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A Post Survey Revisit (PSR) to the Emergency
Preparedness Survey that exited on 02/06/24 was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.73.

Survey Dates: 03/19/24

Facility Number: 000016
Provider Number: 155042
AIM Number: 100291500

At this PSR to the Emergency Preparedness
survey, Willow Manor was found in compliance
with Emergency Preparedness Requirements for
Medicare and Medicaid Participating Providers
and Suppliers, 42 CFR 483.73

The facility has a capacity of 170 certified beds
and had a census of 81 at the time of this visit.

Quality Review completed on 03/19/24

K 0000

Bldg. 01
A Post Survey Revisit (PSR) to the Life Safety
Code Recertification and State Licensure Survey
that exited on 02/06/24 was conducted by the
Indiana Department of Health in accordance with
42 CFR 483.90(a).

Survey Dates: 03/19/24
Facility Number: 000016

Provider Number: 155042
AIM Number: 100291500

E 0000

K 0000
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continued program participation.
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At this PSR to the Life Safety Code survey,
Willow Manor 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 with a lower level was
determined to be of Type V (000) construction and
was fully sprinklered. The facility has a fire alarm
system with hard wired smoke detectors in the
corridors, spaces open to the corridors, and all
resident sleeping rooms. The facility has a
capacity of 170 and had a census of 81 at the time
of this survey.

All areas where the residents have customary
access were sprinklered, including the smoking
building, and all areas providing facility services
were sprinklered, except, an enclosed metal
carport used for storage of landscaping
equipment, and a wood minibarn used for storage
of biohazardous waste.

Quality Review completed on 03/19/24

NFPA 101

Discharge from Exits

Discharge from Exits

Exit discharge is arranged in accordance with
7.7, provides a level walking surface meeting
the provisions of 7.1.7 with respect to
changes in elevation and shall be maintained
free of obstructions. Additionally, the exit
discharge shall be a hard packed all-weather
travel surface.

18.2.7,19.2.7

Based on observation and interview, the facility

K 0271

What Corrective Action(s) Will Be

04/30/2024
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failed to maintain the walking surface for 1 of at Accomplished for Those
least 18 exit discharge areas. This deficient Residents Found to Have Been
practice could affect at least 20 residents, as well Affected by The Deficient
as staff and visitors. Practice:
Findings include: The facility ensures that all
discharges from exits are free from
Based on observations on 03/19/24 between 9:45 obstruction. Administrator &
a.m. and 11:45 a.m. during a tour of the facility Maintenance Director have
with the Maintenance Director, at the end of the received quotes from local
sidewalk and the beginning of the parking lot from companies for the repair.
the F Wing exit there was an eight foot by eight
foot section of the concrete that had dropped How Other Residents Having the
between 1 and 2 inches on one side and 3 to 4 Potential to Be Affected by The
inches on another side. The level change in the Same Deficient Practice Will Be
concrete could be a tripping hazard while exiting Identified and What Corrective
from this area in the event of an emergency. The Action(s) Will Be Taken:
facility had already placed a wood sawhorse in
this area to warn people of the uneven surface. All residents, staff and visitors
Based on interview at the time of observation, the have the potential to be affected
Maintenance Director said the facility was already by this alleged deficient practice.
aware of the uneven surface and are in the
process of figuring out how to correct the issue. What Measures Will Be Put into
Place and What Systemic
This finding was reviewed with the Maintenance Changes Will Be Made to Ensure
Director during the exit conference. That the Deficient Practice Does
Not Recur:
This deficient practice was cited on 02/05/24 and
02/06/24. The facility failed to implement proper The facility will continue with
corrective action. on-going visual inspections to
identify and resolve any apparent
3.1-19(b) issues in accordance with
regulations.
How The Corrective Action(s) Will
Be Monitored to Ensure the
Deficient Practice Will Not Recur:
The Maintenance Director will
audit monthly x6 months to
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ensure the facility complies. Any
concerns will be addressed as
discovered and reported to
Administrator. If any patterns are
identified, an action plan will be
written immediately and reported
at the monthly QAPI. Any written
action plan will be monitored by
the Administrator and/or Designee
monthly until resolved and
substantial compliance is
achieved.

Date of Completion: 4/30/24
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