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This visit was a fundamental 

recertification and state licensure survey.

Dates of  Survey:  May 16, 17, 18, 19, 20, 

2016.

Facility number:  003799

Provider number:  15G705

AIM number:  200447350

The following federal deficiencies also 

reflect state findings in accordance with 

460 IAC 9. 
Quality Review of this report completed by 

#15068 on 5/24/16.  

W 0000  

483.450(a)(1)(i) 

CONDUCT TOWARD CLIENT 

These policies and procedures must 

promote the growth, development and 

independence of the client.

W 0268

 

Bldg. 00

Based on observation and interview, the 

facility failed to assure 1 of 2 sampled 

clients (client #1) was addressed by direct 

care staff in a positive manner.

Findings include:

Client #1 was observed on 5/17/16 

during the group home observation 

period from 5:56 A.M. until 8:00 A.M.  

W 0268 All staff received training on 

the Staff and Client Interaction 

Policy as well as the Client 

Rights and Responsibilities 

Policy.  This training focused on 

positive and respectful language 

to use with all clients. The staff 

were administered post-tests to 

ensure their understanding of 

positive, respectful communication.  

Staff will be monitored by the 

management staff to ensure that their 
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At 6:09 A.M., direct care staff #5 was 

interacting with client #1 when she 

walked away from him and stated, "He's 

(client #1) a fat guy!"    

Director of Residential Services #1 was 

interviewed on 5/19/16 at 10:50 A.M.  

Director of Residential Services #1 

stated, "Staff (direct care staff) should not 

talk that way about our residents 

(clients)."  

9-3-5(a)

training was effective.  The house 

manager and QDDP will complete 

observations of staff interactions 

three times on first shift, three times 

on second shift, and three times on 

third shift to ensure that policies are 

followed and that positive and 

respectful communication is being 

utilized.  Monthly spot checks will be 

completed thereafter.   These 

observations will be documented on 

a staff observation form and turned 

into the director to monitor for 

compliance.

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 1 of 2 

sampled clients (client #1).

Findings include:

Client #1 was observed during the group 

home observation period on 5/17/16 from 

5:56 A.M. until 8:00 A.M.  At 7:00 

A.M., direct care staff #1 was preparing 

medications to administer to client #1.  

At 7:01 A.M., direct care staff #1 had 

W 0382 All staff have received additional 

training on the proper storage 

ofmedications. This training 

included securing the medications 

in the lockedcabinet prior to 

leaving the medication area. The 

QIDP, Residential Manager 

ornurse will complete spot 

checks for one month to ensure 

that themedication storage policy 

is being followed.  These 

unannounced spotchecks will be 

completed three times on first 

shift, three times on secondshift, 

three times on third 

shift. Thereafter, weekly spot 

checks will becompleted.  
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client #1's medications on the medication 

room table when she left the medication 

room to get a bottle of prune juice.  The 

open medications were left on the table 

making them accessible to client #1 who 

was in the medication room.  At 7:08 

A.M., direct care staff #1 again left the 

medication room while leaving client #1's 

medications out on the counter making 

them accessible to client #1 who 

remained in the room.

Director of Residential Services #1 was 

interviewed on 5/19/16 at 10:50 A.M.  

Director  of Residential Services #1 

stated, "Medications are to be locked 

when they aren't being administered."

9-3-6(a)

Observations will be documented 

on a Medication 

AdministrationTracking form and 

turned into the director 

monthly so compliance can 

bemonitored.
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