 6/25/13 on Client # 3’s 

behavior support plan and the 

importance of following the HRC 

approved BSP.  The group home 

manager will monitor on an 

ongoing basis. Compliance will be 

ensured through monthly visits by 

the QDDP-D and Lead manager. 

07/07/2013  12:00:00AMW000249Based on observation, record review, and 

interview, direct care staff #2 failed to 

implement 1 of 3 sampled clients (client 

#3's) Behavior Support Plan.

Findings include:

Client #3 was observed at the group home 

during the 6/4/13 observation period from 

3:37 P.M. until 5:50 P.M.  At 3:57 P.M. 

while standing in front of Direct Care 

Staff #2, client #3 began to bite his hand 

and slap the side of his face.  Direct Care 

Staff #2 did not redirect the client to what 

he needed to be doing nor did the Direct 

Care Staff direct the client to take a break.  

Client #3 again bit his hand and slapped 

himself in front of Direct Care Staff #2 at 

4:03 P.M. and at 4:11 P.M.  Direct Care 

Staff #2 did not redirect the client to what 

he needed to be doing nor did the Direct 

Care Staff direct the client to take a break.  

Client #3's record was reviewed on 6/7/13 

at 8:05 A.M.  A review of the client's 

7/10/12 Behavior Support Plan defined 
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client #3's self abusive behaviors as 

"biting his hands, arms, shoulders, hitting 

his face, or pulling his hair, or any act 

intended to harm himself."  Client #3's 

2/10/12 Behavior Support Plan further 

indicated, "When [client #3] is 

self-abusing, staff will redirect him to 

what he needs to be doing.  If [client #3] 

continues to self abuse and is not causing 

tissue damage, staff should ask [client #3] 

to take a break by saying, 'You can excuse 

yourself and take a break.'"

QIDP-D (Qualified Intellectual 

Disabilities Professional-Designee) #1 

was interviewed on 6/7/13 at 11:29 A.M.  

QIDP-D #1 indicated Direct Care Staff #2 

should have redirected client #3 when he 

began to display self-injurious behaviors 

of biting his hand and slapping his face.

9-3-4(a)
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