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This visit was for a pre-determined full 

recertification and state licensure survey.

Dates of Survey:  March 8, 9, 10, 11, and 

14, 2016.

Facility number:  001087

Provider number:  15G573

AIM number:  100239960

The following federal deficiencies also 

reflect state findings in accordance with 

460 IAC 9.
Quality Review of this report completed by 

#15068 on 3/18/16.  

W 0000  

483.410(a)(1) 

GOVERNING BODY 

The governing body must exercise general 

policy, budget, and operating direction over 

the facility.

W 0104

 

Bldg. 00

Based on observation and interview, the 

facility's governing body failed to 

exercise general operating direction over 

the facility by failing to assure the facility 

was clean and in good repair for 4 of 4 

sampled clients (clients #1, #2, #3, and 

#4), and 4 of 4 additional clients (clients 

#5, #6, #7, and #8).

W 0104 A maintenance request has 

beencompleted and the walls in 

the hallway will be painted and 

protective paneling willbe installed 

if necessary to protect the walls 

from damage due to 

wheelchairuse in the home. The 

hall heat diffuser will be replaced 

and the hole in theflooring 

repaired.

For six weeks and then until 
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Findings include:

The facility where clients #1, #2, #3, #4, 

#5, #6, #7, and #8 lived was inspected 

during the 3/9/16 observation period 

from 5:48 A.M. until 7:45 A.M.  The 

walls in the hallway of the facility were 

scraped and missing paint in areas.  The 

hallway heat diffuser was crushed and 

there was a hole in the floor near the back 

door of the facility.  All of these areas 

were utilized by clients #1, #2, #3, #4, 

#5, #6, #7, and #8.       

Program Director #1 was interviewed on 

3/10/16 at 8:33 A.M.  Program Director 

#1 stated, "We were planning on getting 

these areas repaired although we don't 

have a work order in yet to have them 

repaired."

9-3-1(a)

compliance has been 

demonstrated, the 

ProgramDirector complete three 

time weekly site visits to ensure 

the home is free ofhazards and/or 

any health and safety issues 

concerning the maintenance of 

thehome and furniture therein. 

Thereafter, the Program Director 

will completethese checks at 

least weekly. System wide, all 

Program Director/QIDPs, and 

HouseManagers will review this 

standard and assure that this 

concern is beingaddressed at all 

Dungarvin ICF-IDs.

483.440(f)(3)(ii) 

PROGRAM MONITORING & CHANGE 

The committee should insure that these 

programs are conducted only with the 

written informed consent of the client, 

parents (if the client is a minor) or legal 

W 0263

 

Bldg. 00
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guardian.

Based on record review and interview, 

the facility failed to obtain written 

consent from 1 of 4 sampled clients 

(client #3) prior to implementing a 

restrictive Behavior Plan.

Findings include:

Client #3's records were reviewed on 

3/9/16 at 7:59 A.M.  The review 

indicated client #3 was adjudicated 

incompetent and had the services of her 

parents as guardians.  Further review of 

client #3's record indicated the client had 

a restrictive behavior plan, dated 2/11/16, 

which included physical interventions, 

and also addressed the management of 

client #3's behaviors of skin picking and 

self injurious behaviors.  Additional 

review of the client's behavior plan failed 

to indicate the client's guardians had 

provided the facility with written consent 

for the plan's implementation.

Program Director #1 was interviewed on 

3/10/16 at 8:33 A.M.  Program Director 

#1 stated, "We (the facility) sent the plan 

(behavior plan) to [Client #3's] guardians 

but we have not received it back from 

them yet."

9-3-4(a) 

W 0263 The Program Director/QIDP will 

beretrained on assuring that 

emancipated persons served or 

guardiansapprove Behavior 

Intervention Plans that are 

restrictive in nature,prior to 

implementing the plan.

The Program Director / QIDP will 

ensure that a signature for 

approval of implementation of 

Client 3's plan is obtained by her 

guardians by 4/13/16 Quarterly, 

Program Director / QIDP will 

conduct audits of the clientfiles.  

This audit will include assuring 

that approvals by the 

PersonServed or their Guardian 

is obtained for any restrictive 

Behavior Plans. These audits will 

be reviewed by the Area Director 

for follow up assurance. System 

wide, all Program 

Director/QDDP’s will review this 

standard and the needto assure 

that this concern is being 

addressed at all Dungarvin 

ICF-ID’s.
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483.460(c)(3)(iii) 

NURSING SERVICES 

Nursing services must include, for those 

clients certified as not needing a medical 

care plan, a review of their health status 

which must be on a quarterly or more 

frequent basis depending on client need.

W 0336

 

Bldg. 00

Based on record review and interview, 

the facility failed to assure nursing 

assessments were conducted at least 

quarterly (every 90 days) for 4 of 4 

sampled clients (clients #1, #2, #3, and 

#4).

Findings include:

Client #1's records were reviewed on 

3/10/16 at 6:15 A.M.  A review of the 

client's quarterly nursing assessments 

from 1/1/15 to 3/10/16 indicated 

quarterly nursing assessments were 

completed on 10/14/15, 7/5/15, and 

4/3/15.  The review failed to indicate the 

client's nursing assessments were 

completed at least quarterly (every 90 

days).

Client #2's records were reviewed on 

3/10/16 at 7:29 A.M.  A review of the 

client's quarterly nursing assessments 

from 1/1/15 to 3/10/16 indicated 

quarterly nursing assessments were 

W 0336 We have reviewed this concern 

forall 7 individuals residing at the 

facility. The previous facility nurse 

wason a leave of absence 

beginning December 2015 and 

left employment in March2016. 

Other nurses employed by 

Dungarvin are filling in and have 

completedquarterly health 

assessments to ensure that the 

nursing quarterlies for 

allindividuals in the home have 

been updated and are current.

The Program Director / QIDP, 

and thefacility nurse have 

been retrained on the expectation 

that a full year ofnursing 

quarterlies are expected to be 

filed in the medical file at any 

giventime and will be completed 

at least quarterly for every client 

in the home. System wide, all 

Program Director/QIDPs and 

Facility Nurses willreview this 

standard and ensure that this 

concern is being addressed at 

allDungarvin ICF/IDs.
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completed on 10/15/15, 7/6/15, and 

4/3/15.  The review failed to indicate the 

client's nursing assessments were 

completed at least quarterly (every 90 

days).

Client #3's records were reviewed on 

3/10/16 at 7:59 A.M.  A review of the 

client's quarterly nursing assessments 

from 1/1/15 to 3/10/16 indicated 

quarterly nursing assessments were 

completed on 10/15/15, 7/6/15, and 

4/3/15.  The review failed to indicate the 

client's nursing assessments were 

completed at least quarterly (every 90 

days).

Client #4's records were reviewed on 

3/10/16 at 7:00 A.M.  A review of the 

client's quarterly nursing assessments 

from 1/1/15 to 3/10/16 indicated 

quarterly nursing assessments were 

completed on 10/15/15, 7/6/15, and 

4/3/15.  The review failed to indicate the 

client's nursing assessments were 

completed at least quarterly (every 90 

days).

Program Director #1 was interviewed on 

3/10/15 at 8:33 A.M.  Program Director 

#1 stated, "Our (the facility's) nurse is on 

sick leave and there might be some 

assessments (quarterly nursing 

assessments) that have not been 
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completed at this time."

9-3-6(a)

483.460(l)(2) 

DRUG STORAGE AND RECORDKEEPING 

The facility must keep all drugs and 

biologicals locked except when being 

prepared for administration.

W 0382

 

Bldg. 00

Based on observation and interview, the 

facility failed to ensure medications were 

locked except when they were being 

prepared for administration for 4 of 4 

sampled clients (clients #1, #2, #3, and 

#4), and 4 of 4 additional clients (clients 

#5, #6, #7, and #8).

Findings include:

Clients #1, #2, #3, #4, #5, #6, #7, and #8 

were observed during the group home 

observation period on 3/9/16 from 5:48 

A.M. until 7:45 A.M.  At 5:54 A.M., 

direct care staff #2 was preparing 

medications to administer to client #7.  

Direct care staff #2 had client #7's 

medications on the medication room 

table when he left the medication room to 

locate client #7.  The open medications 

W 0382 Staff #2 received immediate 

disciplinary actionand retraining 

on the standard that medications 

will be locked at alltimes except 

when being prepared for 

administration. All staff in the 

home willreceive training on this 

expectation by 4/13/16.For six 

weeks and then until compliance 

has been demonstrated, 

theProgram Director complete 

three site visits per week to 

ensure that medications are kept 

locked at all timesexcept when 

being prepared for administration. 

If the Program 

Director/QIDPobserves that a 

staff member has failed to keep 

medications secure, theProgram 

Director will intervene and retrain 

the staff 

immediately. Documentation of 

these observations will be made 

on Active Treatment 

Observationforms. The five 

04/13/2016  12:00:00AM
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were left on the table making them 

accessible to clients #1, #2, #3, #4, #5, 

#6, #7, and #8.  At 6:03 A.M., direct care 

staff #2 wheeled client #7 to the family 

room after administering the client's 

medications.  Direct care staff #2 had 

client #7's medications on the medication 

room table when he left the medication 

room.  The open medications were left on 

the table making them accessible to 

clients #1, #2, #3, #4, #5, #6, and #8.

Program Director #1 was interviewed on 

3/10/16 at 8:33 A.M.  Program Director 

#1 stated, "Medications are to be locked 

when they aren't being administered."

9-3-6(a)

observations will taper to one 

observation per week forquality 

assurance, once the Program 

Director/QIDP is satisfied that the 

staffhave demonstrated full 

competency of the standard. The 

observation sheetswill be turned 

in to the Area Director for review 

on a weekly basis. System wide, 

all Program Director/QIDPs and 

Facility Nurses willreview this 

standard and ensure that this 

concern is being addressed at 

allDungarvin ICF/IDs.
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