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 W0000This visit was for a fundamental 

recertification and state licensure survey.

Survey Dates: 10/15/12, 10/16/12 and 

10/18/12.

Facility Number: 000844

Provider Number: 15G326

AIMS Number: 100243650

Surveyor:

Keith Briner, Medical Surveyor III

This deficiency also reflects a state 

finding in accordance with 460 IAC 9.

Quality Review was completed on 

10/19/12 by Tim Shebel, Medical 

Surveyor III.
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483.410(a)(1) 

GOVERNING BODY 

The governing body must exercise general 

policy, budget, and operating direction over 

the facility.

W104: The governing 

body will exercise general 

policy, budget, and 

operating direction over 

facility.

 

Corrective action:

·        Properties Manager, 

Program Manager have 

been inserviced on 

following up on 

Maintenance requests 

(Attachment A). 

·        Executive Director 

has requested 

measurements and 

instillation of flooring 

(Attachment B).

 

How we will identify 

others: 

     Program Manager will 

review Maintenance 

requests to ensure that all 

flooring needed has been 

installed.

 

Measures to be put in 

place:

     Environmental Service 

11/17/2012  12:00:00AMW0104Based on observation, record review and 

interview for 4 of 4 sampled clients (#1, #2, 

#3 and #4) plus 4 additional clients (#5, #6, 

#7 and #8), the governing body failed to 

exercise budgeting and operating direction 

over the facility to ensure the facility was 

maintained in a clean and safe manner.

Findings include:

Observations were conducted at the group home 

on 10/16/12 from 6:00 AM through 8:00 AM. 

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

observed in the home. The group home kitchen 

and right/west hallway did not have floor 

covering. The floor was exposed 

foundation/concrete and was void of any covering 

such as carpet, linoleum, hardwood or tile.

The group homes maintenance request schedule 

was reviewed on 10/16/12 at 12:00 PM. The 

maintenance request schedule indicated the 

clinical supervisor (CS) #1 had initiated requests 

for flooring beginning January 2012 and 

consecutively through October 2012.

CS #1 was interviewed on 10/16/12 at 12:00 PM. 

CS #1 indicated the kitchen and the right/west 

hallway flooring needed to be repaired. CS #1 

indicated the flooring was exposed concrete. CS 

#1 indicated she had completed maintenance 

requests regarding the flooring since January 2012 

and then monthly thereafter.

9-3-1(a)
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workers will perform 

quarterly checklists 

(Attachment C) to ensure 

that needed flooring has 

been installed.

 

Monitoring of Corrective 

Action:

     Program Manager will 

review maintenance 

requests and follow up on 

flooring requests to ensure 

that flooring is installed as 

needed (Attachment D).

 

Completion Date:  

11-17-2012
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