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This visit was for a fundamental 

recertification and state licensure survey.

Dates of  Survey:  August 31, and 

September 1, 2, 3, 4, and 8, 2015.

Facility number:  003863

Provider number:  15G713

AIM number:  200462800

The following federal deficiencies also 

reflect state findings in accordance with 

460 IAC 9.

Quality review of this report was 

completed by #09182 on 9/08/2015.

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 ensure the 

environment of the facility was clean and 

in good repair for 2 of 2 sampled clients 

(clients #1 and #2), and 2 of 2 additional 

clients (clients #3 and #4).

W 0104 A maintenance work order was 

completed for 

requiredmaintenance and 

cleaning of light fixtures. The 

ceiling exhaust fan, living room 

bookcase, and sprinkler heads 

wereall cleaned.  The residential 

managercompleted a house 

maintenance walk through to 

ensure all necessary 

maintenanceand cleaning were 

completed.   Themanagers 
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Findings include:

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

and #4 resided was inspected during the 

8/31/15 observation period from 2:52 

P.M. until 5:00 P.M.  Dead insects were 

noted in the overhead lighting fixtures in 

the kitchen area, the laundry and 

medication areas of the facility.  Ceiling 

exhaust fans in the dining room were 

covered with grease and dust.  Cobwebs 

were noted in the living room book case 

and hanging from a sprinkler head in the 

laundry and medication areas of the 

facility. These areas of the facility were 

utilized by clients #1, #2, #3, and #4.

Residential Director #1 was interviewed 

on 9/2/15 at 9:45 A.M.  Residential 

Director 

#1 stated, "Staff (direct care staff) are to 

keep the house (facility) clean and to 

report any major issues to the 

maintenance man so areas are clean and 

in good repair."

9-3-1(a)

complete a home maintenance 

walk through monthly, but should 

beattending to immediate needs 

on a more regular basis.  The 

management staff received 

training by thedirector on 

maintaining the cleanliness and 

good repair of the home.  The 

management staff will be 

completingweekly walkthroughs 

of the home in addition to their 

monthly reviews and willreport 

any issues to the maintenance 

company immediately.  The 

walkthrough reports will be 

monitored by the director to 

ensure compliance and 

thedirector will ensure that the 

maintenance issues are 

addressed within a timelymanner 

by the maintenance company or 

assigned to another contractor 

asneeded.   

483.460(l)(2) W 0382
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DRUG STORAGE AND RECORDKEEPING 

The facility must keep all drugs and 

biologicals locked except when being 

prepared for administration.

 

Bldg. 00

Based on observation and interview, the 

facility failed to ensure medications were 

locked except when they were being 

prepared for administration for 2 of 2 

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

additional clients (client #3 and #4).

Findings include:

Clients #1, #2, #3, and #4 were observed 

during the group home observation 

period on 8/31/15 from 2:52 P.M. until 

5:00 P.M.  At 4:12 P.M., direct care staff 

#2 was administering medications to 

client #3.  Direct care staff #2 had client 

#3's medications on the medication room 

counter and was preparing to administer 

them to client #3 when she left the 

medication room to ask direct care staff 

#3 a question on administering a 

medication.  Direct care staff #2 left the 

client's medication on the counter 

unattended while she talked to direct care 

staff #3.  The open medications were 

accessible to all clients in the facility 

(clients #1, #2, #3, and #4).  

''Residential Director #1 was interviewed 

on 9/2/15 at 9:45 A.M.  Residential 

Director #1 stated, "Medications are to be 

locked when they aren't being 

W 0382 Staff have received additional 

training on the proper storage of 

medications. This training 

included securing the medications 

in the locked cabinet prior to 

leaving the medication area. The 

QDDP, Residential Manager or 

nurse will complete spot 

checks for one month to ensure 

that the medication storage policy 

is being followed.  These 

unannounced spot checks will be 

completed three times on first 

shift, three times on second shift, 

three times on third 

shift. Thereafter, weekly spot 

checks will be completed.  

Observations will be documented 

on a Medication Administration 

Tracking form and turned into the 

director monthly so compliance 

can be monitored.
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administered."

9-3-6(a)

483.470(l)(1) 

INFECTION CONTROL 

There must be an active program for the 

prevention, control, and investigation of 

infection and communicable diseases.

W 0455

 

Bldg. 00

Based on observation and interview, the 

facility failed to maintain the feeding 

pump stand in a sanitary condition for 1 

of 1 client utilizing a feeding pump 

(client #3.)

Findings include:

Client #3 was observed receiving 

nourishment from a food pump during 

the group home observation periods on 

8/31/15 from 2:52 P.M. until 5:00 P.M., 

and on 9/1/15 from 6:41 A.M. until 8:00 

A.M.  During both observation periods, 

client #3's feeding pump stand was noted 

to have dried food residue on the base 

and upright section of the stand.  Direct 

care staff #1, #2, #3, #4, #5, #6, #7, and 

#8 did not clean the food residue off of, 

and sanitize, client #3's food pump stand. 

W 0455 Ct #3’s feeding pump pole was 

cleaned andsanitized. The 

Treatment Administration 

Records (TAR) for Ct #3 were 

revised toinclude cleaning and 

sanitizing instructions. These 

cleaning measures are to be 

implemented each shift and 

documentedon the TAR.  All staff 

have been trainedon the cleaning 

procedures.  The QDDP, 

Residential Manager or nurse 

will completespot checks for one 

month to ensure that the cleaning 

procedures arebeing followed.  

These unannounced spot checks 

will be completed threetimes on 

first shift, three times on second 

shift, three times on 

thirdshift. Thereafter, weekly spot 

checks will be 

completed. Observations will be 

documented on a Medication 

Administration Tracking formand 

turned into the director 

monthly so compliance can be 
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Residential Director #1 was interviewed 

on 9/2/15 at 9:45 A.M.  Residential 

Director 

#1 stated, "Staff (direct care staff) should 

make sure [client #3's] feeding pump, and 

the stand, are kept clean of any food 

residue."

9-3-7(a) 

monitored.
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