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This visit was for a Post Survey Revisit 

(PSR) to the Recertification and State 

Licensure Survey and the Investigation of 

Complaints IN00155592, IN00155844, 

IN00153982 and IN00153717 completed 

on 9/22/14.

This visit was in conjunction with the 

Investigation of Complaint IN00157218.

Complaint IN00155592- corrected.

Complaint IN00155844- corrected.

Complaint IN00153982- corrected.

Complaint IN00153717- corrected

Survey dates:  November 5 and 6, 2014.

Facility number:  000098

Provider number:  155187

AIM number:  100290980

Survey team:

Yolanda Love, RN-TC

Lara Richards, RN

Heather Tuttle, RN

Census bed type:

SNF/NF:  154

Total:  154

F000000 This Plan Of Correction 

constitutes the facility's written 

allegation of compliance for the 

deficit sited.  However, 

submission of this Plan of 

Correction is not an admission 

that a deficiency exists or that 

one is cited correctly.  This Plan 

of Correction is submitted to meet 

requirements established by 

State and Federal law.  The 

facility, Golden Living Center - 

Fountainview Place, respectfully 

requests consideration of this 

Plan of Correction to be granted 

paper compliance.
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Census payor type:

Medicare:  22

Medicaid:  122

Other:  10

Total:  154

This deficiency reflects State findings 

cited in accordance with 410 IAC 

16.2-3.1.

Quality review completed on November 

10, 2014, by Janelyn Kulik, RN.

483.35(i) 

FOOD PROCURE, 

STORE/PREPARE/SERVE - SANITARY 

The facility must -

(1) Procure food from sources approved or 

considered satisfactory by Federal, State or 

local authorities; and

(2) Store, prepare, distribute and serve food 

under sanitary conditions

F000371

SS=D

Based on observation and interview, the 

facility failed to distribute and serve food 

under sanitary conditions related to 

transporting lunch trays with uncovered 

food from the Main Kitchen to Unit C.  

(Unit C)

Findings include:

On 11/06/2014 at 1:10 p.m., lunch trays 

F000371 F 371 Food 

Procure/Store/Prepare   The 

corrective action(s) that were 

accomplished for the resident 

found to have been affected by 

the deficient practice: Unable to 

correct the alleged deficient 

practice for Unit-C.     How other 

Residents having the potential 

to be affected by the same 

alleged deficient practice were 

identified and corrective action 

11/28/2014  12:00:00AM
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were observed being transported from the 

Main Kitchen to Unit C, the deserts 

placed on the trays were observed to be 

uncovered.  There was construction work 

going on in the hallways leading from the 

kitchen to the unit.  There was also 

construction work being performed on 

Unit C at the time of the delivery of the 

lunch trays.

On 11/06/2014 2:15 p.m., interview with 

the Dietary Manager indicated the deserts 

should have been covered while being 

transported to the unit.

3.1-21(i)(3)

was taken:  Any resident who 

has their meal transported from 

the Main Kitchen to their unit has 

the potential to be affected by the 

alleged deficient practice. Staff 

educated on covering  dessert 

plates on 11-6-14 for those  

transported to  Unit-C.   

Measures that were put in 

place or what systemic change 

to ensure that the deficient 

practice does not recur: Staff to 

be educated on Sanitary 

conditions related to transporting 

trays from the main kitchen to the 

different units.  Education to be 

completed by 11-21-14.    How 

the  corrective action will be 

monitored to ensure the 

deficient practice does not  

recur: Audit created - Exhibit B -  

Audit to be completed by Dietary 

Manager or Designee  daily, five 

times a week x 8 weeks, then  

three times a week for x  8 

weeks,  then weekly x 2 months,  

then  2  x a month x 1 months.    

Compliance to be monitored by 

QAPI  for trends/patterns until 

compliance is achieved. Date 

the systemic changes will be 

completed  11-28-14. 
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