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This visit was for a pre-determined full 

recertification and state licensure survey.

Dates of Survey:  April 9, 10, and 11, 

2012.

Facility number:  001087

Provider number:  15G573

AIM number:  100239960

Surveyor:  Tim Shebel, Medical Surveyor 

III

The following federal deficiency also 

reflects state findings in accordance with 

460 IAC 9.

Quality Review completed 4/17/12 by 

Ruth Shackelford, Medical Surveyor III.   
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483.410(a)(1) 

GOVERNING BODY 

The governing body must exercise general 

policy, budget, and operating direction over 

the facility.

To address the concern of the 

corroded cooktop vent, staff were 

immediately instructed to clean 

the underside of the current vent 

and ensure that no rust or dust 

could fall into the food they were 

cooking. Program Staff worked 

with Maintenance staff to order 

and install a new cooktop and a 

new hood vent over the stovetop. 

The new stovetop hood was 

installed on 4/26/12.

 

Going forward, whenever the 

need for a repair or home 

modification is noted by a 

Program Director/QMRP or 

Program Coordinator during a site 

visit, a request will be generated 

to the Maintenance Department in 

writing, indicating the need for 

maintenance support. While the 

need for this replacement had 

been identified by the 

management team, the item had 

not been replaced at the time of 

the annual survey.

                                               

System wide, all Program 

Director/QMRPs, Program 

Coordinators and the 

Maintenance Department will 

review this standard and ensure 

that this concern is being 

addressed at all Dungarvin 

ICF-MR’s.

 

05/11/2012  12:00:00AMW0104Based on observation and interview, the 

facility's governing body failed to assure a 

clean and sanitary cook top vent for 7 of 7 

clients (clients #1, #2, #3, #4, #5, #6, and 

#7) residing in the facility.

Findings include:

The group home where clients #1, #2, #3, 

#4, #5, #6, and #7 resided was observed 

on 4/9/12 from 3:11 P.M. until 5:30 P.M..  

As direct care staff #3 cooked onions and 

tomatoes on the cook top, the vent above 

the cook top was corroded with grease 

and dust.  Multiple strands of greasy dust 

were hanging from the vent above the 

cooking area where direct care staff #3 

was preparing vegetables for client #1, #2, 

#3, #4, #5, #6, and #7's evening meal.

House manager #1 was interviewed on 

4/10/12 at 8:25 A.M..  House manager #1 

stated the facility was in the process of 

purchasing a new cook top vent as the 

present vent was "so dirty the grease 

won't even come off when it's washed."

9-3-1(a)
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Completion Date: 

5-11-12Persons Responsible: 

Program Coordinator, Program 

Director (QMRP), Maintenance 

Director
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