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 W0000This visit was for a pre-determined full 

annual recertification and state licensure 

survey.

Dates of Survey: 1/22/13, 1/23/13, 

1/24/13 and 1/30/13.

Facility Number: 000973

Provider Number: 15G459

AIMS Number: 100244810

Surveyor:

Keith Briner, Medical Surveyor III

These deficiencies also reflect state 

findings in accordance with 460 IAC 9.

Quality review completed February 6, 

2013 by Dotty Walton, Medical Surveyor 

III.
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483.420(d)(1) 

STAFF TREATMENT OF CLIENTS 

The facility must develop and implement 

written policies and procedures that prohibit 

mistreatment, neglect or abuse of the client.

CORRECTION:
The facility must develop and 

implement written policies and 

procedures that prohibit 

mistreatment, neglect or abuse of the 

client. Specifically:

   1.The facility has completed BDDS 

incident reports for client #5’s injury 

of unknown origin discovered 9/11/12 

and Client #2’s injury of unknown 

origin discovered 11/13/12.

   2.The facility will investigate the 

origin of an injury sustained by client 

#5 discovered on 9/11/12 and an 

injury sustained by Client #2 

discovered 11/13/12.

 

PREVENTION:

   1.Direct Support staff will be 

retrained regarding the need to 

report incidents to supervisory 

staff immediately and complete 

appropriate documentation. 

Supervisory staff will review all 

facility documentation to assure 

incidents are reported as 

required. Additionally, internal and 

day service incident reports will 

be sent directly to the Quality 

Assurance Manager who will in 

turn coordinate and follow-up with 

the facility Clinical Supervisor to 

assure incidents are reported to 

state agencies as required.

   2.Professional staff will be 

retrained regarding the criteria for 

conducting investigations at the 

facility and will receive guidance 

03/01/2013  12:00:00AMW0149Based on record review and interview for 

2 of 13 allegations of abuse, neglect, 

mistreatment, exploitation and injuries of 

unknown origin reviewed for 1 of 4 

sampled clients (#2) plus 1 additional 

client (#5), the facility failed to 

implement its policy and procedures to 

immediately notify BDDS (Bureau of 

Developmental Disabilities Services) in 

accordance with state law regarding two 

separate injuries of unknown origin for 

clients #2 and #5. The facility failed to 

implement its policy and procedures to 

initiate an investigation following two 

separate injuries of unknown origin for 

clients #2 and #5.

Findings include:

Client #2's record was reviewed on 

1/23/13 at 11:14 AM. Client #2's Progress 

Note dated 11/13/12 indicated, "[Client 

#2] had a good night all night (sic) zero 

issues and had a bruise on left thigh and 2 

red marks on her nose."

The facility's incident reports, BDDS 

reports and investigations were reviewed 

on 1/22/13 at 3:19 PM. The review 

indicated the 11/13/12 injury of unknown 
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toward developing of a tracking 

system to assure thorough 

investigations are conducted 

within required timeframes. The 

QDDP will turn in copies of 

completed investigations to the 

Program Manager and Quality 

Assurance Manager to allow for 

appropriate oversight and 

follow-up. Additionally, the 

facility’s Clinical Supervisor will 

met with the Quality Assurance 

Manager weekly to review 

incidents that require follow-up 

and investigation to assure timely 

completion.

 

RESPONSIBLE PARTIES:

Clinical Supervisor, Residential 

Manager, Direct Support Staff, 

Quality Assurance Team, 

Operations Team

origin regarding client #2 was not 

reported to BDDS. The review indicated 

an investigation had not been initiated 

regarding the 11/13/12 injury of unknown 

origin for client #2. The review also 

indicated the following:

-incident report dated 9/11/12, "On [client 

#5's] left side on back lower region just 

above bottom (sic) kind of has a bruise 

about the size of a half dollar blue and 

purple. Staff discovered it when [client 

#5] was using the restroom." 

The review indicated the 9/11/12 injury of 

unknown origin regarding client #5 was 

not reported to BDDS. The review 

indicated no investigation regarding the 

9/11/12 injury of unknown origin 

regarding client #5.

QMRP/D #1 (Qualified Mental 

Retardation Professional/Designee) was 

interviewed on 1/24/13 at 1:15 PM. 

QMRP/D indicated the 9/11/12 injury of 

unknown origin regarding client #5 had 

not been reported to her or to BDDS. 

QMRP/D indicated the 9/11/12 injury of 

unknown origin regarding client #5 had 

not been investigated. QMRP/D #1 

indicated the 11/13/12 injury of unknown 

origin had not been reported to BDDS for 

client #2.
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Administrative Staff #1 (AS) was 

interviewed on 1/23/13 at 2:00 PM. AS 

#1 indicated injuries of unknown origin 

should be immediately reported to 

supervisory staff and to BDDS within 24 

hours of knowledge of an incident. AS #1 

indicated injuries of unknown origin 

should be investigated.

The facility's policy and procedures were 

reviewed on 1/25/13 at 12:45 PM. The 

facility's 9/14/07 policy and procedure 

entitled "Abuse, Neglect, Exploitation 

operating standard 1.26" indicated, 

"Following ResCare protocol for the 

exact process to report incidents, once the 

suspicion has been reported to the 

supervisor and/or PD (Program Director), 

the PD will report, within 24 hours, the 

suspected abuse, neglect or exploitation 

as follows:

G. "To the BDDS central office...."

The facility's 9/14/07 policy and 

procedure entitled, "Investigations" 

indicated, "Practices: 3. (b) Ensure 

alleged incident of abuse, neglect, 

mistreatment, exploitation or injuries of 

unknown origin are fully investigated 

within 5 calendar days from the date the 

allegations were made and investigation 

was initiated." 
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9-3-2(a)
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483.420(d)(2) 

STAFF TREATMENT OF CLIENTS 

The facility must ensure that all allegations 

of mistreatment, neglect or abuse, as well as 

injuries of unknown source, are reported 

immediately to the administrator or to other 

officials in accordance with State law 

through established procedures.

CORRECTION:

The facility must ensure that all 

allegations of mistreatment, 

neglect or abuse, as well as 

injuries of unknown source, are 

reported immediately to the 

administrator or to other officials 

in accordance with State law 

through established procedures. 
Specifically, the facility has 

completed BDDS incident reports for 

client #5’s injury of unknown origin 

discovered 9/11/12 and Client #2’s 

injury of unknown origin discovered 

11/13/12.

 

PREVENTION:

Direct Support staff will be 

retrained regarding the need to 

report incidents to supervisory 

staff immediately and complete 

appropriate documentation. 

Supervisory staff will review all 

facility documentation to assure 

incidents are reported as 

required. Additionally, internal and 

day service incident reports will 

be sent directly to the Quality 

Assurance Manager who will in 

turn coordinate and follow-up with 

the facility Clinical Supervisor to 

assure incidents are reported to 

state agencies as required.

 

03/01/2013  12:00:00AMW0153Based on record review and interview for 

2 of 13 allegations of abuse, neglect, 

mistreatment, exploitation and injuries of 

unknown origin reviewed, the facility 

failed to immediately notify BDDS 

(Bureau of Developmental Disabilities 

Services) in accordance with state law 

regarding two separate injuries of 

unknown origin for clients #2 and  #5. 

Findings include:

Client #2's record was reviewed on 

1/23/13 at 11:14 AM. Client #2's Progress 

Note dated 11/13/12 indicated, "[Client 

#2] had a good night all night (sic) zero 

issues and had a bruise on left thigh and 2 

red marks on her nose."

The facility's incident reports, BDDS 

reports and investigations were reviewed 

on 1/22/13 at 3:19 PM. The review 

indicated the 11/13/12 injury of unknown 

origin regarding client #2 was not 

reported to BDDS. The review indicated 

the following:
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RESPONSIBLE PARTIES:

Clinical Supervisor, Residential 

Manager, Direct Support Staff, 

Quality Assurance Team, 

Operations Team

-incident report dated 9/11/12, "On [client 

#5's] left side on back lower region just 

above bottom (sic) kind of has a bruise 

about the size of a half dollar blue and 

purple. Staff discovered it when [client 

#5] was using the restroom." 

The review indicated the 9/11/12 injury of 

unknown origin regarding client #5 was 

not reported to BDDS.

QMRP/D #1 (Qualified Mental 

Retardation Professional/Designee) was 

interviewed on 1/24/13 at 1:15 PM. 

QMRP/D indicated the 9/11/12 injury of 

unknown origin regarding client #5 had 

not been reported to her or to BDDS. 
QMRP/D #1 indicated the 11/13/12 injury of 

unknown origin had not been reported to 

BDDS for client #2.

Administrative Staff #1 (AS) was interviewed on 

1/23/13 at 2:00 PM. AS #1 indicated injuries of 

unknown origin should be immediately reported to 

supervisory staff and to BDDS within 24 hours of 

knowledge of an incident. 

9-3-1(b)(5)

9-3-2(a)
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483.420(d)(3) 

STAFF TREATMENT OF CLIENTS 

The facility must have evidence that all 

alleged violations are thoroughly 

investigated.

CORRECTION:
The facility must have evidence that 

all alleged violations are thoroughly 

investigated. Specifically, the facility 

will investigate the origin of an injury 

sustained by client #5 discovered on 

9/11/12 and an injury sustained by 

Client #2 discovered 11/13/12.

 

PREVENTION:

Professional staff will be retrained 

regarding the criteria for 

conducting investigations at the 

facility and will receive guidance 

toward developing of a tracking 

system to assure thorough 

investigations are conducted 

within required timeframes. The 

QDDP will turn in copies of 

completed investigations to the 

Program Manager and Quality 

Assurance Manager to allow for 

appropriate oversight and 

follow-up. Additionally, the 

facility’s Clinical Supervisor will 

met with the Quality Assurance 

Manager weekly to review 

incidents that require follow-up 

and investigation to assure timely 

completion.

 

RESPONSIBLE PARTIES:

Clinical Supervisor, Residential 

Manager, Direct Support Staff, 

Quality Assurance Team, 

Operations Team

03/01/2013  12:00:00AMW0154Based on record review and interview for 

2 of 13 allegations of abuse, neglect, 

mistreatment, exploitation and injuries of 

unknown origin reviewed, the facility 

failed to initiate an investigation 

following two separate injuries of 

unknown origin for clients #2 and #5.

Findings include:

Client #2's record was reviewed on 

1/23/13 at 11:14 AM. Client #2's Progress 

Note dated 11/13/12 indicated, "[Client 

#2] had a good night all night (sic) zero 

issues and had a bruise on left thigh and 2 

red marks on her nose."

The facility's incident reports, BDDS 

reports and investigations were reviewed 

on 1/22/13 at 3:19 PM. The review 

indicated an investigation had not been 

initiated regarding the 11/13/12 injury of 

unknown origin for client #2.

 The review indicated the following:

-incident report dated 9/11/12, "On [client 

#5's] left side on back lower region just 

above bottom (sic) kind of has a bruise 

about the size of a half dollar blue and 

purple. Staff discovered it when [client 
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#5] was using the restroom." 

The review indicated no investigation 

regarding the 9/11/12 injury of unknown 

origin regarding client #5.

QMRP/D #1 (Qualified Mental 

Retardation Professional/Designee) was 

interviewed on 1/24/13 at 1:15 PM. 

QMRP/D indicated the 9/11/12 injury of 

unknown origin regarding client #5 had 

not been investigated. QMRP/D #1 

indicated the 11/13/12 injury of unknown 

origin had not been investigated for client 

#2.

Administrative Staff #1 (AS) was 

interviewed on 1/23/13 at 2:00 PM. AS 

#1 indicated injuries of unknown origin 

should be investigated.

9-3-2(a)
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483.460(a)(3) 

PHYSICIAN SERVICES 

The facility must provide or obtain preventive 

and general medical care.

CORRECTION:

The facility must provide or obtain 

preventive and general medical 

care. Specifically, Client #2 has 

received a visual examination.

 

PREVENTION:

The facility nurse will maintain a 

tracking grid for all clients to 

assure that routine medical 

assessments, including but not 

limited to visual evaluations, 

occur within required time frames. 

Members of the Operations and 

Quality Assurance Teams will 

incorporate medical chart reviews 

into their formal audit process, 

which will occur no less than 

quarterly to assure appropriate 

medical follow-up takes place as 

required.

 

RESPONSIBLE PARTIES:

Clinical Supervisor, Residential 

Manager, Direct Support Staff, 

Nursing Team, Quality Assurance 

Team, Operations Team

03/01/2013  12:00:00AMW0322Based on record review and interview for 

1 of 4 sampled clients (#2), the facility 

failed to provide an annual vision exam 

for client #2. 

Findings include:

Client #2's record was reviewed on 

1/23/13 at 11:14 AM. Client #2's vision 

record of visit form dated 7/1/10 indicated 

client #4 should return for a vision 

screening in 2 years. Client #2's record 

did not indicate documentation of 

additional vision screenings since 7/1/10.

Interview with nurse #1 on 1/23/13 at 

1:23 PM indicated there was no additional 

documentation of an annual vision 

screening for client #2. 

9-3-6(a)
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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.

CORRECTION:

The facility must provide or obtain 

annual physical examinations of 

each client that at a minimum 

includes an evaluation of vision 

and hearing. Specifically, the 

Client #4 has received an annual 

physical examination.

 

PREVENTION:

The facility nurse will maintain a 

tracking grid for all clients to 

assure that routine medical 

assessments, including but not 

limited to annual physical 

evaluations, occur within required 

time frames. Members of the 

Operations and Quality 

Assurance Teams will incorporate 

medical chart reviews into their 

formal audit process, which will 

occur no less than quarterly to 

assure appropriate medical 

follow-up takes place as required.

 

 

RESPONSIBLE PARTIES:

Clinical Supervisor, Residential 

Manager, Direct Support Staff, 

Nursing Team, Quality Assurance 

Team, Operations Team

03/01/2013  12:00:00AMW0323Based on record review and interview for 

1 of 4 sampled clients (#4), the facility 

failed to provide an annual physical 

examination for client #4.

Findings include:

Client #4's record was reviewed on 

1/23/13 at 10:09 AM. Client #4's record 

did not indicate documentation of an 

annual physical examination.

Interview with nurse #1 on 1/23/13 at 

1:23 PM indicated there was not 

documentation of an annual physical 

examination in client #4's chart. Nurse #1 

did not provide documentation of an 

annual physical examination for client #4. 

Nurse #1 indicated client #4 should have 

an annual physical examination.

9-3-6(a)
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483.470(g)(2) 

SPACE AND EQUIPMENT 

The facility must furnish, maintain in good 

repair, and teach clients to use and to make 

informed choices about the use of dentures, 

eyeglasses, hearing and other 

communications aids, braces, and other 

devices identified by the interdisciplinary 

team as needed by the client.

CORRECTION:
The facility must furnish, maintain in 

good repair, and teach clients to use 

and to make informed choices about 

the use of dentures, eyeglasses, 

hearing and other communications 

aids, braces, and other devices 

identified by the interdisciplinary 

team as needed by the client. 
Specifically, Client #4’s eyeglasses 

have been repaired and the facility 

will assist Client #2 with obtaining a 

denture re-a;llignment.

 

PREVENTION:

Facility staff will be retrained 

regarding the need to report 

adaptive equipment repair needs 

to supervisors upon discovery 

and professional staff will be 

retrained regarding the need to 

follow up to assure adaptive 

equipment repairs and re-fittings 

occur in a timely manner. 

Additionally, the Quality 

Assurance Team will review 

facility Adaptive Equipment 

Checklists monthly to assure the 

facility is monitoring and 

addressing adaptive equipment 

needs.

 

RESPONSIBLE PARTIES:

Clinical Supervisor, Residential 

03/01/2013  12:00:00AMW0436Based on observation, record review and 

interview for 2 of 6 clients with adaptive 

equipment, the facility failed to ensure 

client #2's dentures were maintained. The 

facility failed to ensure client #4's 

eyeglasses were in good repair.

Findings include:

1. Client #2's record was reviewed on 

1/23/13 at 11:14 AM. Client #2's Dental 

exam form dated 3/6/12 indicated the 

recommendation for client #2's dentures 

to be brought back to the dental office to 

be, "realigned." Client #2's record did not 

indicate client #2 had returned to the 

dentist for the recommended  service.

Interview with nurse #1 on 1/23/13 at 

1:30 PM indicated client #2's dental 

recommendations should have been 

scheduled and addressed. Nurse #1 

indicated there was no documentation of 

client #2 receiving dental services since 

3/6/12.

2. Observations were conducted at the 
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Manager, Direct Support Staff, 

Quality Assurance Team, 

Operations Team

group home on 1/22/13 from 5:06 AM 

through 6:45 AM and 1/23/13 from 6:42 

AM through 8:02 AM. Client #4 was 

observed in the group home throughout 

the observation periods. Client #4's left 

ear piece to his eyeglasses was missing 

from the frame of his eyeglasses. The left 

side of client #4's eyeglasses frame was 

missing. 

Interview with staff #1 on 1/23/13 at 7:20 

AM indicated client #4's eyeglasses were 

broken. Staff #1 indicated client #4's new 

eyeglasses were ready to be picked up 

from the eye care provider. 

Client #4's record was reviewed on 

1/23/13 at 10:09 AM. Client #4's vision 

record of visit form dated 2/14/11 

indicated client #4 had a prescription for 

eyeglasses. Client #4's record did not 

indicate documentation of additional 

vision services since 2/14/11. 

Interview with QMRP/D (Qualified 

Mental Retardation 

Professional/Designee) #1 on 1/23/13 at 

1:40 PM indicated client #4's eyeglasses 

had been broken for two weeks. QMRP/D 

#1 indicated client #4's new eyeglasses 

had been ready for pickup at the eye care 

provider for two weeks. QMRP/D #1 did 

not provide documentation of client #4's 

eyeglasses repair.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: MCE111 Facility ID: 000973 If continuation sheet Page 13 of 14



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

02/21/2013PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

INDIANAPOLIS, IN 46260

15G459

00

01/30/2013

COMMUNITY ALTERNATIVES-ADEPT

1330 W SHAWNEE

9-3-7(a)

W0440

 

483.470(i)(1) 

EVACUATION DRILLS 

The facility must hold evacuation drills at 

least quarterly for each shift of personnel.

CORRECTION:

The facility must hold evacuation 

drills at least quarterly for each 

shift of personnel. Specifically, the 

facility has conducted additional 

evacuation drills on each shift 

during the current quarter.

 

PREVENTION:

Professional staff will be retrained 

regarding the need to conduct 

evacuation drills on each shift for 

all staff each quarter. The 

Operations Team will review all 

facility evacuation drill reports and 

follow up with professional staff 

as needed to assure drills occur 

as scheduled. Additionally, the 

Quality Assurance Team will track 

evacuation drill compliance and 

follow up with facility professional 

staff and the agency Safety 

Committee accordingly.

 

RESPONSIBLE PARTIES:

Clinical Supervisor, Residential 

Manager, Direct Support Staff, 

Quality Assurance Team, 

Operations Team

03/01/2013  12:00:00AMW0440Based on record review and interview for 

4 of 4 sampled clients (#1, #2, #3 and #4) 

plus 4 additional clients (#5, #6, #7 and 

#8), the facility failed to conduct 

evacuation drills for each quarter on each 

shift.

Findings include:

The facility's evacuation drills record 

were reviewed on 1/23/13 at 1:10 PM. 

The review indicated the facility failed to 

conduct an evacuation drill for 8 of 8 

clients (#1, #2, #3, #4, #5, #6, #7 and #8) 

for the second quarter, April through June 

2012 for the 3:00 PM through 11:00 PM 

shift.

Interview with QMRP/D #1 (Qualified 

Mental Retardation 

Professional/Designee) on 1/23/13 at 1:46 

PM indicated there were no additional 

fire/evacuation drills. 

9-3-7(a)
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