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and Suppliers, 42 CFR 483.475

the census was 6.

EP Testing Requirements

(2), §494.62(d)(2).

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

At this Emergency Preparedness survey,
REM-Indiana, Inc. was found not in compliance
with Emergency Preparedness Requirements for
Medicare and Medicaid Participating Providers

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

Quality Review completed on 03/02/22
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§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)

*[For ASCs at §416.54, CORFs at §485.68,
OPO, "Organizations" under §485.727,
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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 disclosable 14

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

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice
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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 §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
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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
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
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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
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,

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

TTSH21  Facility ID:

001113 If continuation sheet

Page 6 of 22




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

PRINTED: 03/23/2022
FORM APPROVED
OMB NO. 0938-0391

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

15G599

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

COMPLETED
03/01/2022

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

STREET ADDRESS, CITY, STATE, ZIP CODE
860 W 65TH LN
MERRILLVILLE, IN 46410

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

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
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
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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.

*[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
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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 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
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(i) Analyze the OPOQ's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the [RNHCI's and OPQO's] emergency plan,
as needed.
*[ RNCHIls 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 E 0039 The PS and PD will be trained to 03/31/2022
facility failed to conduct exercises to test the ensure that a full scale exercise
emergency plan at least twice per year. The that is community based or facility
ICF/IID facility must do the following: based or document the response
(i) Participate in an annual full-scale exercise to an actual natural or man-made
that is community-based; or emergency that requires
a. When a community-based exercise is not activation of the emergency
accessible, conduct an annual individual, response plan on an annual basis.
facility-based functional exercise. In addition, a second exercise will
b. If the ICF/IID facility experiences an actual be a second full scale exercise
natural or man-made emergency that requires that is community based or facility
activation of the emergency plan, the ICF/IID based, a mock disaster drill or a
facility is exempt from engaging its next tabletop exercise/workshop that is
required full-scale in a community-based or led by a facilitator and includes a
individual, facility-based full-scale functional group discussion, using a
exercise for 1 year following the onset of the narrated, clinically relevant
actual event. emergency scenario and a set of
(ii) Conduct an additional exercise that may problem statement, directed
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include, but is not limited to the following: messages or prepared questions

a. A second full-scale exercise that is designed to challenge the

community-based or an individual, facility-based emergency plan.

functional exercise.

b. A mock disaster drill; or The PS will check the safety book

c. A tabletop exercise or workshop that is led by at least quarterly to ensure all

a facilitator that includes a group discussion led required documenting is present

by a facilitator, using a narrated, including documentation of the

clinically-relevant emergency scenario, and a set annual full scale exercise as well

of problem statements, directed messages, or as the second full scale exercise,

prepared questions designed to challenge an mock disaster drill or tabletop

emergency plan. exercise. A copy of the

(iii) Analyze the ICF/IID facility's response to documentation for these exercises

and maintain documentation of all drills, tabletop will be provided to the PD to be

exercises, and emergency events, and revise the maintained at the office.

ICF/IID facility's emergency plan, as needed in

accordance with 42 CFR 483.475(d)(2). This Responsible Person: Area

deficient practice could affect all occupants. Director

Findings include:

Based on review of the facility's EPP with the

Program Director and Program Supervisor on

03/01/22 at 11:45 a.m., the following was not

available for review:

a) The facility was using the COVID actual event

as one of their exercise requirements, but no

documentation of the current COVID-19 actual

emergency response was available for review.

b) No documentation of a second exercise of

choice was available for review: 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 and Program Supervisor

stated the facility is using the current natural

COVID emergency as one of the requirements,

but the documentation for the natural event and

exercise of choice was not available for review.
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K 0000

Bldg. 01

The finding was reviewed with the Program
Director and Program Supervisor during the exit
conference.

A Life Safety Code Recertification Survey was
conducted by the Indiana Department of Health
in accordance with 42 CFR 483.490(j).

Survey Date: 03/01/2022

Facility Number: 001113
Provider Number: 15G599
AIM Number: 100245610

At this Life Safety Code survey, REM-Indiana
Inc. was found not in compliance with
Requirements for Participation in Medicaid, 42
CFR Subpart 483.490(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 facility with a basement was fully
sprinklered. The facility has a fire alarm system
with hard wired smoke detection in corridors,
resident rooms, common areas and heat
detection in the attic. The facility has the
capacity for 8 and had a census of 6 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 .78.

K 0000
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Quality Review completed on 03/02/22
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 observation and interview, the facility K S100 The Program Supervisor will 03/31/2022
failed to document 2 of 2 portable fire contact the vendor that provides
extinguishers located in the facility was subject maintenance and checks of the
to maintenance at intervals of not more than one fire and sprinkler system and
year. LSC 33. 1.1.3 states the provisions of request the fire extinguishers be
Chapter 4, General, shall apply. LSC 4.6.12.4 checked to ensure they are in
requires any device, equipment, system, good repair and able to function
condition, arrangement, level of protection, properly. In addition, the vendor
fire-resistive construction, or any other feature will be informed that the fire
requiring periodic testing, inspection, or extinguishers need to be serviced
operation to ensure its maintenance shall be annually and the extinguisher
tested, inspected, or operated as specified in needs to have a tag or label
applicable NFPA standards. NFPA 10, the secured to it showing the month
Standard for Portable Fire Extinguishers, 2010 and date the maintenance was
Edition, Section 7.3.1.1 states fire extinguishers performed, a signature of the
shall be subject to maintenance at intervals of not person performing the service and
more than one year, at the time of hydrostatic the name of the agency
test, or when specifically indicated by an performing the work.
inspection. Section 7.3.3 states each fire
extinguisher shall have a tag or label securely The Program Supervisor or
attached that indicates the month and year the designated staff person who
maintenance was performed, identifies the initiates a monthly evacuation drill
person performing the work, and identifies the will visibly check the fire
name of the agency performing the work. This extinguishers in the home to
deficient practice could affect all clients, staff ensure there is no apparent visual
and visitors. issues with the fire extinguisher
and that their is a tag indicating
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Findings include: when the fire extinguisher was
serviced last, by who and what
Based on observation with the Program Director company identified on the tag or
and Program Supervisor during a tour of the label. This will be documented on
facility from 12:35 p.m. to 12:53 p.m. on the fire/evacuation drill form which
03/01/22, the two portable fire extinguisher is maintained in the homes safety
located in the facility had affixed maintenance book.
tag or label documenting annual maintenance was
performed January 2021. Based on interview at Responsible Person: Area
the time of observation, the Program Supervisor Director
confirmed January 2021 as the last annual
maintenance of the portable fire extinguishers,
and stated she did not know why the annual
maintenance was not current.
This finding was reviewed with the Program
Director and Program Supervisor at the exit
conference.
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
Based on record review, observation and K S345 The Program Supervisor will 03/31/2022
interview; the facility failed to ensure 1 of 1 fire contact the vendor that provides
alarm systems was maintained in accordance with maintenance and checks of the
NFPA 72, National Fire Alarm and Signaling fire and sprinkler system and
Code. NFPA 72,2010 Edition, 14.2.1.2.1 states request the heat sensor in the
the requirements of Section 10.19 shall be kitchen be checked and cleaned
applicable when a system is impaired. Section of the corrosion repaired and/or
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: TTSH21 Facility ID: 001113 If continuation sheet Page 14 of 22




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

PRINTED: 03/23/2022
FORM APPROVED
OMB NO. 0938-0391

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

15G599

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

01

X3) DATE SURVEY

COMPLETED
03/01/2022

NAME OF PROVIDER OR SUPPLIER

REM-INDIANA INC

STREET ADDRESS, CITY, STATE, ZIP CODE

860 W 65TH LN
MERRILLVILLE, IN 46410

(X4) ID
PREFIX
TAG

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

1D
PREFIX
TAG

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

(X5)
COMPLETION
DATE

K S353

Bldg. 01

14.2.1.2.2 states system defects and
malfunctions shall be corrected. This deficient
practice could affect all clients, staff, and
visitors.

Findings include:

Based on review of "Inspection and Test Report"
documentation dated 07/12/2021 with the
Program Director and Program Supervisor
during record review from 11:15 a.m. to 12:35
p-m. on 03/01/2022, "covered in grease and
shows signs of corrosion" was stated in the
"Deficiencies Found" section of the report for
the kitchen heat detector. No additional
documentation on the status of heat detector
replacement on or after 07/12/2021 was
available for review. Based on interview at the
time of record review, the Program Supervisor
stated she was unaware if the noted deficiency of
the heat detector has been addressed. Based on
observations with the Program Director and
Program Supervisor during a tour of the facility
from 12:35 p.m. to 12:53 p.m. on 03/01/2022,
the heat detector in the kitchen was covered in
grease and showed signs of corrosion.

This finding was reviewed with the Program
Director and Program Supervisor at the exit
conference.

NFPA 101

Sprinkler System - Maintenance and Testing
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

replaced.

Responsible Person: Area
Director
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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,
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
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(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 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

Based on observation and interview, the facility
failed to ensure 1 of over 10 sprinkler heads in
the facility were maintained. NFPA 13, Standard
for the Installation of Sprinkler Systems, 2010
Edition, Section 6.2.7.1 states plates,
escutcheons, or other devices used to cover the
annular space around a sprinkler shall be metallic
or shall be listed for use around a sprinkler. This
deficient practice could affect all clients and
staff in the facility.

Findings include:
Based on observation with the Program Director

and Program Supervisor during a tour of the
facility from 12:35 p.m. to 12:53 p.m. on

K S353

The Program Supervisor will
contact the vendor that provides
maintenance and checks of the
fire and sprinkler system and
request sprinkler head in the
dining room be repaired so there
is no opening around the
escutcheon.

Responsible Person: Area
Director

03/31/2022
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03/01/2022, the dining room had a sprinkler
head with a half inch opening in the ceiling
around the escutcheon. Based on interview at the
time of observation, the Program Director
agreed the aforementioned sprinkler head
location had a half inch opening in the ceiling.

This finding was reviewed with the Program
Director and Program Supervisor at the exit
conference.

K S511 NFPA 101

Utilities - Gas and Electric

Bldg. 01 Utilities - Gas and Electric

Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas
Code, electrical wiring and equipment
complies with NPFA 70, National Electric
Code.

32.25.1,33.25.1,9.11,9.1.2

Based on observation and interview, the facility
failed to ensure 1 of 3 wet locations were
provided with ground fault circuit interrupter
(GFCI) protection against electric shock. NFPA
70, NEC 2011 Edition at 210.8 Ground-Fault
Circuit-Interrupter Protection for Personnel,
states, ground-fault circuit-interruption for
personnel shall be provided as required in
210.8(A) through (C). The ground-fault
circuit-interrupter shall be installed in a readily
accessible location.

Informational Note: See 215.9 for ground-fault
circuit interrupter protection for personnel on
feeders.

(B) Other Than Dwelling Units. All 125-volt,
single-phase, 15- and 20-ampere receptacles
installed in the locations specified in 210.8(B)
(1) through (8) shall have ground-fault
circuit-interrupter protection for personnel.

(1) Bathrooms

K S511 The Program Supervisor will

contact the vendor that completes
maintenance needs for the home
and requested the GRCI
receptacle in the kitchen to the left
of the sink be repaired so it will
function properly and safely.

Responsible Person: Area
Director

03/31/2022
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(2) Kitchens

(3) Rooftops

(4) Outdoors

Exception No. 1 to (3) and (4): Receptacles that
are not readily accessible and are supplied by a
branch circuit dedicated to electric
snow-melting, deicing, or pipeline and vessel
heating equipment shall be permitted to be
installed in accordance with 426.28 or 427.22,
as applicable.

Exception No. 2 to (4): In industrial
establishments only, where the conditions of
maintenance and supervision ensure that only
qualified personnel are involved, an assured
equipment grounding conductor program as
specified in 590.6(B)(2) shall be permitted for
only those receptacle outlets used to supply
equipment that would create a greater hazard if
power is interrupted or having a design that is not
compatible with GFCI protection.

(5) Sinks - where receptacles are installed within
1.8 m (6 ft.) of the outside edge of the sink.
Exception No. 1 to (5): In industrial laboratories,
receptacles used to supply equipment where
removal of power would introduce a greater
hazard shall be permitted to be installed without
GFCI protection.

Exception No. 2 to (5): For receptacles located
in patient bed locations of general care or
critical care areas of health care facilities other
than those covered under

210.8(B)(1), GFCI protection shall not be
required.

(6) Indoor wet locations

(7) Locker rooms with associated showering
facilities

(8) Garages, service bays, and similar areas
where electrical diagnostic equipment, electrical
hand tools.

NFPA 70, 517-20 Wet Locations, requires all
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K S§712

Bldg. 01

receptacles and fixed equipment within the area
of the wet location to have ground-fault circuit
interrupter (GFCI) protection. Note: Moisture
can reduce the contact resistance of the body,
and electrical insulation is more subject to
failure. This deficient practice could affect all
clients and staff.

Findings include:

Based on observation on 03/01/22 at 12:40 p.m.
during a tour of the facility with the Program
Director and Program Supervisor, there was a
GFCI electric receptacle within five feet of the
kitchen sink. When tested with a GFCI tester, the
receptacle indicated 'Hot/Neutral Reverse'.
Based on interview at the time of observation,
the Program Director agreed the electric
receptacle to the left of the kitchen sink was not
wired properly.

This finding was reviewed with the Program
Director and Program Supervisor at the exit
conference.

NFPA 101

Fire Drills

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
emergency and disaster plans and
procedures.

2. The facility must:

a. Actually evacuate clients during at least

one drill each year on each shift;
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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 failed to conduct 1 of 12 quarterly shift
fire drills in accordance with 42 CFR
483.470(i), which states the following:

(1) The facility must hold evacuation drills at
least quarterly for each shift of personnel and
under varied conditions to -

(1) Ensure that all personnel on all shifts are
trained to perform assigned tasks.

(ii) Ensure that all personnel on all shifts are
familiar with the use of the facility's fire
protection features.

Due to the COVID-19 Public Health Emergency,
documented training may be used in lieu of fire
drills, as allowed.

This deficient practice could affect all clients.
Findings include:

During record review with the Program Director
and Program Supervisor on 03/01/2022 from
11:15 a.m. to 12:35 p.m., the facility provided
documentation of fire drills, however it was
incomplete. They were unable to provide

K S712

The PS will be trained to ensure
that the fire drill schedule if
followed and documentation is
maintained in the homes safety
book. Copies will be made of drills
and provided to the PD for a file in
the office in the event that
additional documentation is
needed. The PS will check the
safety book quarterly to ensure
the appropriate required
documentation is present.

Responsible Person: Area
Director

03/31/2022
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documentation of fire drills, or training as
allowed for 3rd shift, Fourth Quarter (October,
November, December) of 2021. Based on
interview at the time of record review, the
Program Supervisor agreed that she was unable
to provide documentation of a fire drill, or
allowed training, for the timeframes specified at
the time of the survey.
This finding was reviewed with the Program
Director and Program Supervisor at the exit
conference.
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