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E 0000
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An Emergency Preparedness Survey was E 0000
conducted by the Indiana State Department of
Health in accordance with 42 CFR 483.73.
Survey Date: 01/16/19
Facility Number: 000695
Provider Number: 15G159
AIM Number: 100243150
At this Emergency Preparedness survey, Res Care
Community Alternatives SE IN was found not in
compliance with Emergency Preparedness
Requirements for Medicare and Medicaid
Participating Providers and Suppliers, 42 CFR
483.73
The facility has 7 certified beds, with a current
census of 7.
Quality Review completed on 01/18/19
The requirement at 42 CFR, Subpart 483.475 is
NOT MET as evidenced by:
E 0035
Bldg. --
Based on record review and interview, the facility E 0035 ResCare will implement a form 02/01/2019
failed to ensure the emergency preparedness that can be signed by client and
communication plan includes a method for sharing guardian at the individual annual
information from the emergency plan that the meetings. The form will state that
facility has determined is appropriate with clients we have our Emergency
and their families or representatives in accordance Preparedness Plans in place, and
with 42 CFR 483.475(c)(8). This deficient practice that they are able to have access
could affect all occupants. to these documents and plans
whenever requested or needed.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclo

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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Findings include: This process will start effective
2-1-19. All signed documents will
Based on review of emergency preparedness be filed by the Program Manager
documentation on 01/16/19 between 3:00 p.m. to and Quality Assurance Manager.
4:30 p.m. with the Area Supervisor present, the
facility failed to ensure there was an emergency
preparedness communication plan that included a
method for sharing information from the
emergency plan that the facility has determined is
appropriate with clients and their families or
representatives. Based on interview at the time of
the record review, the Area Supervisor said the
emergency preparedness plan failed to ensure
there was a plan to include a method for sharing
information from the emergency plan that the
facility has determined is appropriate with clients
and their families or representatives.
E 0039
Bldg. --
Based on record review and interview, the facility E 0039 The agency has developed an 02/01/2019
failed to conduct exercises to test the emergency Emergency Disaster
plan at least annually, including unannounced Preparedness Plan that meets all
staff drills using the emergency procedures. The Federal, State, and local
ICF/IID facility must do all of the following: (i) emergency preparedness
participate in a full-scale exercise that is requirements and the plan will be
community-based or when a community-based reviewed and updated annually by
exercise is not accessible, an individual, the Safety Committee. The
facility-based. If the ICF/IID facility experiences Program Manager will ensure all
an actual natural or man-made emergency that staff participate in two annual
requires activation of the emergency plan, the training exercises each year. The
ICF/IIC facility is exempt from engaging in a exercises will be carried out by
community-based or individual, facility-based the Site Supervisor and followed
full-scale exercise for 1 year following the onset of up by the Area Supervisors. The
the actual event; (ii) conduct an additional exercise will be submitted to the
exercise that may include, but is not limited to the Program Manager when
following: (A) a second full-scale exercise that is completed to remain in
community-based or individual, facility-based. (B) compliance with the regulations.
a tabletop exercise that includes a group Persons Responsible: Site
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K 0000

Bldg. 02

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; (iii) analyze the ICF/IID facility's
response to and maintain documentation of all
drills, tabletop exercises, and emergency events,
and revise the ICF/IID facility's emergency plan,
as needed in accordance with 42 CFR 483.475(d)
(2). This deficient practice could affect all
occupants.

Findings include:

Based on review of emergency preparedness
documentation on 01/16/19 between 3:00 p.m. to
4:30 p.m. with the Area Supervisor present, the
facility was unable to provide documentation that
two annual exercises were conducted during the
past 12 months. Based on interview at the time of
review, the Area Supervisor said the facility has
not conducted two emergency preparedness
exercises during the past 12 months.

A Life Safety Code Recertification Survey was
conducted by the Indiana State Department of
Health in accordance with 42 CFR 483.470(j).

Survey Date: 01/16/19

Facility Number: 000695
Provider Number: 15G159
AIM Number: 100243150

At this Life Safety Code survey, Res Care
Community Alternatives SE IN was found in
compliance with Requirements for Participation in

K 0000

Supervisor, Area Supervisor,
Program Manager, Associate
Executive Director
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Medicaid, 42 CFR Subpart 483.470(j), Life Safety
from Fire and the NFPA (National Fire Protection
Association) 101, LSC (Life Safety Code) 2012
Edition, Chapter 33, Existing Residential Board
and Care Occupancies.

This one story facility was sprinklered. The
facility has a fire alarm system with hard wired
smoke detectors in the corridor and common
living areas. The facility has a capacity of seven
and had a census of seven at the time of this
survey.

Calculation of the Evacuation Difficulty Score
(E-Score) using NFPA 101A, Alternative
Approaches to Life Safety, Chapter 6, rated the
facility Prompt with an E-Score of 1.04.

Quality Review completed on 01/18/19
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