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This visit was for an annual fundamental 

recertification and state licensure survey.

Survey Dates:  January 23, 24, 25, 30 and 

February 10, 2012

Facility Number:  000841

Provider Number:  15G323

Aim Number:  100243670

Surveyor:  Jo Anna Scott, Medical 

Surveyor III

This deficiency also reflect state finding 

in accordance with 460 IAC 9. 

Quality Review completed on 2/21/12 by 

Tim Shebel, Meedical Surveyor III. 
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483.430(e)(1) 

STAFF TRAINING PROGRAM 

The facility must provide each employee with 

initial and continuing training that enables the 

employee to  perform his or her duties 

effectively, efficiently, and competently.

CORRECTION: The facility must 

provide each employee with initial 

and continuing training that 

enables the employee to perform 

his or her duties effectively, 

efficiently, and competently. 

Specifically,staff have been 

retrained regarding how to assist 

Client #5 correctly with Client #5’s 

gait belt and walker. 

PREVENTION: All facility staff will 

be retrained as needed but no 

less than annually regarding 

proper use of clients’ adaptive 

equipment as well as when 

client’s adaptive equipment has 

been modified or changed. 

Professional staff will monitor 

active treatment sessions to 

assure staff offer correct and 

appropriate assistance and will 

provide additional retraining as 

necessary.Members of the 

Operations Team will periodically 

review staff training records and 

monitor active treatment on an 

ongoing basis to assure staff 

training produces desired 

outcomes. Responsible Parties: 

QDDP, Support Associates, 

Operations Team

03/11/2012  12:00:00AMW0189

Based on observation and interview for 1 

of 5 clients living in the home (client #5), 

the facility failed to ensure staff were 

trained on how to assist client correctly 

while walking when using a gait belt and 

a rolling walker.

Findings include:

During the observation period on 1/24/12 

from 5:30 AM to 8:29 AM, client #5 

came out of his bedroom at 6:05 AM with 

staff #3 assisting.  Client #5 was using a 

rolling walker and wearing a gait belt.  

Client #5 came to the doorway of his 

room and stopped.  Staff prompted him to 

continue and he pushed the walker a little 

further but did not move his feet.  Staff #3 

got in front of the  walker and pulled it 

more forward causing client #5 to bend at 

the waist to keep hold of the walker.  

Staff #3 did not use the gait belt to assist 

client #5.

Interview with staff #3 on 1/24/12 at 6:30 

AM indicated she had not worked at the 

house very long and indicated  client #3 

was very hesitant in the mornings when 
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using the walker.  Interview with staff #2, 

administrator, on 1/24/12 at 7:00 AM 

indicated staff should never pull a rolling 

walker away from the client. Staff #2, 

administrator, indicated staff #3 had been 

trained on how to use a gait belt while 

assisting clients. 
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