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This visit was for a fundamental
recertification and state licensure survey.

Dates of Survey: 1/8, 1/9, 1/10 and
1/17/13

Facility Number: 000635
Provider Number: 15G096
AIMS Number: 100234020

Surveyor:
Paula Chika, Medical Surveyor III-Team
Leader

These federal deficiencies also reflect
state findings in accordance with 460 IAC
9.

Quality Review completed 1/22/13 by
Ruth Shackelford, Medical Surveyor III.
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

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 disclosable 14

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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W0130 483.420(a)(7)
PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must ensure
privacy during treatment and care of
personal needs.
Based on observation and interview for 2 WO0130 W130: Protection of Clients 02/16/2013
of 4 sampled clients (#3 and #4), the Rights
facility failed to ensure the clients' privacy , )
hen bathi dd . - Staff will be retrained on
Wwhen bathing and dressing. client rights; including clients right
to privacy related to bathing and
Findings include: dressing.
- Staff will be retrained on
. . . Client #3 & #4’s Individual
During the 1/9/13 observation period Support Plan.
between 4:55 AM and 7:00 AM, at the - Program Coordinator and
group home, staff #2 was assisting client Operations Manager will be
#4 to shower with the door open. Client retrained clients rights to privacy
. . and ensuring that client’s rights
#4 was naked in the showeF with the .door are not being violated in the
open at 4:55 AM. Once client #4 finished home.
her shower, staff #2 and client #4 returned - The Program Coordinator
to client #4's bedroom to dress. Staff #2 wil T:I’mg)let.e Fome wsﬂ;otn a
. . . eekly basis to ensure tha
assisted client #4 to dress with the door WeeKly basi ure
i ) : client’s rights are not being
open. Client #3, who was client #4's violated specifically related to
roommate, dressed with the door open privacy.
while staff #2 was in the bedroom with - i ThletO;t)weratlorT IXIanager
both clients. Staff #2 did not close the Wi comple’e home VISIS on a
] monthly basis to ensure that
door and/or encourage clients #3 and #4 client’s rights are not being
to close the door to protect their privacy. violated specifically related to
privacy.
Interview with administrative staff #3 on .
o Persons Responsible: Program
1/9/13 at 4:55 AM indicated there was Coordinator, Operations Manager
only one staff in the home so the door was
kept open so staff #2 could hear what was
going on in the group home.
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Interview with administrative staff #2 on
1/10/13 at 11:20 AM stated the facility
staff should have "closed or cracked the
bathroom door." Administrative staff #2
indicated the facility staff should have
closed the clients' bedroom door to
protect the clients privacy.
9-3-2(a)
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PROTECTION OF CLIENTS RIGHTS
The facility must ensure the rights of all
clients. Therefore, the facility must ensure
that clients have the right to retain and use
appropriate personal possessions and
clothing.
Based on observation, interview and WO0137 W137: Protection of Clients 02/16/2013
record review for 1 of 4 sampled clients Rights
(#3), the facility failed to allow the client _ .
keen/maintai . fh - Staff will be retrained on
to efep rgamtam poss'e.sswn ot her client rights including restrictions
hearing aid as the facility locked the on personal property.
client's hearing aid in a medication closet. - Program Coordinator and
Operations Manager will be
Findi nclude: retrained on ensuring that client
Indings metude: rights are not being violated in the
home.
During the 1/9/13 observation period - An IDT will be completed
between 4:55 AM and 7:00 AM, at the on Client #3 in regards to locking
.. . her hearing aids when not in use.
group home., admlnlstrat%ve st.aff #3 . ) Human Rights Committee
retrieved client #3's hearing aid container will review restriction of hearing
from a locked medication closet and aids.
handed the hearing aids to the client to - Ifthe Human Rights
| in both Committee approves, the
prace 10 both cars. Individual Support Plan will be
updated to include restriction and
Client #3's record was reviewed on 1/9/13 goal will be put into place to
at 3:10 PM. Client #3's 11/2/12 address this area for Client #3.
.. Ny - The P i
Individual Support Plan (ISP) indicated . © Frogram ngrdlnator
) o will complete home visits on a
client #3 had an objective to wear her weekly basis to ensure that
hearing aid and correctly store her hearing client’s rights are not being
aid when not in use. Client #3's 11/2/12 violated Ispecmcallly relatezjd ;‘10
ISP and/or objective did not indicate the per?ona POSSessions an t.at
) ] ) ISP’s are appropriate including
client's hearing aids were to be locked. HRC approval related to client
Client #3's 11/2/12 ISP indicated client #3 restrictions for all clients in the
was her own guardian. The ISP did not home. _
indicate client #3 gave written informed - The Operatlon. Manager
will complete home visits on a
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consent to lock her hearing aids. The ISP monthly basis to ensure that
also did not indicate the facility's Human client’s rights are not being
oh . . dand/ violated specifically related to
Rights Committee reviewed and/or personal possessions and that
approved the restriction of locking the ISP’s are appropriate including
client's hearing aids. HRC approval related to client
restrictions for all clients in the
. . .. . home.
Interview with administrative staff #2 on
1/10/13 at 11:20 AM indicated he thought Persons Responsible: Program
client #3's hearing aids were being locked Coordinator, Operations Manager
in the medication closet as the client
would lose her hearing aids.
Administrative staff #2 indicated client
#3's ISP did not indicate the client's
hearing aids should be locked.
Administrative staff #3 indicated the
facility did not obtain written informed
consent to lock the client's hearing aids,
and/or have the facility's Human Rights
Committee review the rights restriction.
9-3-2(a)
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INDIVIDUAL PROGRAM PLAN
Within 30 days after admission, the
interdisciplinary team must perform accurate
assessments or reassessments as needed
to supplement the preliminary evaluation
conducted prior to admission.
Based on record review and interview for w0210 W210: Individual Program Plan 02/16/2013
1 of 4 sampled clients (#2), the client's
interdisciplinary team (IDT) failed to - A Physical Therapy
he client' bility skills i Evaluation was completed for
re-assess the client's mobility skills in Client #2 on January 17, 2013.
regard to falls. Recommendations are to
continue exercises in the home.
Findings include: ) An IDT has been
completed to discuss
recommendations for Client #2
The facility's reportable incident reports related to PT Evaluation.
and/or internal incident reports were - Operations Manager and
reviewed on 1/8/13 at 12:45 PM. The Program Coordinator will be
ble incid dor i 1 retrained on addressing falls with
.rep.orta ¢ 1nct e'nt ?eports and/or 1nt'erna the team (IDT Meeting) to ensure
incident reports indicated the following: that appropriate preventatives
and steps are put in place to limit
~7/19/12 "At 10:03 am on 07/19/12 [client the potential for continued fals
- urse will be retrained on
#2] fell on the? ground. The nurse a.nd requesting Physical Therapy
QMRP (Qualified Mental Retardation Evaluation if the IDT indicates a
Professional) checked to make sure that pattern of falls.
[client #2] was okay. [Client #2] » Thletpr;’gram QF;OFd'”ator
. . will complete home visits on a
informed them that her back was hurt.mg weekly basis to ensure that all
from the fall. 911 was Called, and [Cllent client’s plans are appropriate for
#2] was taken to the ER (emergency their needs.
room) to be evaluated...." A 7/27/12 - " ThletO;;eratloq Izlanager
. will complete home visits on a
fOHOW'l.lp report 1ndlcaFed a fal.l monthly basis to ensure that all
prevention plan was being put in place for client’s plans are appropriate for
client #2. their needs.
- The Nurse will complete
. . thly visits to the h t
-8/13/12 "[Client #2] tripped over her monthly VISIS fo he ’ome °
ensure that all clients’ plans are
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  YLH311 Facility ID: 000635 If continuation sheet Page 6 of 13
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shoelace and fell receiving an abrasion to
her left knee. [Client #2] has a fall
prevention plan that remains appropriate.
Staff will continue to monitor as a
precautionary measure."

-10/5/12 "[Client #2] tripped over a chair
at [name of workshop]. [Client #2] was
assessed by the nurse. She has a scrape
on her right knee. Scrape was cleaned
and antibiotic ointment and band aid were
applied...[Client #2] does have a fall
prevention plan in place and it does
remain appropriate." A 10/16/12
follow-up report indicated client #2 was
"counseled to watch her surroundings."

-10/22/12 "[Client #2] tripped over her
shoes in her bedroom and fell resulting in
an open area on her right knee. [Client
#2] is safe. She has a fall prevention plan
in place and it remains appropriate at this
time...."

The facility's 10/22/12 internal incident
report indicated "Staff went to get
resident for 8pm med pass. Resident was
sitting on her bedroom floor, staff asked
resident what happened & (and) resident
explained she tripped over shoes. The
scab on her right knee was re-opened
from the fall. Resident also explained
that her back was hurting...."

appropriate for their medical
needs.

Persons Responsible: Program
Coordinator, Operations
Manager, Home Nurse
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Client #2's record was reviewed on 1/9/13
at 12:36 PM. Client #2's 11/3/12
Individual Support Plan (ISP) indicated
client #2 was at risk for falls. The
11/3/12 ISP indicated client #2 had a
High Risk Plan for falls.

Client #2's record indicated the client had
a physical therapy (PT) evaluation on
7/16/12. The PT evaluation indicated the
client had been seen by PT to increase the
client's mobility in her spine and hips.
The 7/16/12 PT evaluation indicated
client #2 no longer needed PT. Client
#2's record and/or 11/3/12 ISP did not
indicate the client's IDT had client #2's
mobility re-assessed due to the client's
falls.

Interview with administrative staff #2 on
1/10/13 at 11:20 AM indicated client #2
was at risk for falls. Administrative staff
#2 indicated client #2 was last seen by PT
on 7/16/12. Administrative staff #2
indicated client #2's mobility had not been
re-assessed in regard to the client's falls.

9-3-4(a)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

YLH311 Facility ID:

000635 If continuation sheet

Page 8 of 13




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

PRINTED: 02/12/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 00 COMPLETED
A. BUILDING
15G096 L WING 01/17/2013
NAME OF PROVIDER OR SUPPLIER
2745 WINDEMERE DR
COMMUNITY ALTERNATIVES SW IN EVANSVILLE, IN 47725
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
W0264 483.440(f)(3)(iii)
PROGRAM MONITORING & CHANGE
The committee should review, monitor and
make suggestions to the facility about its
practices and programs as they relate to
drug usage, physical restraints, time-out
rooms, application of painful or noxious
stimuli, control of inappropriate behavior,
protection of client rights and funds, and any
other areas that the committee believes
need to be addressed.
Based on observation, interview and W0264 W264: Program Monitoring 02/16/2013
record review for 1 of 4 sampled clients and Change
#3), the facility failed to have its Human
( . )h ty . - Staff will be retrained on
Rights Committee (HRC) review and/or client rights including restrictions
approve the locking of a client's hearing on personal property.
aids. - Program Coordinator and
Operations Manager will be
Findi nclude: retrained on ensuring that client
ndings melude: rights are not being violated in the
home.
During the 1/9/13 observation period - Program Coordinator and
between 4:55 AM and 7:00 AM, at the Operatlons Mapqger will be
h dmini . 43 retrained on gaining approval
gr01.1p ome.e, a mlnlstrat%ve st.a ) from the IDT, guardian and/or
retrieved client #3's hearing aid container individual, and Human Rights
from a locked medication closet and Committee on any rights
handed the hearing aids to the client to restrictions prior to
| in both implementation.
place in both cars. - An IDT will be completed
on Client #3 in regards to locking
Client #3's record was reviewed on 1/9/13 her hearing aids when not in use.
at 3:10 PM. Client #3's 11/2/12 » _Huma“t Fﬁ'ghts C]jcr’]mm_'“ee
.. .. will review restriction of hearin
Individual Support Plan (ISP) indicated aids ¢
client #3 had an objective to wear her - If the Human Rights
hearing aid and correctly store her hearing Committee approves, the
aid when not in use. Client #3's 11/2/12 Indc;wtdléatl Supr)%ﬁ Plart1 WtI” be g
.. . .. updated to include restriction an
IS.P and/or o'bject.lve did not indicate the goal will be put into place to
client's hearing aids were to be locked. address this area for Client #3.
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  YLH311 Facility ID: 000635 If continuation sheet Page 90f13
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Client #3's 11/2/12 ISP did not indicate - The Program Coordinator
the facility's Human Rights Committee will complete home visits on a
. & dth .. weekly basis to ensure that
rev1ew§d an or.approve t e r'estrlctlon client's rights are not being
of locking the client's hearing aids. violated specifically related to
personal possessions and that
Interview with administrative staff #2 on :—?FI:CS are apperD['?tZ'Pdulq'n?
) . approval related to clien
1/10/13 at 11:20 AM indicated he thought restrictions for all clients in the
client #3's hearing aids were being locked home.
in the medication closet as the client - The Operation Manager
would lose her hearing aids. will Ctﬁlmilet? htome V|S|tst:nta
.. . L monthly basis to ensure tha
Adfnlmlst.ratlve staff #3 indicated .the client's rights are not being
facility did not have its Human Rights violated specifically related to
Committee review the rights restriction. personal possessions and that
ISP’s are appropriate including
9-3-4 HRC approval related to client
-3-4(a) restrictions for all clients in the
home.
Persons Responsible: Program
Coordinator, Operations Manager
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W0484 | 483.480(d)(3)
DINING AREAS AND SERVICE
The facility must equip areas with tables,
chairs, eating utensils, and dishes designed
to meet the developmental needs of each
client.
Based on observation, interview and W0484 W484: Dining Areas and 02/16/2013
record review for 4 of 4 sampled clients Service
(#1, #2, #3 and #4), the facility failed to , )
e b ki . ith - Staff will be retrained on
pm\_/l ¢ butter knives to assist wit client rights including restrictions
cutting food. related to knives in the home.
- Staff will ensure that the
Findings include: cliepts have access to knives .
during meal times and to monitor
) ) ) use for safety of clients
Durlng the 1/8/13 observation perlod - Program Coordinator and
between 4:00 PM and 6:10 PM, at the Operations Manager will be
group home, facility staff did not retrained on client rights in
&/ t client #3 t regards to knife restriction and
encourage an .or prompt chien .O allowing client’s access during
plaCC butter k_aneS on the table Chents mealtimes with proper
#1,#2, #3 and #4 placed a hamburger, supervision.
lettuce, tomatoes and/or onions on a - " ThletPrr?gram Q.iordlnator
. complete home visits on a
hamburger bun to eat for dinner. At 5:43 W Pe VISt
i ) T weekly basis to ensure that
PM, client #4 had difficulty picking up client’s rights are not being
her whole hamburger to eat. Staff #3 violated specific to being allowed
asked client #4 if she wanted her a%clzless to kn!vez at meal time
hamburger cut in half. Client #4 shook while stipervised. |
- ) - The Operation Manager
her head yes. Staff #3 picked up client will complete home visits on a
#4's fork and attempted to have the client monthly basis to ensure that
cut the hamburger with lettuce, tomatoes c!lelnt’s rlghts.?re not pelng”
and onions, in half, with a fork. Client #4 violated speclic to being a owed
access to knives at meal time
let go of the fork, and staff #3 proceeded while supervised.
to cut the hamburger with a fork. Client
#2 then asked staff for assistance to cut Persons Responsible: Program
her hamburger. The staff assisted client Coordinator, Operations Manager
#2 to cut her hamburger which included
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the bun, hamburger, tomatoes, onions and
lettuce, with a fork. At one point, client
#4 placed too much of her hamburger
into her mouth. Facility staff used client
#4's fork to cut the client's hamburger into
quarters for the client to eat. Clients #1,
#2, #3 and #4 also used their fork and/or
spoon to spread mustard and/or ketchup
on their sandwich while facility staff #3
obtained a butter knife to spread
mayonnaise on their sandwich. Staff did
not offer and/or encourage the clients to
get and/or use a butter knife when needed.

Client #2's record was reviewed on 1/9/13
at 12:36 PM. Client #2's 11/3/12
Individual Support Plan (ISP) did not
indicate the client should not have access
to butter knives.

Client #1's record was reviewed on 1/9/12
at 1:16 PM. Client #1's 11/2/12 ISP did
not indicate the client should not have
access to butter knives.

Client #4's record was reviewed on
1/10/13 at 2:26 PM. Client #4's 11/10/12
ISP did not indicate the client should not
have access to butter knives.

Client #3's record was reviewed on 1/9/13
at 3:10 PM. Client #3's 11/2/12 ISP did
not indicate client #3 should not have
access to butter knives.
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Interview with administrative staff #4 on
1/10/13 at 11:20 AM indicated butter
knives should have been offered/placed
on the tables at meals.
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