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An Emergency Preparedness Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.73.

Survey Date:  05/29/24

Facility Number: 000310

Provider Number: 155443

AIM Number:  100288970

At this Emergency Preparedness survey, The 

Waters of Muncie 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 72 and had a census of 50 at the time 

of this survey.

Quality Review completed on 05/31/24

E 0000 Preparation and/or execution of 

this plan of correction in general, 

or this corrective action does not 

constitute an admission 

agreement by this facility of the 

facts alleged or conclusions set 

forth in this statement of 

deficiencies. The plan of correction 

and specific corrective actions are 

prepared and/or executed in 

compliance with state and federal 

laws. This plan of correction 

constitutes our credible allegation 

of compliance with all regulatory 

requirements. Our date of 

compliance is 06/03/2024. 

 Facility respectfully requests a 

desk review.
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Bldg. 01

A Life Safety Code Recertification and State 

Licensure Survey was conducted by the Indiana 

Department of Health in accordance with 42 CFR 

483.90(a).

Survey Date:  05/29/24

Facility Number:  000310

Provider Number: 155443

AIM Number: 100288970

At this Life Safety Code survey, The Waters of 

Muncie was found not in compliance with 

Requirements for Participation in 

K 0000 Preparation and/or execution of 

this plan of correction in general, 

or this corrective action does not 

constitute an admission 

agreement by this facility of the 

facts alleged or conclusions set 

forth in this statement of 

deficiencies. The plan of correction 

and specific corrective actions are 

prepared and/or executed in 

compliance with state and federal 

laws. This plan of correction 

constitutes our credible allegation 

of compliance with all regulatory 
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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 V111 construction and was fully sprinklered. 

The facility has a fire alarm system with smoke 

detection in the corridors, areas open to the 

corridors and battery powered smoke detection in 

the resident sleeping rooms. The facility has a 

capacity of 72 and had a census of 50 at the time 

of this survey.

All areas where the residents have customary 

access were sprinklered. All areas providing 

facility services were sprinklered.

Quality Review completed on 05/31/24

requirements. Our date of 

compliance is 06/03/2024. 

 Facility respectfully requests a 

desk review.

NFPA 101 

Corridor - Doors 

Corridor - Doors 

Doors protecting corridor openings in other 

than required enclosures of vertical openings, 

exits, or hazardous areas resist the passage 

of smoke and are made of 1 3/4 inch 

solid-bonded core wood or other material 

capable of resisting fire for at least 20 

minutes. Doors in fully sprinklered smoke 

compartments are only required to resist the 

passage of smoke. Corridor doors and doors 

to rooms containing flammable or 

combustible materials have positive latching 

hardware. Roller latches are prohibited by 

CMS regulation. These requirements do not 

apply to auxiliary spaces that do not contain 

flammable or combustible material.

Clearance between bottom of door and floor 

K 0363

SS=E

Bldg. 01
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covering is not exceeding 1 inch. Powered 

doors complying with 7.2.1.9 are permissible 

if provided with a device capable of keeping 

the door closed when a force of 5 lbf is 

applied.  There is no impediment to the 

closing of the doors. Hold open devices that 

release when the door is pushed or pulled are 

permitted. Nonrated protective plates of 

unlimited height are permitted. Dutch doors 

meeting 19.3.6.3.6 are permitted. Door 

frames shall be labeled and made of steel or 

other materials in compliance with 8.3, 

unless the smoke compartment is 

sprinklered. Fixed fire window assemblies are 

allowed per 8.3. In sprinklered compartments 

there are no restrictions in area or fire 

resistance of glass or frames in window 

assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 

483, and 485 

Show in REMARKS details of doors such as 

fire protection ratings, automatics closing 

devices, etc.

Based on observation and interview, the facility 

failed to ensure 1 of around 50 sets of resident 

room doors to the corridor would close completely 

and latch into the door frame. This deficient 

practice could affect as many as 2 residents, 2 

staff and 2 visitors in the facility.

Findings include:

Based on observations made during a tour of the 

facility on 05/29/24 at 1:12 p.m. with the facility 

Administrator and the Maintenance Director 

present, resident room # 304 failed to latch into 

the door frame. Based on interview at the time of 

observations, the Maintenance Director 

acknowledged the resident room door as not fully 

K 0363 K363 – It is the intent of the 

facility to provide resident room 

doors to the corridor that will close 

completely and latch into the door 

frame to meet set standards. 

1       CORRECTIVE ACTIONS 

TAKEN:

a       On 5/29/2024 the 

Maintenance Supervisor/designee 

made repairs to resident room 

#304 door to ensure door latches 

into the door frame to meet set 

standards.  The Administrator 

verified the repairs on 5/29/2024.  

2       ALL OTHERS WITH 

POTENTIAL TO BE AFFECTED:

06/03/2024  12:00:00AM
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closing and latching into the doorframe adding 

that he would look at it as soon as possible.

This item was again discussed at the exit 

conference with the facility Administrator and the 

Maintenance Director on 05/29/24 at 1:55 p.m.

3.1-19(b)

a       All residents and all staff 

and visitors have the potential to 

be affected but none were.  The 

Maintenance Supervisor/designee 

inspected all doors and found no 

other negative findings.

3       MEASURES TO PREVENT 

REOCCURRENCE:

a       On 5/29/2024 the 

Administrator in serviced the 

Maintenance Supervisor/and all 

other staff members on the 

requirement to provide resident 

room doors that would close 

completely and latch fully into the 

frame to meet set standards.

b       Maintenance 

Supervisor/designee will inspect 

all doors throughout the facility 

monthly to ensure resident room 

doors will close completely and 

latch fully into the frame as a part 

of the facility’s Preventive 

Maintenance Program and 

document those inspection results 

as appropriate.   If any issues are 

discovered, they will be addressed 

and resolved immediately.  The 

Maintenance Supervisor/designee 

will review with the Administrator 

the inspection results.   

c       The Administrator will 

monitor adherence to the 

Preventative Maintenance 

schedule and validate the 

Preventative Maintenance 

documentation is in place.

4       MONITORING 

CORRECTIVE ACTION:

a       The inspection results will 
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be presented by the Maintenance 

Supervisor/designee to the 

Administrator monthly and the 

Administrator will present the 

inspection results at the monthly 

Quality Assurance/Performance 

Improvement (QA/PI) meeting.  

Inspection results and system 

components will be reviewed by 

the QA/PI Committee with 

subsequent plans of correction 

developed and implemented as 

deemed necessary to ensure 

compliance is maintained.

This plan of correction 

constitutes our credible 

allegation of compliance with 

all regulatory requirements.  

Our date of compliance is 

06.03.24 

Facility respectfully requests a 

desk review.

NFPA 101 

Electrical Systems - Maintenance and 

Testing 

Electrical Systems - Maintenance and 

Testing

Hospital-grade receptacles at patient bed 

locations and where deep sedation or general 

anesthesia is administered, are tested after 

initial installation, replacement or servicing. 

Additional testing is performed at intervals 

defined by documented performance data.  

Receptacles not listed as hospital-grade at 

these locations are tested at intervals not 

exceeding 12 months. Line isolation monitors 

(LIM), if installed, are tested at intervals of 

less than or equal to 1 month by actuating 

the LIM test switch per 6.3.2.6.3.6, which 

K 0914

SS=E

Bldg. 01
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activates both visual and audible alarm. For 

LIM circuits with automated self-testing, this 

manual test is performed at intervals less 

than or equal to 12 months. LIM circuits are 

tested per 6.3.3.3.2 after any repair or 

renovation to the electric distribution system. 

Records are maintained of required tests and 

associated repairs or modifications, 

containing date, room or area tested, and 

results.

6.3.4 (NFPA 99)

Based on record review, observation, and 

interview, the facility failed to ensure all 

nonhospital-grade electrical receptacles at 

resident room locations were tested at least 

annually. NFPA 99, Health Care Facilities Code 

2012 Edition, Section 6.3.4.1.3 states receptacles 

not listed as hospital-grade, at patient bed 

locations and in locations where deep sedation or 

general anesthesia is administered, shall be tested 

at intervals not exceeding 12 months. 

Additionally, Section 6.3.3.2, Receptacle Testing 

in Patient Care Rooms requires the physical 

integrity of each receptacle shall be confirmed by 

visual inspection. The continuity of the 

grounding circuit in each electrical receptacle shall 

be verified.  Correct polarity of the hot and neutral 

connections in each electrical receptacle shall be 

confirmed; and retention force of the grounding 

blade of each electrical receptacle (except 

locking-type receptacles) shall be not less than 

115 grams (4 ounces). This deficient practice 

could affect as many as 25 residents, 4 staff, and 2 

visitors within the facility.

Findings include:

Based on record review on 05/29/24 with the 

Maintenance Director at 11:00 a.m., when asked to 

review the annual receptacle retention 

K 0914 K914– It is the intent of the facility 

to ensure all non-hospital grade 

electrical receptacles at resident 

room locations are tested at least 

annually to meet set standards.

1       CORRECTIVE ACTIONS 

TAKEN:

a       On 6/3/2024 the 

Maintenance Supervisor/designee 

conducted the annual electrical 

receptacle inspection and 

documented the results in the 

facilities Life safety binder to meet 

set standards.  The Administrator 

verified repairs on 6/3/2024.      

2       ALL OTHERS WITH 

POTENTAL TO BE AFFECTED:

a       All residents and all staff 

and visitors have the potential to 

be affected but none were. 

3       MEASURES TO PREVENT 

REOCCURRENCE:

a       On 6/3/2024 the 

Administrator in serviced the 

Maintenance Supervisor/designee 

on the requirement the annual 

electrical receptacle inspection 

and testing must be completed 

annually and documented in the 

06/03/2024  12:00:00AM
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documentation, the Maintenance Director stated 

that he had not completed all the resident rooms 

stating that he was only half finished. The last 

completed receptacle retention test was 

conducted on 04/03/23 and was more that twelve 

months old. During a tour of the facility from 11:02 

a.m. to 1:45 p.m., the facility's 50 resident rooms 

had roughly four to six electrical receptacles in 

each room. Based on interview at the time of the 

observation, the Maintenance Director indicated 

all of the electrical receptacles in the resident 

rooms were not hospital-grade and also indicated 

there was no up to date documentation of annual 

testing per NFPA 99, Receptacle Testing 

requirements for review.

This item was again discussed at the exit 

conference with the facility Administrator and the 

Maintenance Director on 05/29/24 at 1:55 p.m.

3.1-19(b)

life safety binder to meet set 

standards.

b       Maintenance 

Supervisor/designee will ensure 

the annual electrical receptacle 

inspection and testing is 

completed and documented as a 

part of the facility’s Preventive 

Maintenance Program and 

document those inspection results 

as appropriate.   If any issues are 

discovered, they will be addressed 

and resolved immediately.  The 

Maintenance Supervisor/designee 

will review with the Administrator 

the inspection results.   

c       The Administrator will 

monitor adherence to the 

Preventative Maintenance 

schedule and validate the 

Preventative Maintenance 

documentation is in place.

4       MONITORING 

CORRECTIVE ACTION:

a       The inspection results will 

be presented by the Maintenance 

Supervisor/designee to the 

Administrator monthly and the 

Administrator will present the 

inspection results at the monthly 

Quality Assurance/Performance 

Improvement (QA/PI) meeting.  

Inspection results and system 

components will be reviewed by 

the QA/PI Committee with 

subsequent plans of correction 

developed and implemented as 

deemed necessary to ensure 

compliance is maintained.

This plan of correction 
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constitutes our credible 

allegation of compliance with 

all regulatory requirements.  

Our date of compliance is 

6/3/2024. 

  Facility respectfully requests a 

desk review.   
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