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This visit was for a recertification and
state licensure survey. This visit
included the investigation of complaint
#IN00138379.

Complaint #IN00138379 -
Substantiated. No deficiencies related to
the allegation(s) are cited.

Dates of Survey: December 11, 12, 13,
20, 2013 and January 2, 2014

Facility Number: 001162
Provider Number: 15G611
AIM Number: 100385630

Surveyor: Jo Anna Scott, QIDP

These deficiencies also reflect state
findings in accordance with 460 IAC 9.
Quality Review completed 1/9/14 by
Ruth Shackelford, QIDP.

483.420(b)(1)(i)

CLIENT FINANCES

The facility must establish and maintain a
system that assures a full and complete
accounting of clients' personal funds
entrusted to the facility on behalf of clients.

Based on observation, record review and

W000000

Ww000140

W140 1) Pocket change will be
kept locked up, at all times, until

02/01/2014

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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interview for 4 of 4 sampled clients clients’A, B, C, D, E, F, G, and H
(clients A, B, C and D) and 4 additional require it. A!I staff at th's fa<.:||.|ty
. . will be retrained on this revision.
Cllctn.ts (cl.lents E, F, G and H), Fhe 2) A receipt will be requested for
facility failed to have a system in place expenditures made during the trip
that provided a full accounting of clients' that client #F took with family at
personal funds when taken on Chrlstmas brleak. To pr.otect. other
Th oL The facility failed clients: All clients’ monies will be
erapeutic Leave. lhe lacility farled to kept locked up until it is needed.
ensure the procedure was followed for The Fiscal Department will be
funds kept in the home to be locked in a contacted about developing a
container new procedure for the handling of
purchases made during clients’
o ) visits with families. To prevent
Findings include: recurrence: A revised procedure
will be distributed to managers
1. During the observation period on i:d all ﬁltiff’ tlngludcljng pewt:wes.
i i ey will be trained using the
12/12./13 fI‘Ol‘I‘.l 6.90 AM to 9:40 AM, the updated method for the handling
morning medication pass started at 6:30 of clients’ funds. Quality
AM. Clients A,B,C,D,E, F, Gand H assurance: All training on these
received their medication and then rewszd grocgdurgst will ze
S recorded and maintained.
requested their daily allqwance. Staff #4 Managers will monitor on a daily
opened an unlocked cabinet where there basis. The Residential Director
were 8 piles of money on a shelf. The will audit accounts monthly.
money was not in a locked container. Responsible paﬂlgs: H(.)me'
Manager and Residential Director
Interview with staff #4 was conducted
on 12/12/13 at 7:45 AM. Staff #4 stated
"I had the clients sign for the money last
night because it is so hectic in the
mornings. I then count the money out
and have it ready for them in the
mornings after they get their medicine
before they go to work."
Review of the facility Client Funds -
Home Accounts procedures dated 3/1/04
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was conducted on 12/20/13 at 10:00
AM. The procedure included the
following: "1. All monies received by
clients (gifts, wages, etc.) will be entered
into the client's account immediately.
An entry will then be added to the
client's Financial Transaction Record.
[All funds will be kept in a locked
container. No more than $50 can be
kept in any account unless authorized by
Residential Director.]"

2. During the observation period on
12/12/13 from 6:00 AM to 9:40 AM,
client F came to office/medication area
at 7:15 AM. Client F told staff #4 her
father had called last night and told her
she needed to bring home $600.00 for
Christmas. Staff #4 indicated client F
had gone to New York during the
Christmas holidays in the past and it
wasn't unusual for the client to take a
large amount of money on home visits.

Review of the procedures for client
funds dated 3/1/04 was reviewed on
12/20/13 at 10:00 AM. The procedure
indicated the following: " 4. Client
personal fund accounts will be audited at
least weekly. The audit will include a
physical count of monies and balancing
the Financial Transaction Record. All
money will be accounted for including
money client is setting aside for specific
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WO000331

purchases. [All receipts must be checked
for accuracy and completeness.] 5.
Clients' accounts will be audited upon
return from a Therapeutic Leave by 2
staff. The Ist staff person will audit
when the money is returned to the
account. The 2nd staff person will audit
before the end of the shift." The
procedure did not indicate how the
money that is not returned is accounted
for by the facility.

The interview with staff #2, HM (Home
Manager), was conducted at 8:30 AM on
12/12/13. Staff #2, HM, stated "[Client
F] went to New York last year." Staff
#2, HM, stated "We have the guardian
sign for the money when they pick it up,
but we don't require a receipt of how it

is spent."

9-3-2(a)

483.460(c)

NURSING SERVICES

The facility must provide clients with nursing
services in accordance with their needs.
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Based on observation and interview for W000331 | W331 Clients’A, B, C,D, E, F, 02/01/2014
4 of 4 sampled clients (clients A, B, C G_’ and H meqlcatlon blister PaCkS
" . . with cards, will be kept hanging
and D) and 4 additional che'nts (clients and separate from each other
E, F, G and H), the nurse failed to using folders with their names
ensure the home stored the medications written on the folder. To protect
separately for each client. oth'e.r clients: All managers will be
notified of changes to be made to
o . the storing of medication blister
Findings include: packs and all staff will be trained
accordingly by managers. To
During the observation period on prevent recurrence: The storing
of medication blister packs with
12/1-2/13. from 6:00 AM to 9:40 AM, the cards will be monitored and
medication pass started at 6:30 AM for reviewed by managers weekly. All
clients A, B, C, D, E, F, G and H. The new staff will be trained during
medication for each day was in a blister orientation on the procedure.
K d . v 8-1/2 Quality assurance: All staff will be
Pac ona ca.r appro?ﬂmate y _' ; retrained on the new procedure
inches by 6 inches with a description of and the manager will monitor the
the medicine at the top and the blister storage of the medications on a
packs across the bottom with room for 3 daily basis. Additionally the
blist ks. Th . dicati Residential Nurse will review the
%S Cr packs. ? morning me. lcations storage of medications at each
blister pack contained all the pills to be facility during weekly visits.
given at that time. The cards with the Responsible parties: Home
blister packs were stored in a drawer of Managers and Residential Nurse.
a file cabinet. All of the cards were in
one drawer with no separation between
clients.
Interview with staff #4 on 12/12/13 at
7:30 AM stated "The pharmacy has just
started using this new method of
providing the clients' medications. The
cards are supposed to fit on metal
holder, but there is no separation
between clients and the cards fall to the
bottom of the drawer after you remove
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 93FK11 Facility ID: 001162 If continuation sheet Page 50f7
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the morning medications."
9-3-6(a)
W000382 | 483.460(1)(2)
DRUG STORAGE AND RECORDKEEPING
The facility must keep all drugs and
biologicals locked except when being
prepared for administration.
Based on observation and interview for W000382 | W382 All medicines delivered or 02/01/2014
4 of 4 sampled clients (clients A, B, C b“’“ght into the home, will be
.. . . kept in a locked drawer at the
and D) and 4 additional clients (clients facility. To protect other clients: A
E, F, G and H), the facility failed to review of the current procedures
ensure all medications were locked will be done and a revision will be
during storage sent to all managers from
' Residential Director. Staff will be
o ) retrained by managers on the
Findings include: right procedure to store
medications that are delivered or
During the morning observation period brought to trj:"homesd. To prevent
i ) recurrence: All procedures
on 12/12/13 from 6:00 AM to 9:40 AM, regarding this matter will be
the morning medication pass started at reviewed regu|ar|y by managers.
6:30 AM for clients A, B, C, D, E, F, G All new hires will be trained using
and H. Staff #4 indicated the facility no tr]‘ce co(;lrectt. proceduredfn',l»r stor?ge
of medications upon delivery to
longer gsed bubble packs and had a new the homes. Quality assurance:
system in place where each day's Managers will make sure that the
medication was on one card. The card medications are locked up as
had a blister pack with the morning soon as delivered to the homes.
dicati th . dication i Additionally the Residential Nurse
medica 1or.1, e evening medication in will review the storage of
another blister pack on the same card medications at each facility during
and a space for a third blister pack if weekly visits. Responsible
medication was needed at another time. Eart'.zS: |t-'|olnl1\le Managers and
L .. esidential Nurse.
Staft #4 indicated the facility had been aential i
using the new system for a week. The
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12/12/13 day medication cards for each
client were kept in a locked drawer. The
balance of the month's medications was
kept in an unlocked drawer of a different
file cabinet.
The interview with staff #2, HM (Home
Manager), was conducted on 12/12/13 at
8:30 AM. Staff #2, HM, stated "We are
trying to figure out how to store the new
cards. All the medicine should be
locked."
9-3-6(a)
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