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S000000  This visit was for a standard licensure 

survey.

Facility Number:  002845 

Survey Date:  05/07/2014 & 05/08/2014

Surveyors:

ReBecca Lair, LCSW

Medical Surveyor

Carol Laughlin, RN 

Public Health Nurse Surveyor

QA:  claughlin 05/14/14

410I AC 15-2.5-7 

PHYSICAL PLANT, EQUIPMENT 

MAINTENANCE, 

410 IAC 15-2.5-7(b)(2)

(b)  The condition of the physical  

plant and the overall center  

environment must be developed and  

maintained in such a manner that the  

safety and well-being of patients are  

assured as follows:

(2)  No condition may be created or  

maintained which may result in a  

hazard to patients, public, or  

employees.

S001146

 

S001146 The property manager was 

notified on 5/19/14 of the lack of 

overhead covering at the 

discharge exit door.  He has 

06/13/2014  12:00:00AMBased on observation and employee 

interview, the facility failed to provide a 

safe and hazard free environment to 
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contacted a vendor to 

manufacture and install an 

awning at the discharge exit door 

and a quote was submitted on 

05/27/14.  Installation will be 

completed by 06/13/14.  Patients 

will continue to be discharged 

through the main lobby during 

inclement weather.  The Facility 

Administrator will be responsible 

to ensure this work has been 

completed by said date.    On 

05/19/14 the hazardous waste 

boxes were moved to the Soiled 

Holding room.  Staff will be 

informed of this change on 

06/03/14 and re-educated on the 

proper storage of bio-hazardous 

waste and the importance of 

complying with the “Infection 

Control Rounds Checklist.”  The 

Facility Administrator was 

responsible for moving the 

hazardous waste boxes and will 

be responsible for the staff 

education.  

patients, public and employees in 2 of 2 

instances.

Findings:

1.  Upon facility tour on May 8, 2014 at 

1pm, and in the presence of Employee 

#A1, it was observed that the exit door 

from which patients are discharged from 

the facility after a procedure is completed 

lacked overhead covering. Thus no 

covered protection from inclement 

weather is provided to patients.

Signage was posted at the end of the 

sidewalk and nearest this exit door to 

indicate "Patient Pick-Up" area.

2.  Interview on May 8, 2014 at 1pm with 

Employee #A1 indicated that during 

inclement weather all patients are exited 

through the main lobby area which has a 

covered door area.

3.  Upon facility tour on May 8, 2014 at 

1:30pm, and in the presence of Employee 

#A1, it was observed that 2 hazardous 

waste boxes containing waste were in the 

room indicated to be a general storage 

room which also contained sealed 

cardboard boxes containing new and 

incoming surgery room supplies. The 

biohazard waste boxes were sitting on the 

floor next to the cardboard boxes which 

were sitting directly on the floor.  The 
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room contained many items, including 

but not limited to, a broken wheelchair, a 

work bench with tools, paint cans, and a 

vacum cleaner.  Biohazardous waste 

signage was posted on the door to this 

room. 

4.  Interview on May 8, 2014 at 1:30pm 

with Employee #A1 verified the findings. 
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