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WO000000
This visit was for a fundamental W000000
recertification and state licensure survey.
Dates of Survey: October 20, 21, 22, 23,
and 24, 2014.
Facility number: 009114
Provider number: 15G673
AIM number: 100244780
Surveyor: Tim Shebel, LSW
The following federal deficiencies also
reflect state findings in accordance with
460 IAC 9.
Quality Review completed 10/29/14 by Ruth
Shackelford, QIDP.
W000130 | 483.420(a)(7)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must ensure
privacy during treatment and care of
personal needs.
Based on observation and interview, the WO000130 | Direct Care Staff #7 is receiving 11/23/2014
facility failed to provide privacy for re.tralnlng oh ensuring Client #1's
oL . . privacy rights during treatment
toileting for 1 of 4 sampled clients (client and personal care needs are
#1). maintained. In addition, all direct
care staff at the home will receive
Findings include: training on client rights by '
11/23/14 to ensure all client rights
] . in the home are protected. The
Client #1 was observed during the group Program Director/QIDP will make
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home observation on 10/21/14 from 2:48 three observations per week at
P.M. until 5:25 P.M. Upon entering the the home for four weeks to
. o monitor the staff
group home, client #1 was sitting on the and observe how client rights are
toilet with his pants down and the upheld. These observations will
bathroom door open. Direct care staff #7 be documented on Active
walked past the bathroom and leaned in Treatment assgssment forms. If
d said lient #1. "V d ) the Program Director/QIDP
and said to client #1, "Y ou need to close observes that a staff member has
the door when you use the bathroom." not maintained the rights of a
Direct care staff #7 then walked away client, the Program Director will
leaving the bathroom door open. Direct !nterve.ne and retrain .the staff
47 did it in closi h immediately. The Active
care sta 1d not assist 1n closing the Treatment forms will be submitted
bathroom door for client #1's privacy as to the Area Director for review.
the client used the toilet. Once the forms indicate that
client rights are being met with
P Director #1 htervi d 100% of all observations, the
rogram Lirector #1 was iterviewed on Program Director will no longer
10/22/14 at 11:29 A.M. Program document on the Active
Director #1 stated, "[Direct care staff #7] Treatment form but will continue
should have closed the bathroom door for to monitor that the client rights
lient #11." are upheld during weekly
[client #1]. observation visits at the home.
9-3-2(a)
W000268 | 483.450(a)(1)(i)
CONDUCT TOWARD CLIENT
These policies and procedures must
promote the growth, development and
independence of the client.
Based on observation and interview, the WO000268 11/23/2014
facility failed to assure 1 of 4 sampled C,hem #‘,‘ recelYed support to shave
i i 44 | h his face immediately. All staff and
clients (client #4) was clean shaven. the Program Director/QIDP of the
home are receiving re-training on the
Findings include: expected frequency of shaving and
the responsibility of the facility in
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T91Q11 Facility ID: 009114 If continuation sheet Page 20of4
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Client #4 was observed during the group assisting the individuals in promoting
home observation period on 10/20/14 thlr gro(;”th’ qevi(’pment’f aﬁd.
. o, independence 1n the area of their own
from 6:34 A.M. until 8:40 A..M., and on personal appearance.
10/21/14 from 2:48 P.M. until 5:25 P.M. Dungarvin has reviewed this
During both observations, client #4 had concern for all individuals residing
an unkept appearance with a week's at the home to ensure they have
growth of facial hair all received proper support in
’ regularly shaving. The Program
Director/QDDP will be
Program Director #1 was interviewed on responsible, in conjunction with
10/22/14 at 11:29 A.M. Program the Lead DSP, to ensure that the
Director #1 stated, "Yes, [client #4] is clients are shaven ona regular
] . . schedule going forward. Client
particular about which staff shaves him. #4's 1ST will also work to develop
He does sometimes go for a long period a goal to increase his
of time without a shave." independence with and tolerance
of shaving.
9-3-5(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, the WO000382 _ _ N 11/23/2014
facility failed to ensure medications were Dlregt pare Staff #1 is receiving
locked ¢ when th bei retraining on the expectation that
ocked except when they were being all drugs and biologicals are to be
prepared for administration for 4 of 4 kept locked except when being
sampled clients (clients #1, #2, #3, and prepared for administration. She
#4) and 3 additional clients (clients #5, 1 glso receiving dlsmpllnary.
46, and # action according to Dungarvin
» and #7). policy. The facility nurse and/or
Program Director/QIDP will
Findings include: observe Direct Care Staff #1
during a medication pass to
. . ensure proper procedure is
Direct care staff #1 was observed passing properp
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medications during the 10/20/14 followed. This observation will
observation period from 6:34 A.M. until occur by 1 1/23,/14' In addition, all
) _ . staff that work in the home
8:40 AM. At 7:16 A.M., direct care staff received training from the
#1 retrieved client #4's medications and Program Director and Area
placed them on a table in the medication Director on this expectation on
area. Direct care staff #1 left the 10/24/2014 to ensure the clients
dicati for 35 ds with are not allowed to access
medication room for seconds wit medications or other potentially
medications unattended in the medication harmful substances. Going
area. The door to the medication area forward, the Program Director
was left open which allowed access to the and trl‘,e facmt)./t:L:t:;e V;”” :jnogltor
. compliance with this standar
area by clients #1, #2, #3, #4, #5, #6, and during their weeKly visits at the
#7. home. Minutes from the weekly
observations at the home will be
Program Director #1 was interviewed on Zent tg thetfacmty nursiltobthg
i rea Director on a weekly basis
19/22/14 at 11:29 A.M. Program for review and quality assurance.
Director #1 stated, "Medications are to be
locked when they aren't being
administered."
9-3-6(a)
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T91Q11 Facility ID: 009114 If continuation sheet Page 4 of 4




