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

PRINTED: 08/14/2023
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 - COMPLETED
155006 B. WING 07/25/2023
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER
1900 N ALBER ST
WATERS OF WABASH SKILLED NURSING FACILITY EAST THE WABASH, IN 46992
(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
E 0000
Bldg. --
An Emergency Preparedness Survey was E 0000 Preparation and/or execution of
conducted by the Indiana Department of Health in this plan of correction in general,
accordance with 42 CFR 483.73. or this corrective action in
particular does not constitute an
Survey Date: 07/25/23 admission or agreement by this
facility of the facts alleged or
Facility Number: 000006 conclusions set forth in this
Provider Number: 155006 statement of deficiencies. The
AIM Number: 100290220 plan of correction and specific
corrective actions are prepared
At this Emergency Preparedness survey, The and/or executed in compliance
Waters of Wabash Skilled Nursing Facility East with state and federal laws. This
was found not in compliance with Emergency plan of correction constitutes our
Preparedness Requirements for Medicare and credible allegation of compliance
Medicaid Participating Providers and Suppliers, 42 with all regulatory requirements.
CFR 483.73. The facility has a capacity of 84 and Our date of compliance is August
had a census of 39 at the time of this survey. 9, 2023. This provider respectfully
requests that this 2567 Plan of
Quality Review completed on 07/31/23 Correction be considered the
Letter of Credible Allegation of
Compliance and requests a desk
review in lieu of a post survey
review.
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
Michael Wolfe Administrator 08/11/2023

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,
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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.
*[ RNCHIs 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 1. CORRECTIVE ACTIONS 08/09/2023
failed to conduct exercises to test the emergency TAKEN:
plan at least twice per year, including a. On _08/09/2023 the
unannounced staff drills using the emergency Administrator and the
procedures. The LTC facility must do the Maintenance Supervisor/designee
following: conducted a community or
(i) Participate in an annual full-scale exercise that facility-based annual exercise and
is community-based; or completed documentation for the
a. When a community-based exercise is not exercise to meet set standards.
accessible, conduct an annual individual, 2. ALL OTHERS WITH
facility-based functional exercise. POTENTIAL TO BE AFFECTED:
b. If the LTC facility experiences an actual natural a. All residents and all staff
or man-made emergency that requires activation and visitors have the potential to
of the emergency plan, the LTC facility is exempt be affected but none were.
from engaging its next required full-scale in a 3. MEASURES TO PREVENT
community-based or individual, facility-based REOCCURRENCE:
full-scale functional exercise for 1 year following a. On _08/09/2023 the
the onset of the actual event. Administrator inserviced the
(ii) Conduct an additional exercise that may Maintenance Supervisor/designee
include, but is not limited to the following: on the requirement that a
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a. A second full-scale exercise that is community or facility-based
community-based or an individual, facility-based exercise must be conducted
functional exercise. annually and documentation
b. A mock disaster drill; or retained to meet set standards.
c. A tabletop exercise or workshop that is led by a b. Maintenance
facilitator that includes a group discussion, using Supervisor/designee will work with
a narrated, clinically-relevant emergency scenario, the Administrator to ensure a
and a set of problem statements, directed community or facility-based
messages, or prepared questions designed to exercise is conducted and
challenge an emergency plan. documented to meet set
(iii) Analyze the LTC facility's response to and standards. If any issues are
maintain documentation of all drills, tabletop discovered, they will be addressed
exercises, and emergency events, and revise the and resolved immediately.
LTC facility's emergency plan, as needed in c. The Administrator will
accordance with 42 CFR 483.73(d)(2). This monitor adherence to the
deficient practice could affect all occupants. Emergency Preparedness Policy
Manual and validate the
Findings include: documentation is in place.
4. MONITORING
Based on record review and interview with the CORRECTIVE ACTION:
Administrator and the Maintenance Tech (MT) a. At least annually to ensure
on 07/25/23 at 1:30 p.m., no documentation of a compliance, the Administrator and
community based or facility based annual exercise Maintenance Supervisor/designee
was available for review. Based on interview at the will review the Emergency
time of records review, the ED stated the facility Preparedness Policy Manual and
did not participate in a full-scale exercise that is conduct required exercises and
community-based or a facility based exercise make changes as necessary to
within the last 12 months. meet set standards. Those
reviews will be documented as
This finding was reviewed with the Administrator appropriate. The Administrator will
and MT at the exit conference. present the training results at the
Quality Assurance/ Performance
3.1-19(b) Improvement (QA/PI) meeting.
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.
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This plan of correction
constitutes our credible
allegation of compliance with
all regulatory requirements.
Our date of compliance is
_08/09/2023 .
K 0000
Bldg. 01
A Life Safety Code Recertification and State K 0000 Preparation and/or execution of
Licensure Survey was conducted by the Indiana this plan of correction in general,
Department of Health in accordance with 42 CFR or this corrective action in
483.90(a). particular does not constitute an
admission or agreement by this
Survey Date: 07/25/2023 facility of the facts alleged or
conclusions set forth in this
Facility Number: 000006 statement of deficiencies. The
Provider Number: 155006 plan of correction and specific
AIM Number: 100290220 corrective actions are prepared
and/or executed in compliance
At this Life Safety Code survey, The Waters of with state and federal laws. This
Wabash Skilled Nursing Facility East was found plan of correction constitutes our
not in compliance with Requirements for credible allegation of compliance
Participation in Medicare/Medicaid, 42 CFR with all regulatory requirements.
Subpart 483.90(a), Life Safety from Fire and the Our date of compliance is August
2012 edition of the National Fire Protection 9, 2023. This provider respectfully
Association (NFPA) 101, Life Safety Code (LSC), requests that this 2567 Plan of
Chapter 19, Existing Health Care Occupancies and Correction be considered the
410 IAC 16.2. Letter of Credible Allegation of
Compliance and requests a desk
This one story facility was determined to be of review in lieu of a post survey
Type V111 construction and was fully sprinklered. review.
The facility has a fire alarm system with smoke
detection in the corridors, areas open to the
corridors and in the resident sleeping rooms. The
facility has a capacity of 84 and had a census of
39 at the time of this survey.
All areas where the residents have customary
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access were sprinklered. All areas providing
facility services were sprinklered.
Quality Review completed on 07/31/23
K 0100 NFPA 101
SS=E General Requirements - Other
Bldg. 01 General Requirements - Other
List in the REMARKS section any LSC
Section 18.1 and 19.1 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 0100 1. CORRECTIVE ACTIONS 07/25/2023
failed to maintain latching hardware on 1 of 1 TAKEN:
smoke barrier door to the Dining hall. LSC 4.6.12.3 a. On _07/25/2023 _the
requires existing life safety features obvious to Maintenance Supervisor/designee
the public if not required by the Code, shall be made repairs to the latching
either maintained or removed. This deficient hardware on the set of smoke
practice could affect staff and up to 30 residents barrier doors to the Dining Hall to
in the Dining hall. ensure it fully closes and latches
into the frame to meet set
Findings include: standards. The Administrator
verified the work on _07/25/2023
Based on observation with the Maintenance Tech .
(MT) on 07/25/23 at 02:10 p.m., the set of smoke 2. ALL OTHERS WITH
barrier doors to the Dining hall was provided with POTENTIAL TO BE AFFECTED:
latching hardware but failed to fully close and a. All residents and all staff
latch when tested. Based on interview at the time and visitors have the potential to
of observation, the MT agreed the smoke doors be affected but none were. On
were equipped with latching devices, but the 07/25/2023  the Maintenance
doors did not properly latch when tested. Supervisor/designee inspected all
corridor doors throughout the
The finding was reviewed with the Administrator facility and found no other negative
and MT during the exit conference. findings.
3. MEASURES TO PREVENT
3.1-19(b) REOCCURRENCE:
a. On _07/25/2023  the
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Administrator inserviced the
Maintenance Supervisor/designee
on the requirement that corridor
doors must fully self close and
latch into the frame to meet set
standards.

b. Maintenance
Supervisor/designee will inspect
all corridor doors throughout the
facility monthly to ensure they
fully self close and latch 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
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
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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
_07/25/2023 .
K 0291 NFPA 101
SS=E Emergency Lighting
Bldg. 01 Emergency Lighting
Emergency lighting of at least 1-1/2-hour
duration is provided automatically in
accordance with 7.9.
18.2.9.1, 19.2.91
Based on records review and interview, the facility K 0291 1.CORRECTIVE ACTIONS 08/04/2023
failed to ensure 6 of 6 battery backup emergency TAKEN:
lights were tested monthly for 30 seconds and 1.0n _08/04/2023 the
annually for 90 minutes. Section 7.9.3.1.1 (1) Maintenance Supervisor/designee
requires functional testing shall be conducted conducted the monthly and annual
monthly, with a minimum of 3 weeks and a testing for the battery backup
maximum of 5 weeks between tests, for not less emergency lights and documented
than 30 seconds, (3) Functional testing shall be the results on the
conducted annually for a minimum of 1 1/2 hours Battery-Operated Emergency
if the emergency lighting system is battery Lights and signs Test Log to meet
powered and (5) Written records of visual set standards. The Administrator
inspections and tests shall be kept by the owner verified the work on _08/04/2023
for inspection by the authority having .
jurisdiction. This deficient practice could affect all 2.ALL OTHERS WITH
residents in the facility. POTENTIAL TO BE AFFECTED:
1.All residents and all staff
Findings include: and visitors have the potential to
be affected but none were.
Based on records review with the Maintenance 3.MEASURES TO PREVENT
Director (MD) on 07/25/23 at 11:25 a.m., annual REOCCURRENCE:
and monthly testing for the battery backup 1.0n _07/25/2023 the
emergency lights for 2023 was unavailable. The Administrator inserviced the
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Battery Operated Emergency Light Test Log Maintenance Supervisor/designee
indicated the last annual 90 minute testing for the on the requirement to provide and
six battery backup emergency lights was maintain emergency lighting and
conducted in January of 2022. Based on interview conduct the monthly and annual
at the time of records review, the Maintenance testing and document the results
Director stated the monthly 30 second and annual to meet set standards.
90 minute testing for the six battery backup 2.Maintenance
emergency lights has not been conducted in 2023. Supervisor/designee will ensure to
provide and maintain emergency
These findings were reviewed with the lighting and conduct the monthly
Administrator and MD at the exit conference. and annual testing as a part of the
facility’s Preventive Maintenance
3.1-19(b) Program and document those
tests on the Battery-Operated
Emergency Lights and signs Test
Log and will maintain emergency
lighting to meet set standards. If
any issues are discovered, they
will be addressed and resolved
immediately. The Maintenance
Supervisor/designee will review
with the Administrator the
inspection results.
3.The Administrator will
monitor adherence to the
Preventative Maintenance
schedule and validate the
Preventative Maintenance
documentation is in place.
4.MONITORING CORRECTIVE
ACTION:
1.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
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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
_08/04/2023 .
K 0300 NFPA 101
SS=E Protection - Other
Bldg. 01 Protection - Other
List in the REMARKS section any LSC
Section 18.3 and 19.3 Protection
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 record review and interview, the facility K 0300 1) CORRECTIVE ACTIONS 07/26/2023
failed to ensure documentation for the TAKEN:
preventative maintenance of battery operated a) On _07/26/23 the
smoke alarms in various rooms was complete. Maintenance Supervisor/designee
NFPA 101 in 4.6.12.3 states existing life safety replaced batteries in the current
features obvious to the public, if not required by smoke alarms and documented on
the Code, shall be maintained. NFPA 72, 29.10 the Battery-Operated Smoke
Maintenance and Tests. Fire-warning equipment Detector Maintenance Log to meet
shall be maintained and tested in accordance with set standards. The Administrator
the manufacturer's published instructions and per verified the work on _07/26/2023
the requirements of Chapter 14. NFPA 72, .
14.2.1.1.1 Inspection, testing, and maintenance 2) ALL OTHERS WITH
programs shall satisfy the requirements of this POTENTIAL TO BE AFFECTED:
Code and conform to the equipment a) All residents and all staff
manufacturer's published instructions. This and visitors have the potential to
deficient practice could affect 10 residents and 10 be affected but none were.
staff. 3) MEASURES TO PREVENT
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: K42021 Facility ID: 000006 If continuation sheet ~ Page 17 of 26




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

PRINTED: 08/14/2023
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER
155006

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

01 COMPLETED

07/25/2023

NAME OF PROVIDER OR SUPPLIER

WATERS OF WABASH SKILLED NURSING FACILITY EAST THE

STREET ADDRESS, CITY, STATE, ZIP COD
1900 N ALBER ST
WABASH, IN 46992

(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

Findings include:

Based on records review with the Maintenance
Director (MD) on 07/25/23 at 11:15 a.m., no
completed list for battery replacement of battery
operated smoke alarms was available for review.
Based on interview at the time of review, the
Maintenance Director stated the smoke alarms are
tested monthly but did not know when the
batteries were last changed.

This finding was reviewed with the Administrator
and MD at the exit conference.

3.1-19(b)

REOCCURRENCE:

a)  On_07/25/2023 the
Administrator inserviced the
Maintenance Supervisor/designee
on the requirement that battery
operated smoke alarms must be
tested monthly, maintained and
documentation retained at the
facility to meet set standards.

b)  Maintenance
Supervisor/designee will conduct
testing on all battery-operated
smoke detectors per
manufacturer’s guidelines
throughout the facility and
document the results on the
Battery-Operated Smoke Detector
Maintenance Log to be filed in the
Life Safety Binder as a part of the
facility’s monthly Preventive
Maintenance Program. 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
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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
_07/26/2023 .
K 0372 NFPA 101
SS=E Subdivision of Building Spaces - Smoke
Bldg. 01 Barrie
Subdivision of Building Spaces - Smoke
Barrier Construction
2012 EXISTING
Smoke barriers shall be constructed to a
1/2-hour fire resistance rating per 8.5. Smoke
barriers shall be permitted to terminate at an
atrium wall. Smoke dampers are not required
in duct penetrations in fully ducted HVAC
systems where an approved sprinkler system
is installed for smoke compartments adjacent
to the smoke barrier.
19.3.7.3,8.6.7.1(1)
Describe any mechanical smoke control
system in REMARKS.
Based on observation and interview, the facility K 0372 1. CORRECTIVE ACTIONS 07/25/2023
failed to ensure penetrations through 1 of 1 smoke TAKEN:
barrier wall were protected to maintain the smoke a. On _07/25/2023 _the
resistance of each smoke barrier. LSC Section Maintenance Supervisor/designee
19.3.7.5 requires smoke barriers to be constructed sealed the gap around a pipe with
in accordance with LSC Section 8.5 and shall have a one hour fire rated material that
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a minimum % hour fire resistive rating. LSC was noted above the drop ceiling
Section 8.5.2.1 requires smoke barriers to be of the smoke wall in the 300 hall
continuous from an outside wall to an outside smoke wall to meet set
wall, from a floor to a floor, or from a smoke barrier standards. The Administrator
to a smoke barrier, or by use of a combination verified the repairs on
thereof. 8.5.6.2 requires penetrations for cables, 07/25/2023 .
cable trays, conduits, pipes, tubes, vents, wires, 2. ALL OTHERS WITH
and similar items to accommodate electrical, POTENTIAL TO BE AFFECTED.:
mechanical, plumbing, and communications a. All residents and all staff
systems that pass through a wall, floor, or and visitors have the potential to
floor/ceiling assembly constructed as a smoke be affected but none were. On
barrier, or through the ceiling membrane of the 07/25/2023  the Maintenance
roof/ceiling of a smoke barrier assembly, shall be Supervisor/designee inspected all
protected by a system or material capable of ceiling smoke barriers throughout
restricting the movement of smoke. This deficient the facility for penetrations and
practice could affect staff and at least 30 residents found no other negative findings.
in two smoke compartments. 3. MEASURES TO PREVENT
REOCCURRENCE:
Findings include: a. On _07/25/2023 _the
Administrator inserviced the
Based on observation with the Maintenance Tech Maintenance Supervisor/designee
(MT) on 07/25/23 at 02:40 p.m., above the drop on the requirement that ceiling
ceiling of the smoke wall in the 300-hall smoke wall smoke barriers must be
there was a gap around a pipe. Based on interview maintained and must be free of
at the time of observation, the MT agreed there penetrations to meet set
was a 2 inch x 3 inch unsealed penetration below a standards.
pipe penetrating the 200-hall smoke barrier. b. Maintenance
Supervisor/designee will inspect
The finding was reviewed with the MT, and the all ceiling smoke barriers and
Administrator during the exit conference. ensure they are maintained and
free of penetrations as a part of
3.1-19(b) the facility’s monthly 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.
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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
constitutes our credible
allegation of compliance with
all regulatory requirements.
Our date of compliance is
_07/25/2023 .
K 0500 NFPA 101
SS=E Building Services - Other
Bldg. 01 Building Services - Other
List in the REMARKS section any LSC
Section 18.5 and 19.5 Building Services
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.
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Based on observation and interview, the facility K 0500 1. CORRECTIVE ACTIONS 08/09/2023
failed to ensure 2 of 5 fuel fired water heaters had TAKEN:
current inspection certificates to ensure the water a. On _03/14/2023 a Certified
heaters were in safe operating condition. NFPA Water Heater Inspector inspected
101, Section 19.1.1.3.1 requires all health facilities the two boilers in the mechanical
to be designed constructed, maintained and room and provided the facility with
operated to minimize the possibility of a fire Certificates of Inspection to meet
emergency requiring the evacuation of occupants. set standards. The Administrator
This deficient practice could affect up to 10 verified the inspections and receipt
residents in the mechanical room area. of the documentation on
_08/09/2023 .
Findings include: 2. ALL OTHERS WITH
POTENTAL TO BE AFFECTED:
Based on observation during a tour of the facility a. All residents and all staff
with the Maintenance Tech on 07/25/23 at 02:25 and visitors have the potential to
p.m.., the two boilers in the mechanical room did be affected but none were.
not have current documentation to show when 3. MEASURES TO PREVENT
the boilers were inspected. The two waters REOCCURRENCE:
heaters had an inspection certificate with an a. On _07/25/2023 the
expiration date of 05/21/23. Based on interview at Administrator inserviced the
the time of the observation, the Maintenance Maintenance Supervisor/designee
Tech stated the current inspection for the two on the requirement that fuel-fired
water heaters could not be found and agreed the water heaters must be inspected
hot water heater inspection was past due and and a Certificate of Inspection
needed to be inspected. retained at the facility to meet set
standards.
This finding was reviewed with the Administrator b. Maintenance
and Maintenance Tech at the exit conference. Supervisor/designee will check all
fuel-fired water heaters annually to
3.1-19(b) ensure they are inspected and
documentation retained at the
facility 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
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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
constitutes our credible
allegation of compliance with
all regulatory requirements.
Our date of compliance is
_08/09/2023 .
K 0918 NFPA 101
SS=F Electrical Systems - Essential Electric Syste
Bldg. 01 Electrical Systems - Essential Electric
System Maintenance and Testing
The generator or other alternate power
source and associated equipment is capable
of supplying service within 10 seconds. If the
10-second criterion is not met during the
monthly test, a process shall be provided to
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annually confirm this capability for the life
safety and critical branches. Maintenance
and testing of the generator and transfer
switches are performed in accordance with
NFPA 110.

Generator sets are inspected weekly,
exercised under load 30 minutes 12 times a
year in 20-40 day intervals, and exercised
once every 36 months for 4 continuous hours.
Scheduled test under load conditions include
a complete simulated cold start and
automatic or manual transfer of all EES
loads, and are conducted by competent
personnel. Maintenance and testing of stored
energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records
of maintenance and testing are maintained
and readily available. EES electrical panels
and circuits are marked, readily identifiable,
and separate from normal power circuits.
Minimizing the possibility of damage of the
emergency power source is a design
consideration for new installations.
6.4.4,6.5.4,6.6.4 (NFPA 99), NFPA 110,
NFPA 111, 700.10 (NFPA 70)

Based on record review and interview, the facility
failed to maintain 1 of 1 Emergency Power
Standby System in accordance with NFPA 110,
Standard for Emergency and Standby Power
Systems, Section 8.4.9, as required by NFPA 99
Health Care Facilities Code, Section 6.4.1.1.6.1.
NFPA 110 Section 8.4.9 states that all Level 1
Emergency Power Systems shall be tested under
load at least once within every three years.

Where the assigned class is greater than 4 hours,
it shall be permitted to terminate the test after 4

K 0918

1. CORRECTIVE ACTIONS
TAKEN:

a. On _08/04/2023 the
Facilities Certified Contractor
conducted the four hour load test
for the emergency generator and
documented the results to meet
set standards.

2. ALL OTHERS WITH
POTENTIAL TO BE AFFECTED:
a. All residents and all staff

08/04/2023
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hours. NFPA 99 Section 6.4.1.1.6.1 states that and visitors have the potential to
Type 1 and Type 2 essential electrical system be affected but none were.
power sources shall be classified at Type 10, 3. MEASURES TO PREVENT
Class X, Level 1 generator sets. This deficient REOCCURRENCE:
practice could affect all building occupants. a. On _07/25/2023 the
Administrator inserviced the
Findings include: Maintenance Supervisor/designee
on the requirement that a four hour
During records review with the Maintenance load test on the emergency
Director (MD) on 07/25/23 at 10:50 a.m., generator must be conducted
documentation of a four hour load test for the once every three years and
emergency generator conducted within the last 36 documented to meet set
months was not provided for review. Based on standards.
interview at the time of records review, the b. The Maintenance
Maintenance Director stated he did not know if a Supervisor/designee will ensure an
four hour continuous run under load was not annual four hour load test on the
conducted in the past 36 months. emergency generator is conducted
once every three years and
This finding was reviewed with the Administrator documented as a part of the
and Maintenance Director at the exit conference. facility’s Preventive Maintenance
Program and document those
3.1-19(b) 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.
2. MONITORING
CORRECTIVE ACTION:
a. The inspection results will
be presented by the Maintenance
Supervisor/designee to the
Administrator monthly and the
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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

_08/04/2023 .
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