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An Emergency Preparedness Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.475.

Survey Date:  04/19/22

Facility Number:  012632

Provider Number:  15G807

AIM Number:  100244890

At this Emergency Preparedness survey, 

Community Alternatives Adept was found not in 

compliance with Emergency Preparedness 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

483.475.

The facility has 4 certified beds.  At the time of the 

survey the census was 3.

Quality Review completed on 04/21/22

E 0000  

403.748(d)(2), 416.54(d)(2), 418.113(d)(2), 

441.184(d)(2), 482.15(d)(2), 483.475(d)(2), 

483.73(d)(2), 484.102(d)(2), 485.625(d)(2), 

485.68(d)(2), 485.727(d)(2), 485.920(d)(2), 

486.360(d)(2), 491.12(d)(2), 494.62(d)(2) 

EP Testing Requirements 

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2), 

§460.84(d)(2), §482.15(d)(2), §483.73(d)(2), 

§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),  

§485.625(d)(2), §485.727(d)(2), §485.920(d)

(2), §491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, 

OPO, "Organizations" under §485.727, 

CMHCs at §485.920, RHCs/FQHCs at 
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§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct 

exercises to test the emergency plan 

annually. The [facility] must do all of the 

following:

(i) Participate in a full-scale exercise that is 

community-based every 2 years; or

 (A) When a community-based exercise is 

not accessible, conduct a facility-based 

functional exercise every 2 years; or

(B) If the [facility] experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the [facility] 

is exempt from engaging in its next required 

community-based or individual, facility-based 

functional exercise following the onset of the 

actual event.

(ii) Conduct an additional exercise at least 

every 2 years, opposite the year the full-scale 

or functional exercise under paragraph (d)(2)

(i) of this section is conducted, that may 

include, but is not limited to the following:

(A) A second full-scale exercise that is 

community-based or individual, facility-based 

functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the [facility's] response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the [facility's] emergency plan, as needed. 
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*[For Hospices at 418.113(d):] 

(2)  Testing for hospices that provide care in 

the patient's home.  The hospice must 

conduct exercises to test the emergency 

plan at least annually.  The hospice must do 

the following:

(i)  Participate in a full-scale exercise that is 

community based every 2 years; or

(A) When a community based exercise is not 

accessible, conduct an individual facility 

based functional exercise every 2 years; or  

(B) If the hospice experiences a natural or 

man-made emergency that requires activation 

of the emergency plan, the hospital is 

exempt from engaging in its next required full 

scale community-based exercise or individual 

facility-based functional exercise following the 

onset of the emergency event.

(ii)  Conduct an additional exercise every 2 

years, opposite the year the full-scale or 

functional exercise under paragraph (d)(2)(i) 

of this section is conducted, that may 

include, but is not limited to the following:

(A)  A second full-scale exercise that is 

community-based or a facility based 

functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(3) Testing for hospices that provide inpatient 

care directly.  The hospice must conduct 

exercises to test the emergency plan twice 

per year.  The hospice must do the following:

(i)  Participate in an annual full-scale exercise 
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that is community-based; or 

(A) When a community-based exercise is not 

accessible, conduct an annual individual 

facility-based functional exercise; or  

(B) If the hospice experiences a natural or 

man-made emergency that requires activation 

of the emergency plan, the hospice is 

exempt from engaging in its next required 

full-scale community based or facility-based 

functional exercise following the onset of the 

emergency event.

(ii)  Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A)  A second full-scale exercise that is 

community-based or a facility based 

functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop led by a 

facilitator that includes a group discussion 

using a narrated, clinically-relevant 

emergency scenario, and a set of problem 

statements, directed messages, or prepared 

questions designed to challenge an 

emergency plan.

(iii)  Analyze the hospice's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events and revise 

the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at 

§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must 

conduct exercises to test the emergency 

plan twice per year.  The [PRTF, Hospital, 

CAH] must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or 

(A) When a community-based exercise is not 
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accessible, conduct an annual individual, 

facility-based functional exercise; or  

(B) If the [PRTF, Hospital, CAH]  experiences 

an actual natural or man-made emergency 

that requires activation of the emergency 

plan, the [facility] is exempt from engaging in 

its next required full-scale community based 

or individual, facility-based functional exercise 

following the onset of the emergency event.

 (ii) Conduct an [additional] annual 

exercise or and that may include, but is not 

limited to the following:

 (A) A second full-scale exercise that is 

community-based or individual, a 

facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that 

is led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the [facility's] response to 

and maintain documentation of all drills, 

tabletop exercises, and emergency events 

and revise the [facility's] emergency plan, as 

needed.

*[For PACE at §460.84(d):] 

(2) Testing. The PACE organization must 

conduct exercises to test the emergency 

plan at least annually. The PACE 

organization must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or 

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise; or  

(B) If the PACE experiences an actual natural 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W6S421 Facility ID: 012632 If continuation sheet Page 5 of 17



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

05/10/2022PRINTED:

FORM APPROVED

OMB NO. 0938-039

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 COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(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

CENTERVILLE, IN 47330

15G807 04/19/2022

COMMUNITY ALTERNATIVES ADEPT

213 W WATER ST

--

or man-made emergency that requires 

activation of the emergency plan, the PACE 

is exempt from engaging in its next required 

full-scale community based or individual, 

facility-based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional exercise every 

2 years opposite the year the full-scale or 

functional exercise under paragraph (d)(2)(i) 

of this section is conducted that may include, 

but is not limited to the following:

(A)  A second full-scale exercise that is 

community-based or individual, a facility 

based functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii)  Analyze the PACE's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events and revise 

the PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):] 

(2) The [LTC facility] must conduct exercises 

to test the emergency plan at least twice per 

year, including unannounced staff drills using 

the emergency procedures.  The [LTC facility, 

ICF/IID] must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise. 

(B) If the [LTC facility] facility experiences an 

actual natural or man-made emergency that 
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requires activation of the emergency plan, the 

LTC facility is exempt from engaging its next 

required a full-scale community-based or 

individual, facility-based functional exercise 

following the onset of the emergency event.

(ii)  Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A)  A second full-scale exercise that is 

community-based or an individual, facility 

based functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop that is 

led by a facilitator includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii)  Analyze the [LTC facility] facility's 

response to and maintain documentation of 

all drills, tabletop exercises, and emergency 

events, and revise the [LTC facility] facility's 

emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]: 

(2) Testing. The ICF/IID must conduct 

exercises to test the emergency plan at least 

twice per year. The ICF/IID must do the 

following:

(i) Participate in an annual full-scale exercise 

that is community-based; or

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the ICF/IID 

is exempt from engaging in its next required 

full-scale community-based or individual, 
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facility-based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A) A second full-scale exercise that is 

community-based or an individual, 

facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct 

exercises to test the emergency plan at

least annually. The HHA must do the 

following:

(i) Participate in a full-scale exercise that is 

community-based; or

(A) When a community-based exercise 

is not accessible, conduct an annual 

individual, facility-based functional exercise 

every 2 years; or.

 (B) If the HHA experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the HHA is 

exempt from engaging in its next required 

full-scale community-based or individual, 

facility based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional exercise every 2 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W6S421 Facility ID: 012632 If continuation sheet Page 8 of 17



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

05/10/2022PRINTED:

FORM APPROVED

OMB NO. 0938-039

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 COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(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

CENTERVILLE, IN 47330

15G807 04/19/2022

COMMUNITY ALTERNATIVES ADEPT

213 W WATER ST

--

years, opposite the year the full-scale or 

functional exercise under paragraph (d)(2)(i) 

of this section is conducted, that may 

include, but is not limited to the following: 

(A) A second full-scale exercise that is 

community-based or an individual, 

facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that 

is led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the HHA's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the HHA's emergency plan, as needed.

*[For OPOs at §486.360] 

(d)(2) Testing. The OPO must conduct 

exercises to test the emergency plan. The 

OPO must do the following: 

(i) Conduct a paper-based, tabletop exercise 

or workshop at least annually. A tabletop 

exercise is led by a facilitator and includes a 

group discussion, using a narrated, clinically 

relevant emergency scenario, and a set of 

problem statements, directed messages, or 

prepared questions designed to challenge an 

emergency plan. If the OPO experiences an 

actual natural or man-made emergency that 

requires activation of the emergency plan, the 

OPO is exempt from engaging in its next 

required testing exercise following the onset 

of the emergency event.

(ii) Analyze the OPO's response to and 

maintain documentation of all tabletop 

exercises, and emergency events, and revise 
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the [RNHCI's and OPO's] emergency plan, as 

needed.

*[ RNCHIs at §403.748]:

(d)(2) Testing. The RNHCI must conduct 

exercises to test the emergency plan. The 

RNHCI must do the following:

(i) Conduct a paper-based, tabletop exercise 

at least annually. A tabletop exercise is a 

group discussion led by a facilitator, using a 

narrated, clinically-relevant emergency 

scenario, and a set of problem statements, 

directed messages, or prepared questions 

designed to challenge an emergency plan.

(ii) Analyze the RNHCI's response to and 

maintain documentation of all tabletop 

exercises, and emergency events, and revise 

the RNHCI's emergency plan, as needed.

Based on record review and interview, the facility 

failed to conduct exercises to test the emergency 

plan at least twice per year. The ICF/IID facility 

must do the following: 

(i) Participate in an annual full-scale exercise that 

is community-based; or

a. When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise. 

b. If the ICF/IID facility experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the ICF/IID 

facility is exempt from engaging its next required 

full-scale community-based or individual, 

facility-based full-scale functional exercise for 1 

year following the onset of the actual event. 

(ii) Conduct an additional exercise that may 

include, but is not limited to the following:

a. A second full-scale exercise that is 

community-based or an individual, facility-based 

functional exercise.

b. A mock disaster drill; or 

E 0039 CORRECTION:

The [facility] must conduct 

exercises to test the emergency 

plan at least annually. Specifically, 

the agency’s Quality Assurance 

Department has submitted a 

formal request to the Indianapolis 

Metropolitan Police 

Department/Department of 

Homeland Security Community 

Emergency Response Team 

(CERT) to conduct an initial “table 

talk” disaster exercise, with 

bi-annual exercises thereafter. 

Additionally, the ResCare Quality 

Assurance Department has 

requested assistance from the 

IMPD District Commander to 

coordinate with CERT to facilitate 

this process. ResCare Facility 

supervisors, the QIDP and 

administrative level management 

05/18/2022  12:00:00AM

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W6S421 Facility ID: 012632 If continuation sheet Page 10 of 17



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

05/10/2022PRINTED:

FORM APPROVED

OMB NO. 0938-039

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 COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(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

CENTERVILLE, IN 47330

15G807 04/19/2022

COMMUNITY ALTERNATIVES ADEPT

213 W WATER ST

--

c. A tabletop exercise or workshop that is led by a 

facilitator that includes a group discussion led by 

a facilitator, using a narrated, clinically-relevant 

emergency scenario, and a set of problem 

statements, directed messages, or prepared 

questions designed to challenge an emergency 

plan.

(iii) Analyze the ICF/IID facility's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise the 

ICF/IID facility's emergency plan, as needed in 

accordance with 42 CFR 483.475(d)(2). This 

deficient practice could affect all occupants.

Findings include:

During record review and interview with the QIDP 

and Area Supervisor on 04/19/22 between 3:20 

p.m. and 4:30 p.m., the facility was able to provide 

documentation of its response to the COVID-19 

Public Health Emergency, however, was unable to 

provide documentation of a second exercise of 

choice to test the emergency preparedness plan.  

Based on interview at the time of record review, 

the QIDP agreed that a second exercise of choice 

was not conducted.

This deficient finding was acknowledged by the 

QIDP at the time of discover and by the Area 

Supervisor at the time of exit at 5:15 p.m.

(comprised of the Executive 

Director, Operations Managers, 

Program Managers, Area 

Supervisors, Quality Assurance 

Manager, QIDP Manager, QIDP, 

Quality Assurance Coordinators, 

Nurse Manager and Assistant 

Nurse Manager) will participate in 

the exercises to assure facility 

emergency preparedness 

protocols are consistent with 

community emergency 

management practices.

The facility will reach out to local 

emergency management officials 

to schedule a full-scale exercise, 

by 2/11/21 using the current state 

of emergency as a platform. At the 

time of this exercise, a “table talk 

exercise will be scheduled within 6 

months of the full-scale event.

PREVENTION:

Members of the Operations Team 

(comprised of the Operations 

Managers, Program Managers, 

Nurse Manager, Executive 

Director, Quality Assurance 

Manager, Quality Assurance 

Coordinators and QIDP Manager) 

will incorporate reviews of the 

facility’s emergency preparedness 

program into scheduled twice 

monthly audits to assure all 

required components, including 

but not limited to bi-annual 

community-based disaster 

exercises, are present. 

Additionally, the agency Safety 

Committee will review and revise 

the plan as needed but no less 
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than annually.

RESPONSIBLE PARTIES: QIDP, 

Area Supervisor, Residential 

Manager, Direct Support Staff, 

Operations Team, Regional 

Director

K 0000

 

Bldg. 01

A Life Safety Code Recertification Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.470(j).

Survey Date:  04/19/22

Facility Number:  012632

Provider Number:  15G807

AIM Number:  201065000

At this Life Safety Code survey, Community 

Alternatives Adept was found not in compliance 

with Requirements for Participation in Medicaid, 

42 CFR Subpart 483.470(j), Life Safety from Fire 

and the 2012 edition of the National Fire 

Protection Association (NFPA) 101, Life Safety 

Code (LSC), Chapter 33, Existing Residential 

Board and Care Occupancies.

This one-story facility was fully sprinkled.  The 

facility has a fire alarm system with smoke 

detection in the corridors, common living areas 

and hard-wired smoke detectors in all client 

sleeping rooms.  The attic was not used for living 

purposes, storage or fuel-fired equipment and was 

provided with a heat detection system to activate 

the fire alarm system. The facility has a capacity of 

4 and had a census of 3 at the time of this survey.

Calculation of the Evacuation Difficulty Score 

K 0000  
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(E-Score) using NFPA 101A, Alternative 

Approaches to Life Safety, Chapter 6, rated the 

facility Prompt with an E-Score of 0.06.

Quality Review completed on 04/21/22

NFPA 101 

Fire Alarm System - Installation 

Fire Alarm System - Installation

2012 EXISTING (Prompt)

A manual fire alarm system shall be provided 

in accordance with Section 9.6, unless 

smoke alarms are interconnected and 

comply with 33.2.3.4.3 and there is not less 

than one manual fire alarm box per floor 

arranged to continuously sound the required 

smoke alarms.

33.2.3.4.1, 33.2.3.4.1.1, 33.2.3.4.1.2

K S341

 

Bldg. 01

Based on observation and interview, the facility 

failed to ensure 1 of 1 fire alarm panel was 

protected.  NFPA 72, National Fire Alarm and 

Signaling Code Section 10.15 states in areas that 

are not continuously occupied, automatic smoke 

detection shall be provided at the location of each 

fire alarm control unit(s), notification appliance 

circuit power extenders, and supervising station 

transmitting equipment to provide notification of 

fire at that location. 

Exception: Where ambient conditions prohibit 

installation of automatic smoke detection, 

automatic heat detection shall be permitted. 

A.10.15 The fire alarm control unit(s) that are to be 

protected are those that provide notification of a 

fire to the occupants and responders. The term 

fire alarm control unit does not include equipment 

such as annunciators and addressable devices. 

Requiring smoke detection at the transmitting 

equipment is intended to increase the probability 

that an alarm signal will be transmitted to a 

supervising station prior to that transmitting 

K S341 CORRECTION:

Automatic smoke detection shall 

be provided at the location of each 

fire alarm control unit(s), 

notification appliance circuit power 

extenders, and supervising station 

transmitting equipment to provide 

notification of fire at that location. 

Specifically, the contracted 

environmental services specialist 

has contacted facility’s alarm 

company arrange for installation of 

an interconnected smoke detector 

within proximity to the Fire Alarm 

Control Panel.

PREVENTION:

The QIDP Manager will review fire 

alarm system requirements with 

members of the Operations Team 

(comprised of the Executive 

Director, Operations Managers, 

Program Managers, Area 

05/18/2022  12:00:00AM
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equipment being disabled due to the fire 

condition. 

CAUTION: The exception to 10.15 permits the use 

of a heat detector if ambient conditions are not 

suitable for smoke detection. It is important to 

also evaluate whether the area is suitable for the 

control unit. Where the area or room containing 

the control unit is provided with total 

smoke-detection coverage, additional smoke 

detection is not required to protect the control 

unit. Where

total smoke-detection coverage is not provided, 

the Code intends that only one smoke detector is 

required at the control unit even when the area of 

the room would require more than one detector if 

installed according to the spacing rules in Chapter 

17. The intent of selective coverage is to address 

the specific location of the equipment. Location of 

the required detection should be in accordance 

with one of the following:

(1) Where the ceiling is 15 feet in height or less, 

the smoke detector should be located on the 

ceiling or the wall within 21 feet of the centerline 

of the fire alarm control unit being protected by 

the detector in accordance with 17.7.3.2.1.

(2) Where the ceiling exceeds 15 feet in height, the 

automatic smoke detector should be installed on 

the wall above and within 6 feet from the top of 

the control unit.

This deficient practice could affect all occupants.

Findings include:

Based on interview and a facility tour with the 

QIDP and Area Supervisor on 04/19/22 between 

4:30 p.m. and 5:00, the facility's main fire alarm 

panel located in the center office area of the home, 

was not protected with an interconnected smoke 

detector within proximity to the FACP. Based on 

an interview at the time of observation, the Area 

Supervisors, Quality Assurance 

Manager, QIDP Manager, QIDP, 

Quality Assurance Coordinators, 

Nurse Manager and Assistant 

Nurse Manager). Members of the 

Operations Team will incorporate 

reviews of the facility’s smoke 

alarm placement as part of a 

monthly audit process.

RESPONSIBLE PARTIES: QIDP, 

Area Supervisor, Residential 

Manager, Direct Support Staff, 

Operations Team, Regional 

Director

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W6S421 Facility ID: 012632 If continuation sheet Page 14 of 17



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

05/10/2022PRINTED:

FORM APPROVED

OMB NO. 0938-039

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 COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(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

CENTERVILLE, IN 47330

15G807 04/19/2022

COMMUNITY ALTERNATIVES ADEPT

213 W WATER ST

01

Supervisor acknowledged the FACP was not near 

a detection device and that the enclosed office 

area was not continuously occupied.

This deficient finding was acknowledged by the 

QIDP at the time of discover and by the Area 

Supervisor at the time of exit at 5:15 p.m.

NFPA 101 

Utilities - Gas and Electric 

Utilities - Gas and Electric 

Equipment using gas or related gas piping 

complies with NFPA 54, National Fuel Gas 

Code, electrical wiring and equipment 

complies with NPFA 70, National Electric 

Code.  

32.2.5.1, 33.2.5.1, 9.1.1, 9.1.2

K S511

 

Bldg. 01

Based on observation and interview, the facility 

failed to ensure 1 of 1 flexible cords was not used 

as a substitute for fixed wiring according to 

33.2.5.1. LSC 33.2.5.1 states utilities shall comply 

with Section 9.1. LSC 9.1.2 requires electrical 

wiring and equipment shall be in accordance with 

NFPA 70, National Electrical Code. NFPA 70, 2011 

Edition, Article 400.8 requires that, unless 

specifically permitted, flexible cords and cables 

shall not be used as a substitute for fixed wiring of 

a structure. This deficient practice could affect all 

occupants.

Findings include:

Based on interview and a facility tour with the 

QIDP and Area Supervisor on 04/19/22 between 

4:30 p.m. and 5:00, in the office area electrical 

equipment including a phone and a charging 

device was plugged into and powered by a 

multi-plug adaptor. Based on interview at the time 

of observation, the QIDP agreed electrical 

equipment was plugged into a multi-plug adaptor.

K S511 CORRECTION:

Electrical wiring and equipment 

complies with NPFA 70, National 

Electric Code. Specifically: the 

multiplug adapter in the office area 

will be removed.

PREVENTION:

The QIDP Manager will review fire 

alarm system requirements with 

members of the Operations Team 

(comprised of the Executive 

Director, Operations Managers, 

Program Managers, Area 

Supervisors, Quality Assurance 

Manager, QIDP Manager, QIDP, 

Quality Assurance Coordinators, 

Nurse Manager and Assistant 

Nurse Manager) Members of the 

operations team will incorporate 

visual observations of the facility’s 

electrical wiring into scheduled 

twice monthly audits to assure 

power strips and multiplug 

05/18/2022  12:00:00AM
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This deficient finding was acknowledged by the 

QIDP at the time of discover and by the Area 

Supervisor at the time of exit at 5:15 p.m.

adapters are not used as de facto 

extension cords.

RESPONSIBLE PARTIES: QIDP, 

Area Supervisor, Residential 

Manager, Contracted 

Environmental Services Staff, 

Operations Team

NFPA 101 

Upholstered Furniture and Mattresses 

Upholstered Furniture and Mattresses

New upholstered furniture within board and 

care facilities shall be tested in accordance 

with the provisions of 10.3.2.1(1) and 10.3.3.

Upholstered furniture belonging to the 

resident(s) in sleeping rooms shall not be 

required to be tested, provided that a smoke 

alarm is installed in such rooms. 

Battery-powered single-station smoke alarms 

shall be permitted. 

Newly introduced mattresses shall be tested 

in accordance with the provisions of 10.3.2.2 

and 10.3.4.

Mattresses belonging to the resident(s) in 

sleeping rooms shall not be required to be 

tested, provided that a smoke alarm is 

installed in such rooms. Battery-powered 

single-station smoke alarms shall be 

permitted. 

32.7.5.2.1, 33.7.5.2.2, 33.7.5.3.1, 32.7.5.3.2, 

33.7.5.2.1, 33.7.5.2.2, 33.7.5.3.1, 33.7.5.3.2

K S752

 

Bldg. 01

Based on observation, records review, and 

interview the facility failed to ensure 3 of 3 newly 

introduced pieces of upholstered furniture within 

the board and care facility was tested in 

accordance with the provisions of 10.3.2.1(1) and 

10.3.3. New upholstered furniture within board 

and care facilities shall be tested in accordance 

with the provisions of 10.3.2.1(1).

K S752 CORRECTION:

New upholstered furniture within 

board and care facilities shall be 

tested in accordance with the 

provisions of 10.3.2.1(1) and 

10.3.3. Specifically, the facility will 

obtain documentation of the 

resistance of cigarette ignition 

performance criteria for the 

05/18/2022  12:00:00AM
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Findings include:

During record review and interview with the QIDP 

and Area Supervisor on 04/19/22 between 3:20 

p.m. and 4:30 p.m., no documentation could be 

provided to show the resistance of cigarette 

ignition performance criteria in accordance with 

LSC Section 10.3.2.1 of the newly introduced 

upholstered furniture in the resident living room. 

Based on interview at the time of the observation, 

the QIDP stated some of the furniture pieces were 

new to the home.  No documentation was 

provided showing compliance with one of the 

following:

(1) The components of the upholstered furniture 

shall meet the requirements for Class I when 

tested in  accordance with NFPA 260, Standard 

Methods of Tests and Classification System for 

Cigarette Ignition Resistance of Components of 

Upholstered Furniture, or with ASTM E 1353, 

Standard Test Methods for Cigarette Ignition 

Resistance of Components of Upholstered 

Furniture.

or 

(2)  Had a char length not exceeding 11/2 in. (38 

mm) when

tested in accordance with NFPA 261, Standard 

Method of

Test for Determining Resistance of Mock-Up 

Upholstered Furniture Material Assemblies to 

Ignition by Smoldering Cigarettes, or with ASTM 

E 1352, Standard Test Method for Cigarette 

Ignition Resistance of Mock-Up Upholstered 

Furniture Assemblies.

This deficient finding was acknowledged by the 

QIDP at the time of discover and by the Area 

Supervisor at the time of exit at 5:15 p.m.

facility’s new upholstered 

furnishings. If documentation is 

unavailable, the furniture will be 

removed and replaced.

PREVENTION:

The QIDP Manager will review fire 

alarm system requirements with 

members of the Operations Team 

(comprised of the Executive 

Director, Operations Managers, 

Program Managers, Area 

Supervisors, Quality Assurance 

Manager, QIDP Manager, QIDP, 

Quality Assurance Coordinators, 

Nurse Manager and Assistant 

Nurse Manager) Members of the 

operations team will incorporate 

visual observations of the facility’s 

furnishing into scheduled monthly 

audits to assure documentation of 

the resistance of cigarette ignition 

performance criteria is available for 

new upholstered furnishings in the 

facility.

RESPONSIBLE PARTIES: QIDP, 

Area Supervisor, Residential 

Manager, Contracted 

Environmental Services Staff, 

Operations Team
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