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This visit was for a State Residential Licensure R 0000
Survey.
Survey dates: July 1 and 2, 2025
Facility number: 014706
Residential Census: 91
These State Residential Findings are cited in
accordance with 410 IAC 16.2-5.
Quality review completed July 8, 2025.
R 0117 410 IAC 16.2-5-1.4(b)
Personnel - Deficiency
Bldg. 00
Based on record review and interview, the facility RO117 All residents had the potential to 08/15/2025
failed to ensure a staff member with first aid and be affected by this deficient
cardiopulmonary resuscitation (CPR) certification practice.
was scheduled for 8 of 21 shifts reviewed. This The Director of Nursing will be
deficiency had to the potential to affect 91 of 91 in-serviced by the Executive
residents residing in the facility. Director on the regulation.
Sweet Galilee will offer free
Findings include: CPR/First Aid classes to all
employees to ensure compliance
Employee schedules, provided by the of the regulation.
Administrator on 7/1/25 at 1:00 p.m., were The DON or designee will audit the
reviewed on 7/1/25 at 2:37 p.m., and indicated the employee work schedules Daily
following shifts lacked a staff member certified in X’s 1-month, weekly times 4
first aid and CPR: weeks and monthly for 6 months
to ensure compliance for the
6/22/25 from 11:00 p.m. - 7:00 a.m., regulation.
6/23/25 from 11:00 p.m. - 7:00 a.m., Variances will be immediately
6/24/25 from 11:00 p.m. - 7:00 a.m., corrected and audits will be
6/25/25 from 5:30 p.m.- 11:00 p.m. and 11:00 p.m. - reported to the Quality Assurance
7:00 a.m., Committee. QAPI committee will
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Vernatene Banks Executive Director 07/18/2025

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclo

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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R 0118

Bldg. 00

6/26/25 from 11:00 p.m. - 7:00 p.m.,

6/27/25 from 5:30 p.m. - 11:00 p.m. and 11:00 p.m. -
7:00 a.m.,

6/28/25 from 11:00 p.m. - 7:00 a.m.

During an interview, on 7/2/25 at 12:45 p.m., the
DON indicated the schedule was completed by
herself and the Administrator and at least one
staff member needed to have certifications in both
first aid and CPR. She instructed staff to complete
the online portions of the CPR training and was
making attempts to get an in-person instructor to
come to the facility. She was working on getting
CPR and first aid training completed annually at
the facility for all staff members.

During an interview, on 7/2/25 at 1:09 p.m., the
Administrator indicated the DON was responsible
to ensure there was a staff member certified in first
aid and CPR on all shifts.

A facility policy, effective 2/24, titled, "CPR &
First Aid Certifications", provided by the
Administrator on 7/2/25 at 12:27 p.m., indicated
the following: "... All clinical staff will maintain
current CPR & First Aid certification and have
re-certification upon expiration...D. It is the
responsibility of the Director of Nursing to ensure
at least one employee with current CPR & First
Aid Certifications is on duty at all times."

410 IAC 16.2-5-1.4(c)
Personnel - Deficiency

Based on record review and interview, the facility
failed to ensure a Home Health Aide (HHA) did
not provide resident care with an expired
certification for 1 of 24 employees reviewed for
active certifications and licensure.

R 0118

review audit for 6 months.

All residents had the potential to
be affected by this deficient
practice.

The Business Office Manager will
be inserviced on the regulation by
the Executive Director.

08/15/2025
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Finding includes: The Home Health Aide was
immediately suspended until the
Employee record review, completed 7/1/25 at 2:37 certification was recertified.
p.m., indicated HHA 9's Home Health Aide An audit of employees that
certification was expired on 5/25/25. require license or certification has
been completed by the Business
Employee schedules, provided by the Office Director.
Administrator on 7/1/25 at 1:00 p.m., were The Business office
reviewed on 7/1/25 at 2:37 p.m. indicated HHA 9 Director/Designee will audit
worked the following shifts: employee certifications/licenses
monthly times 6 months to ensure
On 5/26/25 from 3:00 p.m. - 11:00 p.m., compliance of the regulation.
5/27/25 from 3:00 p.m. - 11:00 p.m., Variances will be corrected
5/28/25 from 3:00 p.m. - 11:00 p.m., immediately and audits will be
5/29/25 from 3:00 p.m. - 11:00 p.m., reported to the Quality Assurance
5/31/25 from 3:00 p.m. - 11:00 p.m., Committee.
6/3/24 from 3:00 p.m. - 11:00 p.m., Findings will be reported to the
6/4/24 from 3:00 p.m. - 11:00 p.m., Quality Assurance Committee.
6/5/25 from 3:00 p.m. - 11:00 p.m., QAPI committee will review the
6/7/25 from 3:00 p.m. - 11:00 p.m., audit for 6 months
6/8/25 from 3:00 p.m. - 11:00 p.m.,
6/9/25 from 3:00 p.m. - 11:00 p.m.,
6/10/25 from 3:00 p.m. - 11:00 p.m.,
6/11/25 from 3:00 p.m. - 11:00 p.m.,
6/12/25 from 3:00 p.m. - 11:00 p.m.,
6/13/25 from 3:00 p.m. - 11:00 p.m.,
6/17/25 from 3:00 p.m. - 11:00 p.m.,
6/18/25 from 3:00 p.m. - 11:00 p.m.,
6/19/25 from 3:00 p.m. - 11:00 p.m.,
6/21/25 from 3:00 p.m. - 11:00 p.m.,
6/22/25 from 3:00 p.m. - 11:00 p.m.,
6/23/25 from 3:00 p.m. - 11:00 p.m.,
6/24/25 from 3:00 p.m. - 11:00 p.m.,
6/25/25 from 3:00 p.m. - 11:00 p.m.,
6/26/25 from 3:00 p.m. - 11:00 p.m.,
6/27/25 from 3:00 p.m. - 11:00 p.m..
During an interview, on 7/2/25 at 12:45 p.m., the
DON indicated it was up to the staff to ensure
their licensure or certifications were current and
State Form Event ID: UOX911 Facility ID: 014706 If continuation sheet ~ Page 3 of 11
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R 0120

Bldg. 00

up to date. An employee with an expired license
would not be eligible to work and would not be
scheduled.

During an interview, on 7/2/24 at 1:09 p.m., the
Administrator indicated staff members were
responsible for ensuring their licenses and
certifications were renewed on time. She and the
Business Office Manager (BOM) tried to keep
track of licensures and reminded the staff to renew
them.

A facility policy, effective 1/22, titled, "Personnel
Records", provided by the Administrator on
7/2/25 at 1:25 p.m., indicated the following: "... E.
All employees are responsible for notifying the
community of any change in personal information
to include name, address, telephone number,
licensure, and health status. This is needed to
assure continuity in benefits and to fulfill other
informational needs for both the community and
employee...E. The following documents will be
retained in the personnel file or separate file as
appropriate...8. License, copy and as updated (if
applicable)..."

410 IAC 16.2-5-1.4(e)(1-3)
Personnel - Noncompliance

A. Based on record review and interview, the
facility failed to ensure employees, who had been
employed for greater than one year, had three (3)
hours of annual dementia training, resident rights
training, and abuse training for 1 of 3 employees
reviewed for annual training. (Qualified
Medication Aide (QMA) 7)

B. Based on record review and interview, the
facility failed to ensure newly hired employees
had 6 hours of dementia training within 6 months,

R 0120

All residents had the potential to
be affected by this deficient
practice.

The Business Office Manager will
be inserviced on the regulation by
the Executive Director.

An audit of employee files has
been completed by Business
Office Manager.

All employees who were identified
in the audit have been assigned

08/15/2025
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resident rights training, and abuse training for 2 of the required training through an
2 employees reviewed for new hire training. approved education program. The
(Qualified Medication Aide (QMA) 5 and Certified required in-service training will be
Nursing Assistant (CNA) 8) completed by the Date of
Compliance.
Findings include: An audit of staff training will be
completed by the Business Office
A. Employee record review, completed 7/1/25 at Manager/Designee weekly times 4
2:37 p.m., indicated QMA 7, hire date 9/21/22, weeks and monthly times 6
lacked documentation for three hours annual months. Staff who do not
dementia training, resident rights training, and complete the assigned training will
abuse training completed in the last calendar year. be removed from the schedule
until completion.
B. Employee record review, completed 7/1/25 at Any variances identified will be
2:37 p.m., indicated CNA 8, hire date 1/13/25, and corrected and findings will be
QMA 5, hire date 12/9/24, lacked documentation reported to the Quality Assurance
for new hire resident rights training, abuse Committee. QAPI committee will
training, and six hours of dementia training review the audit for 6 months.
completed within six months.
During an interview, on 7/2/25 at 1:09 p.m., the
Administrator indicated the employees were
responsible for completing all the necessary
training. The Business Office Manager (BOM)
was the staff member responsible for keeping the
employee records complete and up to date. She
and the BOM sent out reminder messages to staff
asking them to complete required paperwork and
any training needed. She indicated there was no
additional employee record documentation to be
provided.
A facility policy, effective 6/21, titled, "Staff
Training Policy and Procedures", provided by the
Administrator on 7/2/25 at 1:25 p.m., indicated the
following: "... A. It is the responsibility of the
Administrator or designee to complete orientation
and training with all staff members within 30 days
of employment...C. It is the responsibility of the
Administrator or designee to remove employees
State Form Event ID: UOX911 Facility ID: 014706 If continuation sheet ~ Page 5 of 11
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R 0121

Bldg. 00

from the work schedule if they fail to attend
orientation, in-service meetings, or completed
Learning Management courses... A. Within 30
days of employment, all staff members will
complete orientation and training to the
community and their assigned department and
area of responsibility. Training and education
continues on a semi-annual basis and more often
when appropriate. Training topics will include, but
not limited to: Resident Rights...Prevention and
notification of abuse, neglect, and financial
exploitation... Techinques for working with
persons with disabilities and the elderly
populations... C. Training is also offered and
assigned on our Relias Learning Software. Due
dates are issued for the Relias course and it's
mandatory that all employees maintain completion
and compliance with their module/course
assignments. D. Employees who fail to attend
orientation, in-service training, and maintain
completion/compliance of their Relias courses
may be removed from the work schedule until
requirements are completed..."

A facility policy, effective 1/22, titled, "Personnel
Records", provided by the Administrator on
7/2/25 at 1:25 p.m., indicated the following: "... D.
It is the responsibility of all Department
Heads/Supervisors to make sure all original copies
of the evaluations, disciplinary actions,
termination, and other related documentation is
promptly placed in the Employee's personnel file
in a timely manner...E. The following documents
will be retained in the personnel file or separate
file as appropriate:...10. Patient abuse statement
(signed)..."

410 IAC 16.2-5-1.4(f)(1-4)
Personnel - Noncompliance

State Form

Event ID:

UOX911  Facility ID:

014706 If continuation sheet

Page 6 of 11




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/22/2025
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 00 COMPLETED
B. WING 07/02/2025
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER 1315 JOHN STREET
SWEET GALILEE AT THE WIGWAM ANDERSON, IN 46016
(X4) ID SUMMARY STATEMENT OF DEFICIENCIE D ROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CR(B/;;HR(‘E(I):TE]:‘E(‘NT (])\F/E]BATCS '_m";:g’_f’ggggl ATE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICIENCY) DATE
Based on record review and interview, the facility RO121 All residents had the potential to 08/15/2025
failed to ensure employees were screened for be affected by this deficient
tuberculosis (TB) and/or obtained completed practice.
health screenings upon hire for 2 of 3 newly hired The Director of Nursing will be
employees (Qualified Medication Aide (QMA), in-service on the regulation by the
Dietary Aide 6, and Certified Nurse Aide (CNA) Executive Director.
8). An audit of employee files was
completed by Business Office
Finding includes: Manager.
All missing health screens and TB
Employee record review, completed 7/1/25 at 2:37 tests have been completed.
p.m., indicated CNA 8, hire date 1/13/25, lacked The Director of Nursing/Designee
documentation of a health screen and a two (2) audit of staff training will be
step TB test and QMA 6, hire date 3/31/25, lacked completed weekly times 4 weeks
documentation of a health screen. and monthly times 6 months.
Variances will be corrected at the
During an interview, on 7/2/25 at 1:09 p.m., the time of finding. Audit results will
Administrator indicated the Business Office be presented to the Quality
Manager (BOM) was the staff member responsible Assurance and Performance
for keeping the employee records complete and up Improvement (QAPI) Committee
to date. She and the BOM sent out reminder monthly for 6 months.
messages to staff asking them to complete
required paperwork. She indicated there was no
additional employee record documentation to be
provided.
A facility policy, effective 1/22, titled, "Personnel
Records", provided by the Administrator on
7/2/25 at 1:25 p.m., indicated the following: "... D.
It is the responsibility of all Department
Heads/Supervisors to make sure all original copies
of the evaluations, disciplinary actions,
termination, and other related documentation is
promptly placed in the Employee's personnel file
in a timely manner...E. The following documents
will be retained in the personnel file or separate
file as appropriate:...3. Orientation checklist, 4. TB
testing results..."
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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 All Residents have the potential to 08/15/2025
review, the facility failed to ensure food was be affected by this deficiency.
prepared and served under safe sanitary
conditions. This deficient practice had the The Executive Director will provide
potential to impact 91 of 91 residents who in-service training to the Dietary
received meals from the kitchen. Manager on proper safe food
handling regulations.
Findings include: The Dietary Manager will conduct
in-service training for dietary staff
During a lunch meal observation on 7/1/25 from on proper safe food handling
11:06 a.m. to 11:17 a.m. following concerns practices.
regarding food preparation and handling were The Dietary Manger will audit meal
observed: service for proper safe food
handling practices 3 times a week
Cook 4 was wearing single use disposable dietary for 8 weeks, 1 time a week for 4
gloves on both hands. Using her gloved hands, months. The QAPI Committee will
she touched paper meal tickets, which had been review the results of these audits
circulated and completed in the main dining room monthly for 6 months. Variances
and returned to the kitchen. She then touched the will be corrected at the time of
outside of a bread bag, the tie/fastener on the bed observation, and findings will be
bag, reached inside and removed slices on bread, reviewed by the community’s
she then open the refrigerated unit located under QAPI committee monthly for 6
the food preparation area and removed a wrapped months.
block of cheese and placed in the food
preparation area all with her contaminated gloves.
She removed her gloves and reapplied new gloved
without hand washing.
Cook 4, using her new gloves, picked up more
meal tickets and placed them on the holder. She
then removed a slice of bread from the bread bag.
She touched the bread with her contaminated
gloved hands. She placed the slice of bread flat
on the palm of her gloved hand. She spread
butter using a pastry brush. She then used her
contaminated gloved hand to place the bread slice
on the grill. She repeated this process with a
State Form Event ID: UOX911 Facility ID: 014706 If continuation sheet ~ Page 8 of 11
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second slice of bread.

Wearing the same contaminated gloves, she open
the chest freezer and removed a food item. She
went to the deep fryer, poured the food in the
fryer. Using the same gloved hands, she held the
fryer basket handle and lowered the food into the
hot oil.

Cook 4 then removed her gloves and went to the
walk in freezer. She returned carrying two new
gloves and hotdogs wrapped in a plastic wrap.
She put on the gloves she was carrying. She did
not wash her hands prior to putting on the gloves.
Using her gloved hands she placed two hot dogs
on the grill surface.

While wearing the same contaminated gloves, she
unwrapped the cheese and carried 2 slices of
cheese over to the grill. She then placed the
cheese on the buttered bread that was toasting on
the grill. She then took off her gloves and applied
new gloves without washing her hands.

Wearing the new gloves, she went to the chest
cooler and opened the cooler, touching the handle
with her gloved hands. She removed a food item.
She then touched the fryer handle with her gloved
hands. She then returned to the chest cooler
touching the handle with her glover hands. She
picked up a Styrofoam food container opened it
making contact with the interior food contact
surface.

She then used tongs to remove hot food from the
fryer basket. She stepped over to the grill and
flipped a grilled cheese. As she turned the grilled
cheese, she touched the top slice of toasted bread
with her contaminated gloved hand. She repeated
this process and a second grilled cheese
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sandwich. She then touched a water praying
device, with her same contaminated gloved hands
and spayed water on the hotdogs, which were on
the grill. She touched a knob on the stove. She
then touched meal tickets, tongs, scoops, and
plates.

She went to the grill removed the grill cheese
touching them with her contaminated glove hands
and using her hands and a spatula placed them in
a S,Styrofoam food container. She then touched
the handles under the food service area.

Using her contaminated gloved hands, she placed
a slice of cheese on a burger that was on the grill.
She then touched tongs, scoops, meal tickets, and
plates with the same contaminated gloved hands.

During an interview on 7/1/25 at 11:14 a.m., Cook 4
indicated there was not a way to do her meal
preparation and service without touching food

with her gloved hands. She had not considered

her gloves being contaminated after touching
multiple food items. She did not realize that

gloves should only be used to touch one food

item then discarded.

During an observation and interview on 7/1/25 at
11:15 a.m., the Dietary Manger used his
contaminated gloved hands to remove wrapped
sliced cheese from the food preparation area. He
then used his contaminated gloved hands to
touch the sliced cheese and demonstrate hands
were needed to separate the slices. Lastly he
stated he didn't realize his hands should be
washed, fresh clean gloves applied, and then
cheese should be separated using single use
gloves. He did not realize that having touched
multiple other items with his gloves before
touching the cheese, had contaminated the
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cheese.
A current, undated, facility policy titled, "General
Food Preparation Policy and Procedure" , which
was provided by the Administrator on 7/1/25 at
1:48 p.m., indicated: "...Handling ready-to-eat food
only with suitable utensils such as deli tissue,
spatulas, tongs, or single-use gloves.... shall be
preceded by thorough hand washing. If gloves
are used to handle ready-to-eat food, they shall be
single use gloves...."
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