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A Life Safety Code Recertification Survey was conducted
by the Indiana Department of Health in accordance with
42 CFR 416.44(b).

Survey Date: 02/06/25

Facility Number: 005650
Provider Number: 15C0001158
AIM Number: NA

At this Life Safety Code survey, Terre Haute Surgical
Center LLC was found not in compliance with
Requirements for Participation in Medicare/Medicaid, 42
CFR Subpart 416.44(b), Life Safety from Fire and the
2012 edition of the National Fire Protection

Association (NFPA) 101, Life Safety Code (LSC), Chapter
21, Existing Ambulatory Health Care Occupancies.

This one-story facility was determined to be of Type II
(000) construction and was fully sprinklered. The
facility has a fire alarm system with hard wired smoke
detectors in all areas including patient care areas,
the front lobby, storage rooms, and the duct work.

Quality Review completed on 02/07/25
K0712 Fire Drills K0712
CFR(s): NFPA 101
Fire Drills

Fire drills include the transmission of a fire alarm

signal and simulation of emergency fire conditions.

Fire drills are held at expected and unexpected times
under varying conditions, at least quarterly on each

shift The staff is familiar with procedures and is

aware that drills are part of established routine.

Where drills are conducted between 9:00 PM and 6:00 AM,
a coded announcement may be used instead of audible
alarms.
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This STANDARD is NOT MET as evidenced by:

Based on record review and interview, the facility
failed to conduct quarterly fire drills for 4 of 4
quarters. LSC 21.7.1.6 requires drills to be conducted
quarterly on each shift under varied conditions. This
deficient practice affects all occupants.

Findings include:

Based on record review with the Materials Manager on
02/06/25 at 10:20 a.m., there was no documentation for
a fire drill in the third quarter (July, August,

September) of 2024. Based on interview at the time of
record review, the Materials Manager stated he missed a
fire drill in the third quarter and conducted two fire

drills in the fourth quarter.

This finding was reviewed with the Clinical Director
and Materials Manager at the exit conference.

Electrical Systems - Essential Electric Syste K0918

CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source and
associated equipment is capable of supplying service
within 10 seconds. If the 10-second criterion is not
met during the monthly test, a process shall be
provided to annually confirm this capability for the

life safety and critical branches. Maintenance and
testing of the generator and transfer switches are
performed in accordance with NFPA 110.

Generator sets are inspected weekly, exercised under
load 30 minutes 12 times a year in 20-40 day intervals,
and exercised once every 36 months for four continuous
hours. Scheduled test under load conditions include a
complete simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of stored
energy power sources (Type 3 EES) are in accordance
with NFPA 111. Main and feeder circuit breakers are
inspected annually, and a program for periodically
exercising the components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and readily
available. EES electrical panels and circuits are

marked and readily identifiable. Minimizing the
possibility of damage of the emergency power source is

02/19/2025
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a design consideration for new installations.

6.4.4, 6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 111,
700.10 (NFPA 70)

This STANDARD is NOT MET as evidenced by:

Based on record review and interview, the facility

failed to ensure an annual fuel quality test was
performed for 1 of 1 diesel powered generator. NFPA 99,
Health Care Facilities Code, 2012 Edition Section
6.5.4.1.1.2 states Type 2 EES (Essential Electrical
System) generator sets shall be inspected and tested in
accordance with Section 6.4.4.1.1.3. Section

6.4.4.1.1.3 states maintenance shall be performed in
accordance with NFPA 110, Standard for Emergency and
Standby Power System, 2010 Edition, Chapter 8. NFPA
110, Section 8.3.8 states a fuel quality test shall be
performed at least annually using tests approved by
ASTM standards. This deficient practice could affect

all occupants in the facility.

Findings include:

Based on record review on 02/06/25 between 9:40 a.m.
and 12:00 p.m. with the Materials Manager, no
documentation of an annual fuel quality test for the
diesel generator was available for review. Based on
interview at the time of records review, the Materials
Manager stated the facility does have a diesel
generator and the oil quality is tested annually, but

not the fuel quality.

This finding was reviewed with the Clinical Director
and Materials Manager at the exit conference.
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E0000 Initial Comments E0000

An Emergency Preparedness Survey was conducted by the
Indiana Department of Health in accordance with 42 CFR
416.54.

Survey Date: 02/06/25

Facility Number: 005650
Provider Number: 15C0001158
AIM Number: N/A

At this Emergency Preparedness survey, Terre Haute
Surgical Center LLC was found not in compliance with
Emergency Preparedness Requirements for Medicare and
Medicaid Participating Providers and Suppliers, 42 CFR
416.54.

Quality Review completed on 02/07/25
E0004 Develop EP Plan, Review and Update Annually E0004
CFR(s): 416.54(a)

§403.748(a), §416.54(a), §418.113(a), §441.184(a),
§460.84(a), §482.15(a), §483.73(a), §483.475(a),
§484.102(a), §485.68(a), §485.542(a), §485.625(a),
§485.727(a), §485.920(a), §486.360(a), §491.12(a),
§494.62(a).

The [facility] must comply with all applicable Federal,

State and local emergency preparedness requirements.

The [facility] must develop establish and maintain a
comprehensive emergency preparedness program that meets
the requirements of this section. The emergency
preparedness program must include, but not be limited

to, the following elements:

(a) Emergency Plan. The [facility] must develop and
maintain an emergency preparedness plan that must be
[reviewed], and updated at least every 2 years. The

plan must do all of the following:
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* [For hospitals at §482.15 and CAHs at §485.625(a):]
Emergency Plan. The [hospital or CAH] must comply with
all applicable Federal, State, and local emergency
preparedness requirements. The [hospital or CAH] must
develop and maintain a comprehensive emergency
preparedness program that meets the requirements of
this section, utilizing an all-hazards approach.

* [For LTC Facilities at §483.73(a):] Emergency Plan.

The LTC facility must develop and maintain an emergency
preparedness plan that must be reviewed, and updated at
least annually.

* [For ESRD Facilities at §8494.62(a):] Emergency Plan.
The ESRD facility must develop and maintain an
emergency preparedness plan that must be [evaluated],
and updated at least every 2 years.

This STANDARD is NOT MET as evidenced by:

Based on record review and interview, the facility
failed to develop and maintain an emergency
preparedness plan that was reviewed and updated at
least once every two years in accordance with 42 CFR
416.54.

Findings include:

Based on interview at the time of review of the
Emergency Preparedness Plan on 02/06/25 at 12:33 p.m.,
the Clinical Director and Materials Manager said the
facility has not had its Emergency Preparedness Plan
reviewed by the facility within the last two years. The

most recent date of review and update was 12/20/19.

This finding was reviewed with the Clinical Director
and Materials Manager at the exit conference.

E0013 Development of EP Policies and Procedures E0013 03/03/2025
CFR(s): 416.54(b)

§403.748(h), §416.54(b), §418.113(h), §441.184(b),
§460.84(b), §482.15(b), §483.73(b), §483.475(b),
§484.102(b), §485.68(b), §485.542(b), §485.625(b),
§485.727(b), §485.920(b), §486.360(b), §491.12(b),
§494.62(b).
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(b) Policies and procedures. [Facilities] must develop
and implement emergency preparedness policies and
procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at
paragraph (a)(1) of this section, and the communication
plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least every
2 years.

*[For LTC facilities at 8483.73(b):] Policies and
procedures. The LTC facility must develop and implement
emergency preparedness policies and procedures, based
on the emergency plan set forth in paragraph (a) of

this section, risk assessment at paragraph (a)(1) of

this section, and the communication plan at paragraph

(c) of this section. The policies and procedures must

be reviewed and updated at least annually.

*Additional Requirements for PACE and ESRD Facilities:

*[For PACE at §460.84(b):] Policies and procedures. The
PACE organization must develop and implement emergency
preparedness policies and procedures, based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of this
section, and the communication plan at paragraph (c) of
this section. The policies and procedures must address
management of medical and nonmedical emergencies,
including, but not limited to: Fire; equipment, power,

or water failure; care-related emergencies; and natural
disasters likely to threaten the health or safety of

the participants, staff, or the public. The policies

and procedures must be reviewed and updated at least
every 2 years.

*[For ESRD Facilities at §494.62(b):] Policies and
procedures. The dialysis facility must develop and
implement emergency preparedness policies and
procedures, based on the emergency plan set forth in
paragraph (a) of this section, risk assessment at
paragraph (a)(1) of this section, and the communication
plan at paragraph (c) of this section. The policies and
procedures must be reviewed and updated at least every
2 years. These emergencies include, but are not limited
to, fire, equipment or power failures, care-related
emergencies, water supply interruption, and natural
disasters likely to occur in the facility's geographic
area.

15C0001158
B. WING

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

TERRE HAUTE SURGICAL CENTER LLC 227 MCCALLISTER DR, TERRE HAUTE, Indiana, 47802
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E0013 Continued from page 3 E0013
This STANDARD is NOT MET as evidenced by:

Based on record review and interview, the facility

failed to develop and implement emergency preparedness
policies and procedures. The policies and procedures
must be reviewed and updated at least every 2 years in
accordance with 42 CFR 416.54(b). This deficient
practice could affect all occupants.

Findings include:

Based on interview at the time of review of the

Emergency Preparedness Plan on 02/06/25 between 12:00
p.m. and 1:30 p.m., the Clinical Director and Materials
Manager said the facility's Emergency Preparedness
Plan's policies and procedures have not been reviewed
and updated during the past two years. The most recent
date of review and update was 12/20/19.

This finding was reviewed with the Clinical Director
and Materials Manager at the exit conference.

E0029 Development of Communication Plan E0029 03/03/2025
CFR(s): 416.54(c)

§403.748(c), §416.54(c), §418.113(c), §441.184(c),
§460.84(c), §482.15(c), §483.73(c), §483.475(c),
§484.102(c), §485.68(c), §485.542(c), §485.625(C),
§485.727(c), §485.920(c), §486.360(c), §491.12(c),
§494.62(c).

(c) The [facility] must develop and maintain an

emergency preparedness communication plan that complies
with Federal, State and local laws and must be reviewed
and updated at least every 2 years [annually for LTC
facilities].

This STANDARD is NOT MET as evidenced by:

Based on record review and interview, the facility

failed to develop and maintain an emergency
preparedness communication plan that complies with
Federal, State, and local laws was reviewed and updated
at least every two years in accordance with 42 CFR
416.54(c). This deficient practice could affect all
occupants.

Findings include:
Based on interview at the time of review of the

Emergency Preparedness Plan on 02/06/25 between 12:00
p.m. and 1:30 p.m., the Clinical Director and Materials
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E0029 Continued from page 4 E0029
Manager said the communication plan that complies with
Federal, State, and local laws was not reviewed and
updated during the past two years. The most recent date
of review and update was 12/20/19.

This finding was reviewed with the Clinical Director
and Materials Manager at the exit conference.

E0039 EP Testing Requirements E0039 03/04/2025
CFR(s): 416.54(d)(2)

§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),
§485.542(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, REHSs at
8485.542, OPO, "Organizations" under §485.727, CMHCs at
§485.920, RHCs/FQHCs at §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
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E0039 Continued from page 5 E0039
(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 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.
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(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 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 8§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 accessible,
conduct an annual individual, facility-based functional
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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.

(i) 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 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
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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 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
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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, 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.
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*[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 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
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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 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.

(i) 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.

This STANDARD is NOT MET as evidenced by:

Based on record review and interview, the facility
failed to conduct exercises to test the emergency plan
at least annually. The ASC 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
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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 ASC facility's response to and

maintain documentation of all drills, tabletop

exercises, and emergency events, and revise the ASC
facility's emergency plan, as needed in accordance with
42 CFR 416.54(d)(2). This deficient practice could
affect all occupants.

Findings include:

Based on record review with the Clinical Director and
Materials Manager on 02/06/25 between 12:00 p.m. and
1:30 p.m., the facility did not have any Emergency
Preparedness exercise documentation of a community
based drill, facility based drill, table top or actual

event that challenged the emergency preparedness plan.
The Clinical Director confirmed there is no
documentation of emergency preparedness exercises or
actual events to review at the time of the survey.

This finding was reviewed with the Clinical Director
and Materials Manager at the exit conference.
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