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WO000000
This visit was for a fundamental W000000
recertification and state licensure survey.
Dates of Survey: January 15, 16, 17,
and 20, 2014
Facility number: 000751
Provider number: 15G227
AIM number: 100248910
Surveyor: Tim Shebel, LSW
The following federal deficiency also
reflects a state finding in accordance
with 460 IAC 9.
Quality Review completed 1/24/14 by
Ruth Shackelford, QIDP.
W000440 | 483.470()(1)
EVACUATION DRILLS
The facility must hold evacuation drills at
least quarterly for each shift of personnel.
Based on record review and interview, W000440 | Inregards to evidence cited by 02/19/2014
the facility failed to conduct evacuation the. medical surveyor, it is Mosalc
K . ] policy to schedule safety drills at
drills on the day shift fo.r staff (7..00 varying times and under varying
A.M. to 4:00 P.M.) during the third conditions. The schedule was
quarter of 2013 (July 1st through established by the agency Safety
September 30th) which affected 3 of 3 gﬁ:“hrzgtgzeih:é:;“;;e‘znfﬁe”(;f,"
. . i , i
sampled clients (clients #1, #2, and #3) is submitted to the Safety
and 3 additional clients living in the Committee Chairman for review
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facility (clients #4, #5, and #6.) prior to the end of each month. If
a drill is not submitted, corrective
Lo . actions to agency employees are
Findings include: completed. In addition, facility
staff will be trained safety drill
The facility's records were reviewed on procedures on or before
1/15/14 at 1:15 P.M. The review failed 2/19/2014 to assure each
to indicate the facility held an understood their responsibility for
. . . protecting clients during a fire in
evacuation drill for clients #1, #2, #3, the facility. Additionally, the
#4, #5, and #6 on the day shift for staff agency investigated the
during the third quarter of 2013. pervasiveness of the missed drill
and it appears that this was an
. . . . isolated incident across all
Associate Director #1 was interviewed facilities operated by the agency.
on 1/16/14 at 2:11 P.M. Associate Mosaic has implemented
Director #1 stated the facility was to systematic changes to ensure the
"have evacuation drills on every shift findings of th'? survey do not
. " recur. Per policy and procedure,
during every quarter. each safety drill completed is
reviewed by the agency Safety
9-3-7(a) Committee Chairman for
accuracy, to assure varying
conditions and times were
submitted, ensuring all personnel
are trained to perform each
disaster plan and procedure, to
assure the facility evacuates
clients and provides supports as
designed by the safety plan for
the facility, and problems are
thoroughly investigated. The
findings of each drill are reviewed
by the agency Safety the
committee itself.
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