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A Quality Assurance Walk-thru Survey
was conducted by the Indiana State
Department of Health.

Survey Date: 07/19/12

Facility Number: 000681
Provider Number: 155549
AIM Number: 100286100

Surveyor: Phillip Komsiski, Life Safety
Code Specialist

At this Quality Assurance Walk-thru
survey, Willowbend Living Center was
found not in compliance with 410 TAC
16.2-3.1-19(1D).

This one story facility was determined to
be of Type II (111) construction and was
fully sprinklered. The facility has a fire
alarm system with smoke detection in the
corridors and spaces open to the corridors.
None of the resident rooms are provided
with smoke detection. The facility has a
capacity of 60 and had a census of 47 at
the time of this survey.

The facility was found in compliance with
state law in regard to sprinkler coverage,
however, it was not in compliance with
state law in regard to smoke detector
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coverage.

All areas where the residents have
customary access were sprinklered. The
facility had two detached barns for facility
storage which were not sprinklered.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 07/23/12.

The facility was found not in compliance with the
aforementioned regulatory requirements as
evidenced by the following:
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State Findings K9999 3.1-19 Environment 07/19/2012
and Physical Standards 1. No
residents were harmed. 2. All
3.1-19 ENVIRONMENT AND residents have the potiential to be
PHYSICAL STANDARDS affected. Smoke detectors
were installed in all rooms.
3.1-19(ff) A health facility licensed under All smoke detectors were
16-28 and this rul Jo the followine: checked for proper
-2¢ and this rule n.lust 9 the following: placement and function. 3.
(1) Have an automatic sprinkler system Smoke detectors were placed on
installed throughout the facility before preventative maintenance
July 1, 2012 schedule for weekly
N If ’ ) . ikl . checks and proper function. (see
.( ) If an automatic sprinkler system is not attachement A ) 4. All smoke
installed throughout the health care detectors will be checked
facility before July 1, 2010, submit before annually for proper function
July 1, 2010 a plan to the department for and cleanlpg. (seg .
leti he i llati f1h attachment A) This practice will
comp et%ng t 'e nstallation of the be reviewed
automatic sprinkler system before July 1, quartely during Quality
2012. Assurance Meetings. 5. The
(3) Have a battery operated or hard-wired above corrections were made and
. . , completed on July 19, 2012.
smoke detector in each resident's room
before July 1, 2012.
This State Rule has not been met as
evidenced by:
Based on observation and interview, the
facility failed to install smoke detectors in
each resident's room before July 1, 2012.
This deficient practice could affect at
least 42 residents in the facility.
Findings include:
Based on observations with the
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Maintenance Supervisor on 07/19/12
from 12:30 p.m. to 1:15 p.m., the
following resident rooms were not
provided with smoke detectors: Resident
rooms 101 through 136. Based on
interview during the time of observations
with the Maintenance Supervisor, it was
acknowledged none of the resident rooms
were provided with smoke detectors.
3.1-19(ff)
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