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E 0000

Bldg. --
An Emergency Preparedness Survey was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.475.

Survey Date: 04/02/24

Facility Number: 001087
Provider Number: 15G573
AIM Number: 100239960

At this Emergency Preparedness survey,
Dungarvin Indiana LLC was found not in
compliance with Emergency Preparedness
Requirements for Medicare and Medicaid
Participating Providers and Suppliers, 42 CFR
483.475

The facility has 8 certified beds. All 8 beds are
certified for Medicaid/Medicare. At the time of the
survey, the census was 8.

Quality Review completed on 04/05/24

E 0015 403.748(b)(1), 418.113(b)(6)(iii), 441.184(b)
(1), 482.15(b)(1), 483.475(b)(1), 483.73(b)(1),
Bldg. -- 485.625(b)(1)

Subsistence Needs for Staff and Patients
§403.748(b)(1), §418.113(b)(6)(iii),
§441.184(b)(1), §460.84(b)(1), §482.15(b)(1),
§483.73(b)(1), §483.475(b)(1), §485.625(b)(1)

[(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

E 0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Greta Goins

TITLE

Area Director

(X6) DATE

04/29/2024

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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

131721 Facility ID: 001087 If continuation sheet

Page 1 of 42




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/03/2024
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER

15G573

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

COMPLETED
04/02/2024

NAME OF PROVIDER OR SUPPLIER

DUNGARVIN INDIANA LLC

STREET ADDRESS, CITY, STATE, ZIP COD
51778 TROWBRIDGE LN
SOUTH BEND, IN 46637

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIE
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

communication plan at paragraph (c) of this
section. The policies and procedures must
be reviewed and updated every 2 years
[annually for LTC facilities]. At a minimum,
the policies and procedures must address
the following:

(1) The provision of subsistence needs for
staff and patients whether they evacuate or
shelter in place, include, but are not limited
to the following:

(i) Food, water, medical and pharmaceutical
supplies

(ii) Alternate sources of energy to maintain
the following:

(A) Temperatures to protect patient health
and safety and for the safe and sanitary
storage of provisions.

(B) Emergency lighting.

(C) Fire detection, extinguishing, and alarm
systems.

(D) Sewage and waste disposal.

*[For Inpatient Hospice at §418.113(b)(6)(iii):]
Policies and procedures.

(6) The following are additional requirements
for hospice-operated inpatient care facilities
only. The policies and procedures must
address the following:

(iii) The provision of subsistence needs for
hospice employees and patients, whether
they evacuate or shelter in place, include, but
are not limited to the following:

(A) Food, water, medical, and pharmaceutical
supplies.

(B) Alternate sources of energy to maintain
the following:

(1) Temperatures to protect patient health
and safety and for the safe and sanitary
storage of provisions.
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(2) Emergency lighting.
(3) Fire detection, extinguishing, and alarm
systems.
(C) Sewage and waste disposal.
Based on record review and interview, the facility E 0015 Corrective action for resident(s) 04/29/2024
failed to ensure emergency preparedness policies found to have been affected
and procedures include at a minimum, (1) The All parts of the POC for the survey
provision of subsistence needs for staff and with event ID 131721 will be fully
residents, whether they evacuate or shelter in implemented, including the
place, include, but are not limited to the following: following specifics:
(1) Food, water, medical, and pharmaceutical The emergency preparedness
supplies. (ii) Alternate sources of energy to plan was updated to include all
maintain - (A) Temperatures to protect resident subsistence components for staff
health and safety and for the safe and sanitary and supported individuals for
storage of provisions; (B) Emergency lighting; (C) emergency food/water supplies,
Fire detection, extinguishing, and alarm systems; appropriate temperatures to
and (D) Sewage and waste disposal in accordance protect resident health and safety,
with 42 CFR 483.475(b)(1). This deficient practice and sewage and waste disposal.
could affect all occupants. The emergency
preparedness plan was completed
Findings include: on 4/20/24 and is in the life safety
binder in the facility. Itis
Based on review of the facility's EPP with the uploaded with this submission.
Program Director on 04/02/24 between 09:09 a.m. All facility staff were trained
and 10:44 a.m., the provided plan did not address on 4/29/24 on what the emergency
all components for subsistence needs for staff plan is and where to locate it. Itis
and clients. The items not addressed were uploaded with this submission.
emergency food/water and medical supplies, How facility will identify other
temperatures to protect resident health and safety residents potentially affected &
and emergency sewage and waste disposal. what measures taken
Based on interview at the time of records review, All residents potentially are
the Program Director agreed the subsistence affected, and corrective measures
needs for staff and clients was not complete. address the needs of all clients.
The finding was reviewed with the Program Measures or systemic changes
Director during the exit conference. facility put in place to ensure no
recurrence:
All facility staff are trained on the
emergency preparedness plan
upon hire, every two year as
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required by State regulations, and
as needed. All QIDPs are trained
on emergency preparedness plans
upon hire and as needed. QIDP
will review and update EPP
annually and as needed. The
Quality Assurance Coordinator,
Area Manager or the Area Director
will audit life safety books
quarterly to ensure that all
emergency preparedness plans
are current and present in the
facility.
Persons responsible: QIDP, Area
Manager, Area Director
E 0020 403.748(b)(3), 416.54(b)(2), 418.113(b)(6)(ii),
441.184(b)(3), 482.15(b)(3), 483.475(b)(3),
Bldg. -- 483.73(b)(3), 485.625(b)(3), 485.68(b)(1),
485.727(b)(1), 485.920(b)(2), 491.12(b)(1),
494.62(b)(2)
Policies for Evac. and Primary/Alt. Comm.
§403.748(b)(3), §416.54(b)(2), §418.113(b)(6)
(ii), §441.184(b)(3), §460.84(b)(3), §482.15(b)
(3), §483.73(b)(3), §483.475(b)(3), §485.68(b)
(1), §485.625(b)(3), §485.727(b)(1),
§485.920(b)(2), §491.12(b)(1), §494.62(b)(2)
[(b) Policies and procedures. The [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
[annually for LTC facilities]. At a minimum,
the policies and procedures must address
the following:]
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[(3) or (1), (2), (6)] Safe evacuation from the
[facility], which includes consideration of care
and treatment needs of evacuees; staff
responsibilities; transportation; identification
of evacuation location(s); and primary and
alternate means of communication with
external sources of assistance.

*[For RNHCls at §403.748(b)(3) and ASCs at
§416.54(b)(2):]

Safe evacuation from the [RNHCI or ASC]
which includes the following:

(i) Consideration of care needs of evacuees.
(ii) Staff responsibilities.

(iii) Transportation.

(iv) Identification of evacuation location(s).
(v) Primary and alternate means of
communication with external sources of
assistance.

* [For CORFs at §485.68(b)(1), Clinics,
Rehabilitation Agencies, OPT/Speech at
§485.727(b)(1), and ESRD Facilities at
§494.62(b)(2):]

Safe evacuation from the [CORF; Clinics,
Rehabilitation Agencies, and Public Health
Agencies as Providers of Outpatient Physical
Therapy and Speech-Language Pathology
Services; and ESRD Facilities], which
includes staff responsibilities, and needs of
the patients.

* [For RHCs/FQHCs at §491.12(b)(1):] Safe
evacuation from the RHC/FQHC, which
includes appropriate placement of exit signs;
staff responsibilities and needs of the
patients.

Based on record review and interview, the facility
failed to ensure emergency preparedness policies

E 0020 Corrective action for resident(s)

found to have been affected

04/29/2024
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and procedures (EPP) include information for safe All parts of the POC for the survey
evacuation from the ICF/IID facility, which with event ID 131721 will be fully
includes consideration of care and treatment implemented, including the
needs of evacuees; staff responsibilities; following specifics:
transportation; identification of evacuation The emergency
location(s); and primary and alternate means of preparedness plan was updated to
communication with external sources of include Dungarvin policy and
assistance in accordance with 42 CFR 483.475(b) procedure for evacuation in the
(3). This deficient practice could affect all event of an emergency or disaster.
occupants. Dungarvin policy D-01c, for the
facility specific emergency plan is
Findings include: uploaded with this submission.
Dungarvin’s Emergency plan
Based on record review of the EPP with the policy D-01b, which outlines staff
Program Director on 04/02/24 between 09:09 a.m. responsibility and when to
and 10:44 a.m., the facility's Emergency evacuate, was also replaced in the
Preparedness plan provided did not include any life safety binder in the home and
policy or procedures for evacuation in an event of all staff have been trained on it. It
an emergency or disaster affecting the ICF/IID. is uploaded with this submission.
Based on interview at the time of record review, The emergency
the Program Director confirmed the information preparedness plan was completed
could not be located within the EPP. on 4/20/24 and is in the life safety
binder in the facility. Itis
Findings were reviewed with the Program Director uploaded with this submission.
at exit conference. All facility staff were trained
on 4/29/24 on what the emergency
plan is and where to locate it. Itis
uploaded with this submission.
How facility will identify other
residents potentially affected &
what measures taken
All residents potentially are
affected, and corrective measures
address the needs of all clients.
Measures or systemic changes
facility put in place to ensure no
recurrence:
All facility staff are trained on the
emergency preparedness plan
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upon hire and as needed. All
QIDPs are trained on emergency
preparedness plans upon hire and
as needed. QIDP will review and
update EPP annually and as
needed. The Quality Assurance
Coordinator, Area Manager or the
Area Director will audit life safety
books quarterly to ensure that all
emergency preparedness plans
are current and present in the
facility.
Persons responsible: QIDP, Area
manager, Area director
E 0036 403.748(d), 416.54(d), 418.113(d),
441.184(d), 482.15(d), 483.475(d), 483.73(d),
Bldg. -- 484.102(d), 485.625(d), 485.68(d),
485.727(d), 485.920(d), 486.360(d),
491.12(d), 494.62(d)
EP Training and Testing
§403.748(d), §416.54(d), §418.113(d),
§441.184(d), §460.84(d), §482.15(d),
§483.73(d), §483.475(d), §484.102(d),
§485.68(d), §485.625(d), §485.727(d),
§485.920(d), §486.360(d), §491.12(d),
§494.62(d).
*[For RNCHls at §403.748, ASCs at §416.54,
Hospice at §418.113, PRTFs at §441.184,
PACE at §460.84, Hospitals at §482.15,
HHAs at §484.102, CORFs at §485.68,
CAHs at §486.625, "Organizations" under
485.727, CMHCs at §485.920, OPOs at
§486.360, and RHC/FHQs at §491.12:] (d)
Training and testing. The [facility] must
develop and maintain an emergency
preparedness training and testing program
that is based on the emergency plan set forth
in paragraph (a) of this section, risk
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assessment at paragraph (a)(1) of this
section, policies and procedures at paragraph
(b) of this section, and the communication
plan at paragraph (c) of this section. The
training and testing program must be
reviewed and updated at least every 2 years.

*[For LTC facilities at §483.73(d):] (d) Training
and testing. The LTC facility must develop
and maintain an emergency preparedness
training and testing program that is based on
the emergency plan set forth in paragraph (a)
of this section, risk assessment at paragraph
(a)(1) of this section, policies and procedures
at paragraph (b) of this section, and the
communication plan at paragraph (c) of this
section. The training and testing program
must be reviewed and updated at least
annually.

*[For ICF/IIDs at §483.475(d):] Training and
testing. The ICF/IID must develop and
maintain an emergency preparedness training
and testing program that is based on the
emergency plan set forth in paragraph (a) of
this section, risk assessment at paragraph
(a)(1) of this section, policies and procedures
at paragraph (b) of this section, and the
communication plan at paragraph (c) of this
section. The training and testing program
must be reviewed and updated at least every
2 years. The ICF/IID must meet the
requirements for evacuation drills and training
at §483.470().

*[For ESRD Facilities at §494.62(d):]
Training, testing, and orientation. The
dialysis facility must develop and maintain an
emergency preparedness training, testing
and patient orientation program that is based
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on the emergency plan set forth in paragraph
(a) of this section, risk assessment at
paragraph (a)(1) of this section, policies and
procedures at paragraph (b) of this section,
and the communication plan at paragraph (c)
of this section. The training, testing and
orientation program must be evaluated and
updated at every 2 years.
Based on record review and interview, the facility E 0036 Corrective action for resident(s) 04/29/2024
failed to develop and maintain an emergency found to have been affected
preparedness training and testing program that All parts of the POC for the survey
was reviewed and updated at least annually in with event ID 131721 will be fully
accordance with 42 CFR 483.475(d). This deficient implemented, including the
practice could affect all occupants. following specifics:
The emergency preparedness
Findings include: plan will be completed by 4/29/24
and will be placed in the life safety
Based on record review with the Program Director binder in the facility.
on 04/02/24 between 09:09 a.m. and 10:44 a.m., the All facility staff will be trained
facility's Emergency Preparedness plan provided on where to locate the emergency
did not address a training and testing program for plan once it is completed. Training
the all Emergency Preparedness procedures. documentation will be with EPP in
Based on interview at the time of records review, the life safety binder.
the Program Director agreed the plan did not How facility will identify other
include a training and testing program specifically residents potentially affected &
for the Emergency Preparedness program. what measures taken
All residents potentially are
Findings were discussed with the Program affected, and corrective measures
Director at exit conference. address the needs of all clients.
Measures or systemic changes
facility put in place to ensure no
recurrence:
All facility staff and QIDPS are
trained on the emergency
preparedness plan upon hire and
as needed. QIDP will review and
update EPP annually and as
needed. The Quality Assurance
Coordinator or the Area Director
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E 0037

Bldg. -

403.748(d)(1), 416.54(d)(1), 418.113
441.184(d)(1), 482.15(d)(1), 483.475

( d)(1
(

483.73(d)(1), 484.102(d)(1), 485.625
(
(

d)(1
d)(1
d)(1

,\,\,\,\
~— ~— — ~—

485.68(d)(1), 485.727(d)(1), 485.920
486.360(d)(1), 491.12(d)(1)

EP Training Program
§403.748(d)(1), §416.54(d)(1), §418.113(d)(1),
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1),
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1),
§485.68(d)(1), §485.625(d)(1), §485.727(d)
(1), §485.920(d)(1), §486.360(d)(1),
§491.12(d)(1).

*[For RNCHls at §403.748, ASCs at §416.54,
Hospitals at §482.15, ICF/IIDs at §483.475,
HHAs at §484.102, "Organizations" under
§485.727, OPOs at §486.360, RHC/FQHCs
at §491.12:]

(1) Training program. The [facility] must do
all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of
emergency procedures.

(v) If the emergency preparedness policies

will audit life safety books
quarterly to ensure that all
emergency preparedness plans
are current and present in the
facility.

Persons responsible: QIDP, Area
director, area manager
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and procedures are significantly updated, the
[facility] must conduct training on the
updated policies and procedures.

*[For Hospices at §418.113(d):] (1) Training.
The hospice must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing hospice employees, and individuals
providing services under arrangement,
consistent with their expected roles.

(ii) Demonstrate staff knowledge of
emergency procedures.

(iii) Provide emergency preparedness training
at least every 2 years.

(iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff),
with special emphasis placed on carrying out
the procedures necessary to protect patients
and others.

(v) Maintain documentation of all emergency
preparedness training.

(vi) If the emergency preparedness policies
and procedures are significantly updated, the
hospice must conduct training on the
updated policies and

procedures.

*[For PRTFs at §441.184(d):] (1) Training
program. The PRTF must do all of the
following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(ii) After initial training, provide emergency
preparedness training every 2 years.

(iii) Demonstrate staff knowledge of
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emergency procedures.

(iv) Maintain documentation of all emergency
preparedness training.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
PRTF must conduct training on the updated
policies and procedures.

*[For PACE at §460.84(d):] (1) The PACE
organization must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing on-site
services under arrangement, contractors,
participants, and volunteers, consistent with
their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Demonstrate staff knowledge of
emergency procedures, including informing
participants of what to do, where to go, and
whom to contact in case of an emergency.
(iv) Maintain documentation of all training.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
PACE must conduct training on the updated
policies and procedures.

*[For LTC Facilities at §483.73(d):] (1)
Training Program. The LTC facility must do all
of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected role.

(ii) Provide emergency preparedness training
at least annually.

(iii) Maintain documentation of all emergency
preparedness training.
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(iv) Demonstrate staff knowledge of
emergency procedures.

*[For CORFs at §485.68(d):](1) Training. The
CORF must do all of the following:

(i) Provide initial training in emergency
preparedness policies and procedures to all
new and existing staff, individuals providing
services under arrangement, and volunteers,
consistent with their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of
emergency procedures. All new personnel
must be oriented and assigned specific
responsibilities regarding the CORF's
emergency plan within 2 weeks of their first
workday. The training program must include
instruction in the location and use of alarm
systems and signals and firefighting
equipment.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
CORF must conduct training on the updated
policies and procedures.

*[For CAHs at §485.625(d):] (1) Training
program. The CAH must do all of the
following:

(i) Initial training in emergency preparedness
policies and procedures, including prompt
reporting and extinguishing of fires,
protection, and where necessary, evacuation
of patients, personnel, and guests, fire
prevention, and cooperation with firefighting
and disaster authorities, to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

131721 Facility ID:

001087 If continuation sheet

Page 13 of 42




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/03/2024
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES ~ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING - COMPLETED
15G573 B. WING 04/02/2024
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER 51778 TROWBRIDGE LN
DUNGARUVIN INDIANA LLC SOUTH BEND, IN 46637
(X4) ID SUMMARY STATEMENT OF DEFICIENCIE D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CREACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICIENCY) DATE
(ii) Provide emergency preparedness training
at least every 2 years.
(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of
emergency procedures.
(v) If the emergency preparedness policies
and procedures are significantly updated, the
CAH must conduct training on the updated
policies and procedures.
*[For CMHCs at §485.920(d):] (1) Training.
The CMHC must provide initial training in
emergency preparedness policies and
procedures to all new and existing staff,
individuals providing services under
arrangement, and volunteers, consistent with
their expected roles, and maintain
documentation of the training. The CMHC
must demonstrate staff knowledge of
emergency procedures. Thereafter, the
CMHC must provide emergency
preparedness ftraining at least every 2 years.
Based on record review and interview, the facility E 0037 Corrective action for resident(s) 04/29/2024
failed to ensure staff were trained in emergency found to have been affected
preparedness policies and procedures. The All parts of the POC for the survey
ICF/IID facility must do all of the following: (i) with event ID 131721 will be fully
Initial training in emergency preparedness policies implemented, including the
and procedures to all new and existing staff, following specifics:
individuals providing services under arrangement, All facility staff will be
and volunteers, consistent with their expected trained on the emergency
roles; (ii) Provide emergency preparedness preparedness plan on 4/29/24,
training at least every two years; (iii) Maintain including where it is in the life
documentation of all emergency preparedness safety binder in the facility.
training; (iv) Demonstrate staff knowledge of Training documentation is
emergency procedures; (v) If the emergency uploaded with this submission.
preparedness policies and procedures are The emergency
significantly updated, the facility must conduct preparedness plan was completed
training on the updated policies and procedures in on 4/20/24 and is in the life safety
accordance with 42 CFR 483.475(d) (1). This binder in the facility. Itis
deficient practice could affect all occupants. uploaded with this submission.
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Going forward the QIDP and
Findings include: Area Manager will test staff for
competency on the emergency
Based on records review with the Program preparedness plans during weekly
Director on 04/02/24 between 09:09 a.m. and 10:44 site visits and document in Therap
a.m., there was no documentation available for site visit notes. Initially these
review to indicate all facility staff were trained and competencies will be conducted 2
demonstrate knowledge of the Emergency times per week for the first two
Preparedness Program (EPP) initially for new staff weeks. If competency is shown in
and every two years for existing staff. Based on that time, observations may
an interview at the time of records review, the reduce to 1 time per week for the
Program Director did state that employees are next two weeks and then titrate to
trained upon orientation and they are required for 1 time per month for 2 months.
training staff, however they did not have Any observed concerns will be
documentation at the time of survey. addressed through immediate
retraining and coaching.
The findings were reviewed with the Program How facility will identify other
Director during the exit conference. residents potentially affected &
what measures taken
All residents potentially are
affected, and corrective measures
address the needs of all clients.
Measures or systemic changes
facility put in place to ensure no
recurrence:
All facility staff and QIDPs are
trained on the emergency
preparedness plan upon hire,
every two years as State
regulations require, and as
needed. QIDP will review and
update EPP annually and as
needed. The Quality Assurance
Coordinator or the Area Director
will audit life safety books
quarterly to ensure that all
emergency preparedness plans
are current and present in the
facility.
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Bldg. -

403.748(d)(2), 416.54
441.184(d)(2), 482.15
483.73(d)(2), 484.102(d)(2), 485.625(d)(2
485.68(d)(2), 485.727(d)(2), 485.920(d)(2
486.360(d)(2), 491.12(d)(2), 494.62(d)(2)
EP Testing Requirements

§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),
§485.625(d)(2), §485.727(d)(2), §485.920(d)
(2), §491.12(d)(2), §494.62(d)(2).

d)(2), 418.113(d)(2
d)(2), 483.475(d)(2
(

—_ =~ =
~— — ~— ~—

*[For ASCs at §416.54, CORFs at §485.68,
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

Manager, Area Director

Persons responsible: QIDP, Area
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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 [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.

(i) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
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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.

(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
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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 §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 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
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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.

(i) 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 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
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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/1ID] 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 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
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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]
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(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 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.

(i) Analyze the OPOQO'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.

*[ RNCHls 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.
Based on record review and interview, the facility
failed to conduct exercises to test the emergency
plan at least twice per year. The ICF/IID facility

E 0039 All parts of the POC for the survey
with event ID 131721 will be fully
implemented, including the

05/01/2024
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must do the following: following specifics:
(i) Participate in an annual full-scale exercise that All facility staff will be
is community-based; or trained on the emergency
a. When a community-based exercise is not preparedness plan by 4/29/24,
accessible, conduct an annual individual, including where it is in the life
facility-based functional exercise. safety binder in the facility.
b. If the ICF/IID facility experiences an actual Training documentation will be in
natural or man-made emergency that requires the life safety binder.
activation of the emergency plan, the ICF/IID The emergency
facility is exempt from engaging its next required preparedness plan will be
full-scale in a community-based or individual, completed on 4/29/24 and will be
facility-based full-scale functional exercise for 1 located in the life safety binder at
year following the onset of the actual event. the facility.
(1) Conduct an additional exercise that may The emergency
include, but is not limited to the following: preparedness plan tabletop
a. A second full-scale exercise that is exercise will be completed by
community-based or an individual, facility-based 4/29/24. 1t will be filed in the Life
functional exercise. Safety binder at the home.
b. A mock disaster drill; or The emergency
c. A tabletop exercise or workshop that is led by a preparedness facility-based
facilitator that includes a group discussion led by exercise will be completed by
a facilitator, using a narrated, clinically-relevant 5/1/24. 1t will be filed in the Life
emergency scenario, and a set of problem Safety binder at the home.
statements, directed messages, or prepared How facility will identify other
questions designed to challenge an emergency residents potentially affected &
plan. what measures taken
(iii) Analyze the ICF/IID facility's response to and All residents potentially are
maintain documentation of all drills, tabletop affected, and corrective measures
exercises, and emergency events, and revise the address the needs of all clients.
ICF/IID facility's emergency plan, as needed in
accordance with 42 CFR 483.475(d)(2). This Measures or systemic changes
deficient practice could affect all occupants. facility put in place to ensure no
recurrence:
Findings include: All new facility staff are trained on
emergency policies and where
Based on records review with the Program they are located in the home,
Director on 04/02/24 between 09:09 a.m. and 10:44 upon hire and at least bi-annually.
a.m., the following was not available for review: Going forward, the QIDP and the
a) No documentation of an annual full-scale Quality Assurance Coordinator will
exercise that is community-based, a facility-based monitor the Life Safety books
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K 0000

Bldg. 01

functional exercise when a community-based
exercise is not accessible, or an actual natural or
man-made emergency.

b) No documentation of an additional annual
exercise of choice: a second full-scale exercise that
is community-based, a facility-based functional
exercise, a mock disaster drill, a tabletop exercise,
or a workshop.

Based on interview at the time of records review,
the Program Director confirmed that the
documentation was unable to be found during the
survey and was unaware where it could be.

This finding was review with the Program Director
during the exit conference.

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

Survey Date: 04/02/24

Facility Number: 001087
Provider Number: 15G573
AIM Number: 100239960

At this Life Safety Code survey, Dungarvin
Indiana LLC was found not in compliance with
Requirements for Participation in Medicaid, 42
CFR Subpart 483.470(j), Life Safety from Fire and
the 2012 Edition of the National Fire Protection
Association (NFPA) 101, Life Safety Code (LSC),
Chapter 33, Existing Residential Board and Care
Occupancies.

This one story building, with a basement, was
determined to be fully sprinklered with heat

K 0000

monthly to ensure that all required
policies, emergency plans and
training exercises are present, and
that staff training is documented
per state guidelines.

Persons responsible: QIDP, Area
Manager, Area Director
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detection in attic spaces. The facility has a fire
alarm system with smoke detection in corridors, in
client sleeping rooms and all living areas. The
facility has a capacity of 8 and had a census of 8
at the time of this survey.
Calculation of the Evacuation Difficulty Score
(E-Score) using NFPA 101 A, Alternative
Approaches to Life Safety, Chapter 6, could not
be determined at this time because no F-1's were
provided. LSC Chapter 32.2.1.2.2 states where
such documentation is not furnished, the
evacuation capability shall be classified as
Impractical.
Quality Review completed on 04/05/24
K S100 NFPA 101
General Requirements - Other
Bldg. 01 General Requirements - Other
2012 EXISTING
List in the REMARKS section any LSC
Section 33.1 or 33.2 General Requirements
that are not addressed by the provided
K-tags, but are deficient. This information,
along with the applicable Life Safety Code or
NFPA standard citation, should be included
on Form CMS-2567.
Based on records review and interview, the facility K S100 Corrective action for resident(s) 04/29/2024
failed to provide 8 of 8 F-1 work sheets to the found to have been affected
authority having jurisdiction to be able to All parts of the POC for the survey
determine an evacuation assistance score in with event ID 131721 will be fully
accordance with LSC 33.2.1.2.2 which states that implemented, including the
facility management shall furnish to the authority following specifics:
having jurisdiction, upon request, an evacuation The F1 forms will be
capability determination using a procedure completed for all supported
acceptable to the authority having jurisdiction; individuals in the facility by
where such documentation is not furnished, the 4/29/24. They will be located in
evacuation capability shall be classified as the life safety binder at the facility.
impractical. This deficient practice could affect all Going forward, the QIDP and
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occupants. the Quality Assurance Coordinator
will audit the Life Safety book at
Findings include: least quarterly to ensure all F1
forms are completed and filed for
Based on records review Program Director on all supported individuals.
04/02/24 between 09:09 a.m. and 10:44 a.m., the Going forward, The F1 form
facility was unable to provide F1 worksheets used will be completed within 30 days
to rate the resident and determine the resident's of new admissions to the facility.
overall need for assistance when requested. How facility will identify other
Based on interview at the time of observation, the residents potentially affected &
Program Director stated she has not seen the F-1 what measures taken
worksheets and was initially unsure what the F-1 All residents potentially are
forms were for. affected, and corrective measures
address the needs of all clients.
Findings were discussed with the Program
Director at exit conference. Measures or systemic changes
facility put in place to ensure no
recurrence:
All new QIDPs are trained on
emergency policies and F1 forms.
Going forward, the QIDP and the
Quality Assurance Coordinator will
monitor the Life Safety books
monthly to ensure that all required
policies, emergency plans and
training exercises are present.
Person responsible: QIDP, Area
manager, Area Director
K S259 NFPA 101
Number of Exits - Patient Sleeping and
Bldg. 01 Non-SlI
Number of Exits - Patient Sleeping and
Non-Sleeping Rooms
2012 EXISTING (Impractical)
In Impractical Evacuation Capability facilities,
the primary means of escape for each
sleeping room shall not be exposed to living
areas and kitchens, unless the building is
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protected by an approved automatic sprinkler
system in accordance with 33.2.3.5 utilizing
quick-response or residential sprinklers
throughout.
33.2.2.23
Based on observation and interview, the facility K S259 Corrective action for resident(s) 04/29/2024
failed to ensure 1 of 5 client sleeping rooms were found to have been affected
provided with a secondary means of escape in All parts of the POC for the survey
accordance with 33.2.2.3. LSC 33.2.2.3 requires a with event ID 131721 will be fully
secondary egress from each sleeping room with implemented, including the
multiple provisions. This deficient practice could following specifics:
affect approximately 3 clients. The furniture in bedroom #4
has been re-arranged to allow
Findings include: egress out the secondary exit.
Going forward, during weekly
Based on observation and interview on 04/02/24 site visits the QIDP or Area
with the Program Director between 10:45 a.m. and Manager will audit all points of
11:10 a.m., the secondary exit door leading outside egress to ensure that none are
from bedroom #4 was partially blocked by a blocked.
dresser and a dining chair was in the path of How facility will identify other
egress in front of the door as well. Based on residents potentially affected &
interview at the time of observation, the Program what measures taken
Director confirmed the items within the path of the All residents potentially are
doorway. affected, and corrective measures
address the needs of all clients.
The finding was reviewed with the Program
Director during the exit conference. Measures or systemic changes
facility put in place to ensure no
recurrence:
All facility staff and QIDPs are
trained on emergency exits upon
hire, annually and as needed.
QIDP, Area Manager, Area
Director and Quality Assurance
Coordinator will routinely audit
facility points of egress during
weekly, monthly, and quarterly
site visits to ensure accessibility.
Areas of concern will be
addressed immediately and
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coaching provided to all staff and
supported individuals.
Persons responsible: QIDP, Area
Manager, Area Director
K S345 NFPA 101
Fire Alarm System - Testing and
Bldg. 01 Maintenance
Fire Alarm System - Testing and
Maintenance
2012 EXISTING (Prompt)
A fire alarm system is tested and maintained
in accordance with an approved program
complying with the requirements of NFPA 70,
National Electric Code, and NFPA 72,
National Fire Alarm and Signaling Code.
Records of system acceptance, maintenance
and testing are readily available.
9.7.5,9.7.7,9.7.8, and NFPA 25
1. Based on record review and interview, the K S345 Corrective action for resident(s) 04/29/2024
facility failed to maintain 1 of 1 fire alarm systems found to have been affected
in accordance with NFPA 72, as required by LSC All parts of the POC for the survey
101 Section 9.6. NFPA 72, Section 14.3.1 states with event ID 131721 will be fully
that unless otherwise permitted by 14.3.2, visual implemented, including the
inspections shall be performed in accordance with following specifics:
the schedules in Table 14.3.1, or more often if VFP completed the visual
required by the authority having jurisdiction. inspection of the fire alarm system
Table 14.3.1 states that the following must be on 01/11/2024. It is uploaded with
visually inspected semi-annually: this submission.
a. Control unit trouble signals Clay Fire Dept also did a
b. Remote annunciators semi-annual inspection on
c. Initiating devices (e.g. duct detectors, manual 03/07/2024. 1t is uploaded with
fire alarm boxes, heat detectors, smoke detectors, this submission.
etc.) The maintenance manager
d. Notification appliances contacted VFP about the
e. Magnetic hold-open devices sensitivity testing documentation.
This deficient practice could affect all building VFP stated that the sensors in the
occupants. smoke detectors do not require
sensitivity testing and provided the
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Findings include: sensor specifications. They are
uploaded with this submission.
Based on records review with the Program The maintenance manager
Director on 04/02/24 between 09:09 a.m. and 10:44 is working with VFP to get
a.m., no documentation was provided regarding a additional documentation for
visual inspection of the fire alarm system six sensitivity testing, but it has not
months after the annual fire alarm inspection been provided at the time of this
conducted on 06/09/23. The semi-annual visual submission. Follow up will occur
inspection should have been completed around weekly until appropriate sensitivity
December of 2023. Based on interview at the time testing documentation is received.
of records review, the Program Director stated a Going forward, the Quality
semi-annual visual inspection of the fire alarm assurance coordinator will monitor
system six months after the annual function fire all VFP documentation to ensure
alarm inspection could have been conducted, that all aspects of testing and
however was unsure where the documentation inspections are complete, any
could be. follow-up for deficiencies is
completed timely, and work orders
Findings were discussed with the Program are received and filed.
Director at exit conference. How facility will identify other
residents potentially affected &
2. Based on record review and interview, the what measures taken
facility failed to ensure 1 of 1 fire alarm systems All residents potentially are
was maintained in accordance with 9.6.1.3. LSC affected, and corrective measures
9.6.1.3 requires a fire alarm system to be installed, address the needs of all clients.
tested, and maintained in accordance with NFPA
70, National Electrical Code and NFPA 72, Measures or systemic changes
National Fire Alarm Code. NFPA 72, 14.4.5 states facility put in place to ensure no
unless otherwise permitted by other sections of recurrence:
this Code, testing shall be performed in Area Director will work with the
accordance with the schedules in Table 14.4.5, or Senior Director and Maintenance
more often if required by the authority having Dept to ensure that all facilities
jurisdiction. NFPA 72, 14.4.5.3.1 states sensitivity meet State standards for sprinkler
shall be checked within 1 year after installation. systems. Area Director is
NFPA 72, 14.4.5.3.2 states sensitivity shall be developing a monitoring system in
checked every alternate year thereafter unless conjunction with the Maintenance
otherwise permitted by compliance with 14.4.5.3.3. Dept and new Quality Assurance
This deficient practice could affect all occupants. Coordinator to monitor the Life
Safety books monthly to ensure
Findings include: that all required inspections are
present and always filed.
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Based on record review from with the Program
Director between 09:09 a.m. and 10:44 a.m. on
04/02/24, no documentation was available for
review to show if the smoke detector sensitivity
had been tested with in the last two years. Based
on interview at the time of record review, the
Program Director acknowledged the lack of
documentation available and stated the
inspections were not in the home at the time of the
survey.

Findings were discussed with the Program
Director at exit conference.

K S353 NFPA 101
Sprinkler System - Maintenance and Testing
Bldg. 01 | Sprinkler System - Maintenance and Testing
2012 EXISTING (Prompt)
NFPA 13 and 13R Systems
All sprinkler systems installed in accordance
with NFPA 13, Standard for the Installation of
Sprinkler Systems, and NFPA 13R, Standard
for the Installation of Sprinkler Systems in
Residential Occupancies Up To and Including
Four Stories in Height, are inspected, tested
and maintained in accordance with NFPA 25,
Standard for Inspection, Testing and
Maintenance of Water Based Fire Protection
System.
NFPA 13D Systems
Sprinkler systems installed in accordance
with NFPA 13D, Standard for the Installation
of Sprinkler Systems in One- and Two-Family
Dwellings and Manufactured Homes, are
inspected, tested and maintained in
accordance with the following requirements of
NFPA 25:

1. Control valves inspected monthly (NFPA
25, section 13.3.2).

2. Gauges inspected monthly (NFPA 25,

Persons responsible: Maintenance
manager, QA coordinator, Area
Director, Area Manager
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section 13.2.71).

3. Alarm devices inspected quarterly
(NFPA 25, section 5.2.6).

4. Alarm devices tested semiannually
(NFPA 25, section 5.3.3).

5. Valve supervisory switches tested
semiannually (NFPA 25, section 13.3.3.5).

6. Visible sprinklers inspected annually
((NFPA 25, section 5.2.1).

7. Visible pipe inspected annually (NFPA
25, section 5.2.2).

8. Visible pipe hangers inspected annually
(NFPA 25, section 5.2.3).

9. Buildings inspected annually prior to
freezing weather for adequate heat for water
filled piping (NFPA 25, section 5.2.5).

10. A representative sample of fast
response sprinklers are tested at 20 years
(NFPA 25, section 5.3.1.1.1.2).

11. A representative sample of dry pendant
sprinklers are tested at 10 years (NFPA 25,
section 5.3.1.1.15).

12. Antifreeze solutions are tested annually
(NFPA 25, section 5.3.4).

13. Control valves are operated through
their full range and returned to normal
annually (NFPA 25, section 13.3.3.1).

14. Operating stems of OS&Y valves are
lubricated annually (NFPA 25, section
13.3.4).

15. Dry pipe systems extending into
unheated portions of the building are
inspected, tested and maintained (NFPA 25,
section 13.4.4).

A. Date sprinkler system last checked and
necessary maintenance provided.

B. Show who provided the service.

C. Note the source of the water supply for the
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automatic sprinkler system.
(Provide in REMARKS information on
coverage for any non-required or partial
automatic sprinkler system.)
33.2.3.5.3,33.2.3.5.8,9.7.5,9.7.7, 9.7 .8,
and NFPA 25
1. Based on record review and interview, the K S353 Corrective action for resident(s) 05/01/2024
facility failed to ensure 1 of 1 sprinkler systems found to have been affected
were tested and/or inspected in accordance with All parts of the POC for the survey
NFPA 25. NFPA 25, Section 5.2.5 states, waterflow with event ID 131721 will be fully
alarm and supervisory alarm devices shall be implemented, including the
inspected quarterly to verify that they are free of following specifics:
physical damage. An inspection is defined as a VFP completed the fourth
visual examination of a system or a portion thereof quarter inspection on 10/10/23 and
to verify that it appears to be in operating did not provide a copy of the
condition and is free of physical damage. Section inspection. VFP was contacted
5.3.3.2 states vane-type and pressure switch-type by the maintenance manager for a
water flow alarm devices shall be tested copy of the inspection, and it has
semiannually. A test is defined as a procedure not been provided at the time of
used to determine the operational status of a this submission.
component or system by conducting periodic VFP completed the
physical checks, such as waterflow tests, fire backflow and antifreeze testing on
pump tests, alarm tests, and trip tests of dry pipe, 10/27/23. It is uploaded with this
deluge, or preaction valves. This deficient practice submission.
could affect all clients and staff. The maintenance manager
is working with VFP to resolve the
Findings include: annular space around the sprinkler
heads in the garage and bedroom
Based on record review with the Program Director #5. Itis still pending at the time of
on 04/02/24 between 09:09 a.m. and 10:44 a.m., this submission but anticipated to
there was no fourth quarter inspection for the be resolved by 5/1/24.
water flow alarm device available for review. Going forward, the Quality
During observation of the sprinkler riser, a Assurance Coordinator will ensure
quarterly inspection tag was on the riser which that all inspection paperwork is
indicated an inspection was completed in October filed and present in the Life Safety
0f 2023, however no documentation could be binder at the facility.
found at the home for details of the inspection. The maintenance manager
Based on interview at the time of record review, contacted VFP regarding the
the Program Director confirmed that there was one sprinkler system antifreeze being
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missing quarterly inspection. recharged. A work order or invoice
from VFP indicating that that the
Findings were discussed with the Program work was completed was not
Director at exit conference. received at the time of this
submission.
2. Based on record review, observation and Going forward, the Quality
interview, the facility failed to ensure 1 of 1 assurance coordinator will monitor
sprinkler systems were tested and/or inspected in all VFP documentation to ensure
accordance with NFPA 25. NFPA 25, Section that all aspects of testing and
4.1.4.1 states the property owner or designated inspections are complete, any
representative shall correct or repair deficiencies follow-up and/or work related to
or impairments that are found during the deficiencies is completed timely,
inspection, test, and maintenance required by this and work orders are received and
standard. 4.1.4.2 stated corrections and repairs filed.
shall be performed by qualified maintenance How facility will identify other
personnel or a qualified contractor. This deficient residents potentially affected &
practice could affect all clients and staff. what measures taken
All residents potentially are
Findings include: affected, and corrective measures
address the needs of all clients.
Based on observation on 04/02/24 between 10:45
a.m. and 11:10 a.m., the quarterly sprinkler Measures or systemic changes
inspection tag on the sprinkler riser in the facility put in place to ensure no
basement stated that the antifreeze was tested in recurrence
October of 2023. The tag indicated that the Maintenance Manager in
antifreeze tested at +15 and a recharge was conjunction with the Area Director
required. During record review between 09:09 a.m. and the Quality Assurance
and 10:44 a.m., no sprinkler inspection report was Coordinator is developing a
able to be obtained regarding the antifreeze monitoring system to review all
testing. No other documentation was located to VFP inspections and approve work
determine if the antifreeze was recharged or orders with VFP to resolve any
repaired. Based on interview at the time of noted deficiencies on annual and
observation and record review, the Program or quarterly inspections. The
Director acknowledged the issues with the Quality Assurance Coordinator is
antifreeze and was unsure if that had been tracking all VFP inspections to
addressed. ensure all paperwork is in life
safety binders as soon as
The finding was reviewed with the Program possible.
Director during the exit conference. Persons responsible: maintenance
manager, qa coordinator, area
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K S711

Bldg. 01

3. Based on observation and interview, the facility
failed to maintain the ceiling construction in 2 of 2
smoke compartments. The ceiling traps hot air and
gases around the sprinkler and cause the sprinkler
to operate at a specified temperature. NFPA 13,
2010 edition, 8.5.4.1.1 states the distance between
the sprinkler deflector and the ceiling above shall
be selected based on the type of sprinkler and the
type of construction. This deficient practice

could affect approximately all staff and residents.

Findings include:

Based on observation with the Program Director
on 04/02/24 between 10:45 a.m. and 11:10 a.m., two
sprinkler heads were located within the garage
which both had approximately 1/4" of annular
space around the sprinkler heads. Furthermore,
the sprinkler head located in the closet for
bedroom #5 had approximately 1/2 inches of
annular space next to the sprinkler head. Based on
interview at the time of observation, the Program
Director acknowledged the open spacing between
the ceiling and sprinkler heads in the
aforementioned areas.

Findings were discussed with the Program
Director at exit conference.

NFPA 101

Evacuation and Relocation Plan

Evacuation and Relocation Plan

The administration of every resident board
and care facility shall have in effect and
available to all supervisory personnel written
copies of a plan for protecting all persons in
the event of fire, for keeping persons in place,
for evacuating persons to areas of refuge, and
for evacuating person from the building when
necessary. The plan shall include special

director, area manager

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

131721 Facility ID:

001087 If continuation sheet

Page 36 of 42




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/03/2024
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER
15G573

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

01 COMPLETED

04/02/2024

NAME OF PROVIDER OR SUPPLIER

DUNGARVIN INDIANA LLC

STREET ADDRESS, CITY, STATE, ZIP COD
51778 TROWBRIDGE LN
SOUTH BEND, IN 46637

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIE
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

staff response, including fire protection
procedures needed to ensure the safety of
any resident, and shall be amended or
revised whenever any resident with unusual
needs is admitted to the home. All
employees shall be periodically instructed
and kept informed with respect to their duties
and responsibilities under the plan. Such
instruction shall be reviewed by the staff not
less than every two months. A copy of the
plan shall be readily available at all times
within the facility.

All residents participating in the emergency
plan shall be trained in the proper actions to
be taken in the event of fire. Training shall
include proper actions to be taken if the
primary escape route is blocked. If the
resident is given rehabilitation or habilitation
training, training in fire prevention and the
actions to be taken in the event of a fire shall
be part of the training program. Residents
shall be trained to assist each other in case
of fire to the extent that their physical and
mental abilities permit them to do so without
additional personal risk.
32.71,32.7.2,33.7.1,33.7.2

Based on record review and interview, the facility
failed to provide a written evacuation and
relocation plan in the event of fire and failed to
provide documentation of periodic staff
instruction on the written fire plan not less than
every two months. This deficient practice affects
all clients, staff and visitors.

Findings include:

Based on record review with the Program Director
from 09:09 a.m. to 10:44 a.m. on 04/02/24, a written
evacuation and relocation plan in the event of fire
and periodic staff instruction on the written fire

K S711

Corrective action for resident(s)
found to have been affected

All parts of the POC for the survey
with event ID 131721 will be fully
implemented, including the
following specifics:

All facility staff will be trained
on the emergency preparedness
plan by 4/29/24, including where
to evacuate/relocate to and where
it is in the life safety binder in the
facility. Training documentation
will be in the life safety binder.

The emergency preparedness

04/29/2024
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plan was not available for review. Based on plan will be completed on 4/29/24
interview at the time of record review, the Program and will be located in the life
Director was unsure why the documentation was safety binder at the facility.
missing, but acknowledged that the How facility will identify other
documentation was not in the life safety book and residents potentially affected &
was unsure where it was at. what measures taken
All residents potentially are
Findings were discussed with the Program affected, and corrective measures
Director at exit conference. address the needs of all clients.
Measures or systemic changes
facility put in place to ensure no
recurrence
All new facility staff are trained on
emergency policies and where
they are located in the home,
upon hire and at least bi-annually.
Going forward, the QIDP and the
Quality Assurance Coordinator will
monitor the Life Safety books
monthly to ensure that all required
policies, emergency plans and
training exercises are present, and
that staff training is documented
per state guidelines.
Persons responsible: QIDP, Area
Manager, area director, QA
coordinator
K S712 NFPA 101
Fire Drills
Bldg. 01 Fire Drills
1. The facility must hold evacuation drills at
least quarterly for each shift of personnel and
under varied conditions to:
a. Ensure that all personnel on all shifts are
trained to perform assigned tasks;
b. Ensure that all personnel on all shifts are
familiar with the use of the facility's
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emergency and disaster plans and
procedures.
2. The facility must:
a. Actually evacuate clients during at least
one drill each year on each shift;
b. Make special provisions for the
evacuation of clients with physical
disabilities;
c. File a report and evaluation on each drill;
d. Investigate all problems with evacuation
drills, including accidents and take corrective
action; and
e. During fire drills, clients may be
evacuated to a safe area in facilities certified
under the Health Care Occupancies Chapter
of the Life Safety Code.
3. Facilities must meet the requirements of
paragraphs (i) (1) and (2) of this section for
any live-in and relief staff that they utilize.
42 CFR 483.470(i)
Based on record review and interview, the facility K S712 Corrective action for resident(s) 04/29/2024
failed to conduct evacuation/fire drills at least found to have been affected
quarterly for each shift of personnel and under All parts of the POC for the survey
varied conditions for 5 of 12 shifts. This deficient with event ID 131721 will be fully
practice affects all staff and clients. implemented, including the
following specifics:
Findings include: All facility staff will be trained
by 4/29/24 on the requirement that
Based on records review with the Program fire drills must be per Dungarvin
Director on 04/02/24 between 09:09 a.m. and 10:44 policy every month: one drill per
a.m., the following shifts were missing fire drills: shift per month.
a) There was no documentation for a third shift Going forward the QIDP will
fire drill in the first quarter of 2024 monitor monthly drills and audit
b) There was no documentation for a first, second completed drills by the 25th of
or third shift fire drill in the third quarter of 2023 every month and conduct drills as
¢) There was no documentation for a third shift needed before the last day of the
fire drill in the fourth quarter of 2023 month.
Based on interview at the time of record review, How facility will identify other
the Program Director acknowledged the missing residents potentially affected &
fire drills and was unaware if any others were able what measures taken
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to be located. All residents potentially are
affected, and corrective measures
address the needs of all clients.
Measures or systemic changes
facility put in place to ensure no
recurrence
Area Director is developing a
monitoring system in conjunction
with the Quality Assurance
Coordinator to monitor the Life
Safety books monthly to ensure
that all required drills are present
and always filed. All new facility
staff and QIDPs are trained on
Dungarvin policy for conducting
emergency drills. The QIDP will
monitor monthly drills and audit
completed drills by the 25th of
every month and conduct drills as
needed before the last day of the
month.
Persons responsible: QIDP, area
director, area manager, QA
coordinator
K S741 NFPA 101
Smoking Regulations
Bldg. 01 | Smoking Regulations
Smoking regulations shall be adopted by the
administration of board and care
occupancies. Where smoking is permitted,
noncombustible safety type ashtrays or
receptacles shall be provided in convenient
locations.
32.7.4.1,32.7.4.2,33.7.4.1,33.7.4.2
Based on observation and interview; the facility K S741 Corrective action for resident(s) 04/29/2024
failed to ensure 1 of 1 smoking areas were found to have been affected
maintained by disposing cigarette butts in a metal All parts of the POC for the survey
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or noncombustible container with self-closing with event ID 131721 will be fully
cover devices. This deficient practice could affect implemented, including the
approximately all staff and residents. following specifics:
All facility staff will be trained
Findings include: by 4/29/24 on the designated
smoking area per Dungarvin policy
Based on observation during a tour of the facility and how to properly dispose of
with Program Director on 04/02/24 between 10:45 cigarette bultts.
a.m. and 11:10 a.m., approximately ten cigarette Going forward the QIDP will
butts were discarded on the ground and on a table observe the designated smoking
within the back porch area. Furthermore, an ash area and the perimeter around the
tray was located on top of the homes electric facility during weekly site visits to
meter that had approximately four cigarette butts ensure staff and supported
disposed. Based on interview at the time of individuals are following Dungarvin
observations, the Program Director stated that policy for smoking. Coaching will
one client does smoke and unknown if staff do be provided immediately for
then agreed that the cigarette butts were anyone in non-compliance with
improperly disposed. policy and disciplinary action as
needed.
This finding was review with the Program Director How facility will identify other
during the exit conference. residents potentially affected &
what measures taken
All residents potentially are
affected, and corrective measures
address the needs of all clients.
Measures or systemic changes
facility put in place to ensure no
recurrence
All facility staff are trained on
designated smoking areas upon
hire and as needed. All supported
individuals are able to smoke in
designated areas. All QIDPs are
trained on Dungarvin policy
pertaining to designated smoking
areas upon hire and as needed.
QIDP, Area Manager, and Area
Director or other designated
supervisory staff will monitor
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smoking areas during site visits to
ensure staff and supported
individuals are utilizing it
appropriately.
Persons responsible: QIDP, Area
manager, Area director
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