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This visit was for a State Residential Licensure R 0000
Survey.
Survey dates: March 4 and 5, 2025
Facility number: 013766
Residential Census: 99
These State Residential Findings are cited in
accordance with 410 IAC 16.2-5.
Quality review completed March 10, 2025.
R 0118 410 IAC 16.2-5-1.4(c)
Personnel - Deficiency
Bldg. 00
Based on interview and record review, the facility RO118 R118 03/21/2025
failed to ensure an unlicensed employee providing What corrective action will be
more than limited assistance with the activities of accomplished for those residents
daily living was certified as a home health aide found to have been affected by the
(HHA) or CNA for 1 of 26 personal care assistants deficient practice.
reviewed. (HHA 1)
No resident was affected by the
Finding includes: practice.
On 3/5/25 at 11:48 p.m., the facility's licenses and How the facility will identify other
certification binder was reviewed. HHA 1's residents having the potential to
certification was unable to be found. be affected by the same deficient
practice and what corrective action
During an interview on 3/5/25 at 12:30 p.m., the will be taken.
Executive Director (ED) indicated the HHA was
recently rehired on 2/6/25, and her license expired No resident was affected by the
on 4/29/24. HHA 1 had worked on 2/18/25 and practice.
2/22/25.
On 3/5/25 at 1:23 p.m., the ED provided the facility What measures will be put into
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Elizabeth Holstein Executive Director 03/22/2025
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job description, "Personal Care Assistant,"
updated on 1/1/14, and indicated it was the job
description currently being used. A review of the
job description did not indicate the need for staff
to maintain certifications.

place or what systemic changes
the facility will make to ensure
that the deficient practice does not
recur.

Each new hire will be reviewed to
ensure that their license and
certification are current and
applicable for the position. The
review of each applicant will be
completed prior to the employee
working in their position.

How the corrective action swill be
monitored to ensure the deficient
practice will not recur, i.e., what
quality assurance program will be
put into place.

The DON, Business Office
Manager and ADM will ensure that
each applicant has the appropriate
credentials for their position to
include that the certification is
current. All licenses and
certifications will be audited on a
monthly basis for three months,
then quarterly thereafter to ensure
that all certifications and licenses
are current.

By what date the systemic
changes will be completed.

Effective date of correction is
March 21, 2025.
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R 0273 410 IAC 16.2-5-5.1(f)
Food and Nutritional Services - Deficiency
Bldg. 00
Based on observation, interview, and record R 0273 R273 03/21/2025
review, the facility failed to ensure food was What corrective action will be
stored and served in a sanitary manner for 2 of 2 accomplished for those residents
kitchen observations. Staff hair was not covered found to have been affected by
in the food preparation area food was stored deficient practice.
beneath a water line on which water had
condensed and frozen. No residents were found to have
been affected.
Findings include:
How the facility will identify other
1. On 3/4/25 at 11:05 a.m. and 3/5/25 at 10:20 a.m., residents having the potential to
Employee 1 was observed in the kitchen with hair be affected by the same deficient
exposed and no hair net on the exposed hair practice and what corrective action
where food was being prepared. will be taken.
2. During a tour of the facility's walk-in freezer, on No residents were found to have
3/5/25 at 10:25 a.m., food was observed to be been affected.
stored beneath the freezer condenser water line,
upon which water had condensed and ice had What measures will be put into
formed. Beneath the freezer condenser were 2 place or what systemic changes
boxes of sandwich buns covered in ice that the facility will make to ensure
originated from the condenser water line. that the deficient practice does not
recur.
During an interview, on 3/5/25 at 10:30 a.m., the
facility Chef indicated food was stored beneath Food storage will be maintained in
the leaking condenser line, and Employee 1 was accordance with state and local
working in the kitchen with hair exposed with no sanitation and safe food handling
hair net covering the hair. standards. Food storage in the
freezer will be arranged so that no
On 3/5/25 at 10:45 a.m., a review of the "Retail storage will be placed under the
Food Establishment Sanitation Requirement water line.
Manual: 410 IAC 7-24-138, dated November 13,
2004, indicated, "....food employees shall wear hair All staff will complete training and
restraints...", and "...410 TAC 7-24-178 Food instruction on the use of hair nets
storage; prohibited areas Sec. 178. (a) Food may and hair coverage when in the
not be stored as follows:...(2) Under the kitchen and in the food preparation
following:...under lines on which water has area.
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How the corrective action swill be
On 3/5/25 at 12:10 p.m., the facility Executive monitored to ensure the deficient
Director provided the Infection Control - Hair practice will not recur, i.e., what
Policy, undated, and indicated this was the policy quality assurance program will be
currently used by the facility. A review of the put into place.
policy indicated, "...hair nets are to be worn in the
kitchen...the only exception for not wearing a The Culinary Director will ensure
hairnet with an approved hat in the kitchen would that appropriate food storage will
be if the employee is completely bald..." be monitored to ensure that there
is no food storage under the water
line and that all food storage
complies with safe food storage.
The Culinary Director will observe
and supervise that all staff entering
the kitchen and food preparation
areas are appropriately covering
their hair.
The Administrator will make
periodic checks to ensure
compliance in food storage.
By what date the systemic
changes will be completed.
The change will be in effect as of
March 21, 2025.
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