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This visit was for an investigation of 

Complaint #IN00186326.

Complaint #IN00186326: Substantiated. 

Federal/State deficiency related to the 

allegation was cited at W186.

Dates of Survey:  1/4, 1/5 and 1/6, 2016.

Facility Number:  000643

AIM Number:  100234140

Provider Number:  15G106

This federal deficiency reflects state 

findings in accordance with 460 IAC 9.

Quality review of this report completed 

on 1/19/16 by #09182.

W 0000  

483.430(d)(1-2) 

DIRECT CARE STAFF 

The facility must provide sufficient direct 

care staff to manage and supervise clients in 

accordance with their individual program 

plans.

Direct care staff are defined as the present 

W 0186

 

Bldg. 00
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on-duty staff calculated over all shifts in a 

24-hour period for each defined residential 

living unit.

Based on observation, record review and 

interview for 4 of 4 sampled clients (A, 

B, C and D) and 4 additional clients (E, 

F, G and H) the facility failed to provide 

sufficient direct care staff to manage and 

supervise the clients.

Findings include:

During observation at the group home on 

1/5/16 between 6:30 PM and 7:40 PM, 

clients A, B, C, D, E, F, G and H were 

seated at the dining room table upon 

arrival. The house manager and the team 

lead were the staff on duty. Staff was 

observed assisting client F with a gait 

belt at all times while he was transferring 

in/out of a chair and while ambulating.

Review of the facility's time cards for the 

group home for 10/25/15 - 11/5/15 and 

12/5/15 - 12/11/15 was completed on 

1/5/16 at 2:10 PM. The time cards 

indicated only one staff was on duty on 

10/31/2015 from 6:00 PM until 8:55 PM.  

In regards to staffing on 12/10/15 the 

time cards indicated only one staff was 

on duty from 3:00 PM until 12:00 

Midnight. Staff would be unable to pass 

medications in the med room and keep a 

watchful eye on client F as he has a 

W 0186  

W186: The facility must provide 

sufficient direct care staff to 

manage and supervise clients in 

accordance with their individual 

program plans.

  

 

  

In order to correct the deficiency 

with W186:

  

 

  

-The facility has a schedule 

assigned to each home that 

ensures proper deployment of 

staff. The schedule has been 

reviewed and remains 

appropriate.

  

 

  

-Staff will be required to sign a 

copy of the schedule for their 

personnel files.

  

 

  

-Residential Manager will be 

retrained on all job duties with 

specific attention to appropriate 

staffing for the home.

     

-Staff will be retrained on proper 

supervision during all times

  

-Residential manager will monitor 

through daily observations in the 

02/10/2016  12:00:00AM
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tendency to get up out of a chair with no 

advance warning.

Review of the facility's reportable 

incident reports to BDDS (Bureau of 

Developmental Disabilities Services) on 

1/4/16 at 10:15 AM indicated a BDDS 

report for 12/10/15. The report indicated 

client H's mother spoke with the local 

BDDS specialist and expressed concerns 

about staffing of the group home. The 

BDDS report indicated "[Client H's] 

mother came to the group home on 

12/10/15 at 3:30 PM to pick up [client 

H]. [Name of Client H's Mother] states 

that only one staff (staff #2) was there 

and that all the clients were home at the 

time. When she brought [Client H] back 

to the group home at 7:30 PM, there was 

still only one staff (the group home 

manager) working in the home with the 

residents."

Review of client's F's record on 1/5/16 at 

10:59 AM indicated a Medical Consult 

Report from a local physical therapist's 

agency that indicated "Patient (client #F) 

would benefit from gait belt and assist of 

1 when he is up and moving for safety."

Interview with the Director of Nursing 

Services on 1/6/15 at 1:30 PM. She stated 

"the IDT (Interdisciplinary Team) met to 

discuss [Client F's] unsteady gait and, 

group home.

  

 

  

-QIDP will monitor through weekly 

observations in the group home.

  

 

  

-Program Manager will monitor 

through monthly observations in 

the group home.

  

 

  

Persons Responsible: Group 

Home Staff, Residential Manager, 

QIDP, Program Manager, 

Executive Director
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even though no physician order was 

obtained for the use of the gait belt, the 

team decided it best to utilize one (gait 

belt) at all times while the client is 

transferring in/out of a chair/sofa and also 

while ambulating." She also indicated it 

would be impossible for staff to 

effectively accomplish this when only 

one staff is on duty, especially if they (the 

staff) is conducting a medication pass. 

She also indicated two staff should be on 

duty every weekday evening when all 

clients are at the group home.

Interview with the group home manager 

was completed on 1/5/16 at 7:20 PM. He 

stated "the group home should be staffed 

with 2 staff every weekday evening, as 

well as weekends and one staff through 

the night."

This federal tag relates to complaint # 

IN00186326.

9-3-3(a)
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