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An Emergency Preparedness Survey was E 0000 The creation and submission of
conducted by the Indiana Department of Health in this plan of correction does not
accordance with 42 CFR 483.73. constitute an admission by this
provider of any conclusion set
Survey Date: 10/10/23 forth in the statement of
deficiencies, or of any violation
Facility Number: 000348 of regulation.
Provider Number: 155427 Due to the relative low scope
AIM Number: 100288390 and severity of this survey, the
facility respectfully requests a
At this Emergency Preparedness survey, Hickory desk review in lieu of a
Creek at Madison was found not in compliance post-survey revisit.
with Emergency Preparedness Requirements for
Medicare and Medicaid Participating Providers
and Suppliers, 42 CFR 483.73.
The facility has 36 certified beds. At the time of
the survey, the census was 34.
Quality Review completed on 10/12/23
The requirement at 42 CFR, Subpart 483.73 is NOT
MET as evidenced by:
E 0039 403.748(d)(2), 416.54(d)(2), 418.113(d)(2),
SS=F 441.184(d)(2), 482.15(d)(2), 483.475(d)(2),
Bldg. -- 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).
*[For ASCs at §416.54, CORFs at §485.68,
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Markietta Burns Executive Director 10/23/2023

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

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

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

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

continued program participation.
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OPO, "Organizations" under §485.727,
CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct
exercises to test the emergency plan
annually. The [facility] must do all of the
following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is
not accessible, conduct a facility-based
functional exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility]
is exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.
(ii) Conduct an additional exercise at least
every 2 years, opposite the year the full-scale
or functional exercise under paragraph (d)(2)
(i) of this section is conducted, that may
include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or
(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.

(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 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 exercise
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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 not
accessible, conduct an annual individual,

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

4MN721 Facility ID:

000348 If continuation sheet

Page 5 of 15




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

PRINTED: 10/26/2023
FORM APPROVED
OMB NO. 0938-039

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

155427

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

COMPLETED
10/10/2023

NAME OF PROVIDER OR SUPPLIER

HICKORY CREEK AT MADISON

STREET ADDRESS, CITY, STATE, ZIP COD
1945 CRAGMONT ST
MADISON, IN 47250

(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

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/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.
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(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
natural or man-made emergency that requires
activation of the emergency plan, the ICF/IID
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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 required
full-scale community-based or individual,
facility based functional exercise following the
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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
of the emergency event.

(i) Analyze the OPOQ's response to and
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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 E 0039 E039 10/26/2023

failed to conduct exercises to test the emergency It is the practice of this facility to

plan at least twice per year, including conduct exercises to test the

unannounced staff drills using the emergency emergency plan annually. The

procedures. The LTC facility must do the facility did document an actual

following: event that is a community based

(i) Participate in an annual full-scale exercise that and facility based functional

is community-based; or exercise within the most recent

a. When a community-based exercise is not two year period.

accessible, conduct an annual individual, The corrective action taken for

facility-based functional exercise. those residents found to be

b. If the LTC facility experiences an actual natural affected by the deficient

or man-made emergency that requires activation practice include:

of the emergency plan, the LTC facility is exempt An actual event and tabletop

from engaging its next required full-scale exercise was completed with an

community-based or individual, facility-based after action report.

full-scale functional exercise for 1 year following Other residents that have the

the onset of the actual event. potential to be affected have

(ii) Conduct an additional exercise that may been identified by: All

include, but is not limited to the following: residents, staff, and visitors have
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a. A second full-scale exercise that is the potential to be affected but
community-based or an individual, facility-based none were identified.
functional exercise. The measures or systematic
b. A mock disaster drill; or changes that have been put
c. A tabletop exercise or workshop that is led by a into place to ensure that the
facilitator that includes a group discussion, using deficient practice does not
a narrated, clinically-relevant emergency scenario, recur: Executive Director and
and a set of problem statements, directed Maint. Director have reviewed the
messages, or prepared questions designed to EPP will continue maintain the
challenge an emergency plan. emergency preparedness program
(iii) Analyze the LTC facility's response to and by reviewing annually, after an
maintain documentation of all drills, tabletop event, or as needed. This includes
exercises, and emergency events, and revise the conducting exercises to test the
LTC facility's emergency plan, as needed in emergency plan annually.
accordance with 42 CFR 483.73(d)(2). This The corrective action taken to
deficient practice could affect all occupants. monitor performance to assure
compliance through quality
Findings include: assurance is: Executive
Director/Maint Director shall review
Based on review of "Emergency Preparedness"” binders annually, after an event, or
documentation dated 04/15/23 with the as needed.
Maintenance Director and the Activities Director
during record review from 10:15 a.m. to 12:50 p.m. Date of Completion: 10/26/23
on 10/10/23, the facility did not document a
full-scale exercise that is community-based or an
individual, facility-based functional exercise
within the most recent two year period. The
facility also did not document any actual natural
or man-made emergency that required activation
of the emergency plan within the most recent two
year period. The facility documented a "Tabletop
Exercise for Ice Storm Warning" on 02/02/23 and a
"Severe Weather Policy & Procedure-In Service"
on 05/02/23. Based on interview at the time of
record review, the Maintenance Director stated
the 02/02/23 exercise was a table top exercise and
agreed documentation of a community-based
exercise, an individual, facility-based exercise or
documentation of an actual natural or man-made
emergency that required activation of the
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emergency plan within the most recent two year
period was not available for review.
These findings were reviewed with the
Maintenance Director during the exit conference.
K 0000
Bldg. 01
A Life Safety Code Recertification and State K 0000 The creation and submission of
Licensure Survey was conducted by the Indiana this plan of correction does not
Department of Health in accordance with 42 CFR constitute an admission by this
483.90(a). provider of any conclusion set
forth in the statement of
Survey Date: 10/10/23 deficiencies, or of any violation
of regulation.
Facility Number: 000348 Due to the relative low scope
Provider Number: 155427 and severity of this survey, the
AIM Number: 100288390 facility respectfully requests a
desk review in lieu of a
At this Life Safety Code survey, Hickory Creek at post-survey revisit.
Madison was found not in compliance with
Requirements for Participation in
Medicare/Medicaid, 42 CFR Subpart 483.90(a),
Life Safety from Fire, and the 2012 edition of the
National Fire Protection Association (NFPA) 101,
Life Safety Code, (LSC), Chapter 19, Existing
Health Care Occupancies and 410 IAC 16.2.
This one story facility was determined to be of
Type II (222) construction and was fully
sprinklered. The facility has a fire alarm system
with smoke detection in the corridors, spaces
open to the corridors and has battery powered
smoke detectors in all resident sleeping rooms.
The facility has a capacity of 36 and had a census
of 34 at the time of this survey.
All areas where residents have customary access
were sprinklered. All areas providing facility
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  4MN721 Facility ID: 000348 If continuation sheet ~ Page 12 of 15




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

PRINTED: 10/26/2023
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 01 COMPLETED
155427 B. WING 10/10/2023
STREET ADDRESS, CITY, STATE, ZIP COD

NAME OF PROVIDER OR SUPPLIER 1945 CRAGMONT ST

HICKORY CREEK AT MADISON MADISON, IN 47250

(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
storage were sprinklered except for two detached
buildings which were not sprinklered.
Quality Review completed on 10/12/23
K 0232 NFPA 101
SS=F Aisle, Corridor, or Ramp Width
Bldg. 01 Aisle, Corridor or Ramp Width
2012 EXISTING
The width of aisles or corridors (clear or
unobstructed) serving as exit access shall be
at least 4 feet and maintained to provide the
convenient removal of nonambulatory patients
on stretchers, except as modified by
19.2.3.4, exceptions 1-5.
19.2.3.4,19.2.3.5
Based on observation and interview, the facility K 0232 K 232 10/26/2023
failed to meet the clear width requirement for 3 of 5 It is the practice of this facility to
corridors or met an exception per 19.2.3.4(5). LSC meet the clear width requirement
19.2.3.4(5) states where the corridor width is at in the corridors.
least 8 feet, projections into the required width The corrective action taken for
shall be permitted for fixed furniture, provided that those residents found to be
all of the following conditions are met: affected by the deficient
(a) the fixed furniture is securely attached to the practice include:
floor or to the wall. The furniture in the corridors are
(b) the fixed furniture does not reduce the clear now fixed to the floor or wall with
unobstructed corridor width to less than six feet, heavy duty adhesive. Inspection of
except as permitted by 19.2.3.4(2). all halls has been conducted to
(c) the fixed furniture is located only on one side ensure no furniture was in the hall
of the corridor. which was not affixed to the floor
(d) the fixed furniture is grouped such that each or wall.
grouping does not exceed an area of 50 square Other residents that have the
feet. potential to be affected have
(e) the fixed furniture groupings addressed in been identified by: All
19.2.3.4(5)(d) are separated from each other by a residents, staff, and visitors have
distance of at least 10 feet. the potential to be affected but
(f) the fixed furniture is located so as to not none were identified.
obstruct access to building service and fire The measures or systematic
protection equipment. changes that have been put
(g) corridors throughout the smoke compartment into place to ensure that the
FORM CMS-2567(02-99) Previous Versions Obsolete EventID:  4MN721 Facility ID: 000348 If continuation sheet ~ Page 13 of 15




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

PRINTED: 10/26/2023
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 01 COMPLETED
155427 B. WING 10/10/2023
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER 1945 CRAGMONT ST
HICKORY CREEK AT MADISON MADISON, IN 47250
(X4)ID SUMMARY STATEMENT OF DEFICIENCIE D ROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CR(BEEHR(‘E(I):':EI:‘ECJ (':\é];‘)ATCg '_m";;’géggggl ATE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICIENCY) DATE
are protected by an electrically supervised deficient practice does not
automatic smoke detection system in accordance recur: Executive Director and
with 19.3.4, or the fixed furniture spaces are Maint. Director have reviewed the
arranged and located to allow direct supervision policy and will continue maintain
by the facility staff from a nurse's station or similar the emergency preparedness
space. program by reviewing annually,
(h) the smoke compartment is protected after an event, or as needed.
throughout by an approved, supervised automatic Executive Director/Maint Director
sprinkler system in accordance with 19.3.5.8. have been in-serviced.
This deficient practice could affect all residents, Maintenance will round weekly to
staff and visitors if needing to exit the facility. ensure there is no furniture which
is not affixed to the wall or floor in
Findings include: the hallway.
The corrective action taken to
Based on observations with the Maintenance monitor performance to assure
Director and the Activities Director during a tour compliance through quality
of the facility from 12:50 p.m. to 1:40 p.m. on assurance is: Executive
10/10/23, two upholstered chairs were stored in Director/Maint. Director shall
the corridor outside Room 4 and were not affixed ensure that all furniture in the
to the floor or to the wall. Each of the two chairs corridors are fixed to the floor or
were stored up against the corridor wall and wall. Maint. Director/Designee will
projected 32 inches into the 113 inch wide complete audit tool weekly X4
corridor. A couch was stored up against the wall weeks and monthly X 6 months.
in the corridor outside Room 15 and projected 33 The IDT committee will determine
inches into the 113 inch wide corridor. In need for further review. If 100% is
addition, a table was stored up against the not achieved, an action plan will
corridor wall at the side entrance to the facility be developed.
near Room 4 and projected 16 inches into the 8
foot wide corridor. All measurements were made
using the Maintenance Director's measuring tape. Date of Completion: 10/26/23
Based on interview at the time of the
observations, the Maintenance Director and the
Activities Director greed the aforementioned
furniture storage locations were not affixed to the
floor or to the wall.
These findings were reviewed with the
Maintenance Director during the exit conference.
3.1-19(b)
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