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 W0000This visit was for a fundamental annual 

recertification and state licensure survey. 

Dates of Survey:  January 7, 8, 9, 10, 11, 

and 14, 2013.

Surveyor:

Susan Eakright, Medical Surveyor 

III/QMRP

              

Facility Number: 000903

Provider Number: 15G389

AIMS Number: 100244370

This federal deficiency also reflect a state 

finding in accordance with 460 IAC 9.

Quality Review was completed on 

1/18/13 by Tim Shebel, Medical Surveyor 

III.
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483.470(i)(1) 

EVACUATION DRILLS 

The facility must hold evacuation drills at 

least quarterly for each shift of personnel.

W440 The QMRP has received 

additional training (appendix A) 

regarding the requirement that 

evacuation drills are to be 

completed once per shift per 

quarter.  She has additionally 

received training regarding her 

responsibility to assure that the 

drills are scheduled and completed 

no less than as per regulation.  Staff 

will receive additional training 

regarding their responsibility to 

complete evacuation drills as 

scheduled.  The QMRP will use a 

tracking system to monitor for and 

assure compliance.

02/13/2013  12:00:00AMW0440Based on record review and interview, the 

facility failed for 4 of 4 sampled clients 

(#1, #2, #3 and #4) and 4 additional 

clients (#5, #6, #7, and #8), by not 

ensuring an evacuation drill was 

conducted quarterly for the overnight shift 

(12 Midnight - 6 AM) from 2/10/2012 

until 6/15/2012.

Findings include:

The facility's evacuation drills were 

reviewed on 1/7/13 at 2:15 PM. The 

review indicated the facility had failed to 

conduct evacuation drills for clients #1, 

#2, #3, #4, #5, #6, #7, and #8 for the 

period between 2/10/2012 at 4:10am and 

6/15/2012 at 5:30am, for the overnight 

shift personnel.

Interviews with the AD (Area Director) 

on 1/7/13 at 2:35 PM, and on 1/14/13 at 

1:30pm, indicated she was unable to 

locate any further evacuation drills for the 

overnight shift of personnel for clients #1, 

#2, #3, #4, #5, #6, #7, and #8.  

9-3-7(a)
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