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E 0000

Bldg. --
An Emergency Preparedness Survey was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.73.

Survey Date: 09/11/23

Facility Number: 012534
Provider Number: 155792
AIM Number: 201028420

At this Emergency Preparedness survey,
Countryside Meadows was found in compliance
with Emergency Preparedness Requirements for
Medicare and Medicaid Participating Providers
and Suppliers, 42 CFR 483.73.

The facility has 171 certified beds. At the time of
the survey, the census was 136.

Quality Review completed on 09/13/23

K 0000

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: 09/11/23
Facility Number: 012534
Provider Number: 155792

AIM Number: 201028420

At this Life Safety Code survey, Countryside
Meadows was found not in compliance with

E 0000

K 0000

Countryside Meadows respectfully
request a desk review in lieu of a
revisit on or before Sept 28, 2023.

Countryside Meadows respectfully
request a desk review in lieu of a
revisit on or before Sept 28, 2023.

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

Tara McGilothlin

TITLE

Executive Director

(X6) DATE

09/22/2023

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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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 V (111) construction and was fully
sprinklered. The facility has a fire alarm system
with smoke detection in the corridors and in all
areas open to the corridor. The facility has smoke
detectors hard wired to the fire alarm system in all
resident sleeping rooms. The facility has a
capacity of 171 and had a census of 136 at the
time of this visit.

All areas where the residents have customary
access were sprinklered and all areas providing
facility services were sprinklered.

Quality Review completed on 09/13/23

K 0222 NFPA 101

SS=E Egress Doors

Bldg. 01 | Egress Doors

Doors in a required means of egress shall not
be equipped with a latch or a lock that
requires the use of a tool or key from the
egress side unless using one of the following
special locking arrangements:
CLINICAL NEEDS OR SECURITY THREAT
LOCKING
Where special locking arrangements for the
clinical security needs of the patient are
used, only one locking device shall be
permitted on each door and provisions shall
be made for the rapid removal of occupants
by: remote control of locks; keying of all
locks or keys carried by staff at all times; or

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

IHEM21 Facility ID:

012534 If continuation sheet

Page 2 of 7




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

PRINTED: 09/27/2023
FORM APPROVED
OMB NO. 0938-039

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

155792

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

01 COMPLETED

09/11/2023

NAME OF PROVIDER OR SUPPLIER

COUNTRYSIDE MEADOWS

STREET ADDRESS, CITY, STATE, ZIP COD
762 N DAN JONES RD
AVON, IN 46123

(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 (XS)
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE COMPLETION
DEFICIENCY) DATE

other such reliable means available to the
staff at all times.

18.2.2.2.5.1,18.2.2.2.6, 19.2.2.2.51,
19.2.2.2.6

SPECIAL NEEDS LOCKING
ARRANGEMENTS

Where special locking arrangements for the
safety needs of the patient are used, all of
the Clinical or Security Locking requirements
are being met. In addition, the locks must be
electrical locks that fail safely so as to
release upon loss of power to the device; the
building is protected by a supervised
automatic sprinkler system and the locked
space is protected by a complete smoke
detection system (or is constantly monitored
at an attended location within the locked
space); and both the sprinkler and detection
systems are arranged to unlock the doors
upon activation.

18.2.2.2.5.2,19.2.2.2.5.2, TIA12-4
DELAYED-EGRESS LOCKING
ARRANGEMENTS

Approved, listed delayed-egress locking
systems installed in accordance with
7.2.1.6.1 shall be permitted on door
assemblies serving low and ordinary hazard
contents in buildings protected throughout by
an approved, supervised automatic fire
detection system or an approved, supervised
automatic sprinkler system.
18.2.2.2.4,19.2.2.2.4
ACCESS-CONTROLLED EGRESS
LOCKING ARRANGEMENTS
Access-Controlled Egress Door assemblies
installed in accordance with 7.2.1.6.2 shall
be permitted.

18.2.2.2.4,19.2.2.2.4

ELEVATOR LOBBY EXIT ACCESS
LOCKING ARRANGEMENTS
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Elevator lobby exit access door locking in
accordance with 7.2.1.6.3 shall be permitted
on door assemblies in buildings protected
throughout by an approved, supervised
automatic fire detection system and an
approved, supervised automatic sprinkler
system.
18.2.2.2.4,19.2.2.2.4
Based on observation and interview, the facility K 0222 F k0222 09/18/2023
failed to ensure the means of egress through 1 of What corrective action(s) will
1 exit were readily accessible for residents without be accomplished for those
a clinical diagnosis requiring specialized security residents found to have been
measures. Doors within a required means of affected by the deficient
egress shall not be equipped with a latch or lock practice?
that requires the use of a tool or key from the Code to exit doors were
egress side unless otherwise permitted by LSC changed and label on keypad
19.2.2.2.4. Door-locking arrangements shall be updated to show * Month Year.
permitted in accordance with 19.2.2.2.5.2. This How will you identify other
deficient practice could affect as many as 44 residents having the potential
residents, 6 staff, and 2 visitors if needing to exit to be affected by the same
the facility. deficient practice and what
corrective action will be taken?
Findings include: All residents or visitors
unfamiliar with Avon area code are
Based on observations with the Maintenance at risk from alleged deficit.
Director and the Regional Maintenance What measures will be put into
Supervisor on 09/11/23 at 12:12 p.m., the main place or what systemic
entry/exit doors to the facility were marked as a changes you will make to
facility exit, were magnetically locked and could be ensure that the deficient
opened by entering a four digit code but the code practice does not recur?
was not common knowledge. The posted code Code to exit doors will be
read " * (Area Code)" and the facility telephone changed monthly to * month and
area code may not be common knowledge to year.
everyone. Based on interview at the time of the
observation, the Maintenance Director agreed How the corrective action(s)
that the facility phone area code may not be will be monitored to ensure the
common knowledge to all visitors or people deficient practice will not
entering the building. recur, i.e., what quality
assurance program will be put
This item was discussed with the Maintenance into place?
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Director and the Regional Maintenance Task added to facility TELS
Supervisor during the exit conference on 09/11/23 monthly task list.
at2:24 p.m.
3.1-19(b)
K 0761
SS=E
Bldg. 01
Based on record review and interview, the facility K 0761 F k0222 09/18/2023
failed to ensure annual inspection and testing on What corrective action(s) will
1 of 1 oxygen transfilling room was completed in be accomplished for those
accordance of LSC 19.1.1.4.1.1 Communicating residents found to have been
openings in dividing fire barriers required by affected by the deficient
19.1.1.4.1 shall be permitted only in corridors and practice?
shall be protected by approved self-closing fire Oxygen room fire door was
door assemblies. (See also Section 8.3.) LSC inspected 9/18/23.
8.3.3.1 Openings required to have a fire protection How will you identify other
rating by Table 8.3.4.2 shall be protected by residents having the potential
approved, listed, labeled fire door assemblies and to be affected by the same
fire window assemblies and their accompanying deficient practice and what
hardware, including all frames, closing devices, corrective action will be taken?
anchorage, and sills in accordance with the All residents are at risk from
requirements of NFPA 80, Standard for Fire Doors alleged deficit.
and Other Opening Protectives, except as What measures will be put into
otherwise specified in this Code. NFPA 80 5.2.1 place or what systemic
states fire door assemblies shall be inspected and changes you will make to
tested not less than annually, and a written record ensure that the deficient
of the inspection shall be signed and kept for practice does not recur?
inspection by the AHJ. NFPA 80, 5.2.4.1 states Oxygen Room fire/ smoke door
fire door assemblies shall be visually inspected inspection will be inspected
from both sides to assess the overall condition of annually.
door assembly.
How the corrective action(s)
NFPA 80, 5.2.4.2 states as a minimum, the will be monitored to ensure the
following items shall be verified: deficient practice will not
(1) No open holes or breaks exist in surfaces of recur, i.e., what quality
either the door or frame. assurance program will be put
(2) Glazing, vision light frames, and glazing beads into place?
are intact and securely fastened in place, if so Task added to facility TELS
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equipped.

(3) The door, frame, hinges, hardware, and
noncombustible threshold are secured, aligned,
and in working order with no visible signs of
damage.

(4) No parts are missing or broken.

(5) Door clearances do not exceed clearances
listed in 4.8.4 and 6.3.1.7.

(6) The self-closing device is operational; that is,
the active door completely closes when operated
from the fully open position.

(7) If a coordinator is installed, the inactive leaf
closes before the active leaf.

(8) Latching hardware operates and secures the
door when it is in the closed position.

(9) Auxiliary hardware items that interfere or
prohibit operation are not installed on the door or
frame.

(10) No field modifications to the door assembly
have been performed that void the label.

(11) Gasketing and edge seals, where required, are
inspected to verify their presence and integrity.
This deficient practice could affect as many as 36
residents, 4 staff, and 2 visitors if needing to exit
the facility.

Findings include:

Based on record review with the Maintenance
Director on 09/11/23 at 11:30 a.m., an annual
inspection of the fire door assemblies was
available for review but did not include the door
to the oxygen transfilling room. Based on
interview at the time of records review, the
Maintenance Director stated an annual inspection
was conducted for the fire door assemblies, but he
was unaware of the need to include the oxygen
transfilling room door.

This item was discussed with the Maintenance

monthly task list.
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Director and the Regional Maintenance
Supervisor during the exit conference on 09/11/23
at 2:24 p.m.
3.1-19(b)
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