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 W000000This visit was for the Post Certification 

Revisit (PCR) to the PCR (completed 

10/23/13) to the PCR (completed 6/19/13) 

to the extended annual recertification and 

state licensure survey completed on 

5/15/13.

This visit was in conjunction with the 

PCR to complaint #IN00137138 

completed on 10/23/13.

This visit was was in conjunction with the 

PCR to the investigation of complaint 

#IN00138798 completed on 11/1/13.  

Survey Dates: December 2 and 3, 2013.

Facility Number:  004000

Provider Number:  15G715

AIM Number:  200481990

Surveyor:  Steven Schwing, QIDP

This deficiency also reflects state findings 

in accordance with 460 IAC 9.

Quality Review completed 12/9/13 by 

Ruth Shackelford, QIDP.  
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483.460(a)(3)(i) 

PHYSICIAN SERVICES 

The facility must provide or obtain annual 

physical examinations of each client that at a 

minimum includes an evaluation of vision 

and hearing.

Client B’s hearing evaluation was 

successfully completed 

on12/5/13. This was scheduled 

following the previous revisit, and 

the appointmenton 12/5/13 was 

the soonest client B could be 

seen. The nurse has 

reviewedmedical appointments 

for all individuals living in the 

home to ensure they arecurrent 

with all medical appointments. To 

ensure the deficient practice 

doesnot happen again, the 

medical coordinator will maintain 

and monitor a log ofall medical 

appointments to ensure that all 

appointments are completed 

withinthe required timeframes. 

The medical coordinator will 

review a monthly summaryof all 

past and scheduled appointments 

with the nurse, and resolve any 

issuesat that time. The medical 

coordinator will be retrained on 

responsibilitiesaround monitoring 

the timeliness of all appointments 

and follow up, and what todo 

should an appointment be 

unsuccessful or need to be 

rescheduled for anyreason. To 

ensure the deficient practice does 

not recur, the nurse will reviewall 

appointments on an ongoing 

basis on the monthly nursing 

summary. Additionalmonitoring 

will be completed as part of the 

12/05/2013  12:00:00AMW000323Based on record review and interview for 

1 of 2 sampled clients (C), the facility 

failed to ensure client C had a successful 

hearing evaluation.

Findings include:

A review of client C's record was 

conducted on 12/2/13 at 3:49 PM.  There 

was no documentation in client C's annual 

physical exam documentation, dated 

4/23/12, indicating her hearing was 

screened during the exam.  Client C had 

an appointment for a hearing 

re-evaluation on 8/14/13.  The Medical 

Appointment Record, dated 8/14/13, 

indicated, in part, "Could not test.  She 

responded at a level that indicates a 

moderate hearing loss.  Needs additional 

testing and conditioning to confirm and 

establish softest sounds capable of 

hearing.  Please have supervisor/nurse 

call to discuss."  There was no 

documentation client C had a follow-up 

appointment.

On 12/2/13 at 3:49 PM, the nurse 

indicated client C had not had her hearing 

examination.  The nurse indicated the 
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QA process through the 

ND/Qchecklist. 
exam was scheduled on 12/5/13.  The 

nurse indicated this was the earliest the 

nurse could get client C in for a hearing 

test.

On 12/3/13 at 10:42 AM, the Quality 

Assurance Director (QAD) indicated 

client C's hearing test was scheduled for 

12/5/13.

This deficiency was cited on 10/23/13.  

The facility failed to implement a 

systemic plan of correction to prevent 

recurrence.

9-3-6(a)
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