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An Emergency Preparedness Survey was E 0000 Preparation or execution of this
conducted by the Indiana Department of Health in plan of correction does not
accordance with 42 CFR 483.73. constitute admission or agreement
of provider of the truth of the facts
Survey Date: 11/14/22 alleged or conclusions set forth on
the Statement of Deficiencies. The
Facility Number: 004550 Plan of Correction is prepared and
Provider Number: 155736 executed solely because it is
AIM Number: 200526450 required it is required by the
position of Federal and State Law.
At this Emergency Preparedness survey, Mill The Plan of Correction is
Pond Health Campus was found in substantial submitted in order to respond to
compliance with Emergency Preparedness the allegation of noncompliance
Requirements for Medicare and Medicaid cited during the survey visit with
Participating Providers and Suppliers, 42 CFR exit on November 14, 2022.
483.73
The facility has 68 certified beds. At the time of
the survey, the census was 44.
Quality Review completed on 11/16/22
E 0039 403.748(d)(2), 416.54(d)(2), 418.113(d)(2),
SS=C 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,
OPO, "Organizations" under §485.727,
CMHCs at §485.920, RHCs/FQHCs at
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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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§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
the [facility's] emergency plan, as needed.
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*[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
per year. The hospice 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 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
that is community-based; or

(A) When a community-based exercise is not
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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,
facility-based functional exercise; or

(B) If the PACE experiences an actual natural
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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.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
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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
is exempt from engaging in its next required
full-scale community-based or individual,
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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
onset of the emergency event.

(ii) Conduct an additional exercise every 2
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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
maintain documentation of all tabletop
exercises, and emergency events, and revise
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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 The Executive Director has 12/08/2022
failed to conduct exercises to test the emergency completed the facilities-based
plan at least twice per year, including tabletop exercise and has
unannounced staff drills using the emergency scheduled a community-based
procedures. The LTC facility must do the exercise. In addition, a mock
following: disaster drill to be completed by
(1) Participate in an annual full-scale exercise that 12/8/22.
is community-based; or The Executive Director was
a. When a community-based exercise is not educated by Facilities
accessible, conduct an annual individual, Management Support on E039
facility-based functional exercise. Testing Requirements 483.73(d)
b. If the LTC facility experiences an actual natural The facility must conduct
or man-made emergency that requires activation exercises to test the emergency
of the emergency plan, the LTC facility is exempt plan at least twice per year,
from engaging its next required full-scale including unannounced staff drill
community-based or individual, facility-based using the emergency procedures.
full-scale functional exercise for 1 year following The Executive Director will audit
the onset of the actual event. the Emergency preparedness
(ii) Conduct an additional exercise that may testing requirements 1 X per
include, but is not limited to the following: month X 12 Months.
a. A second full-scale exercise that is Results of this audit will be
community-based or an individual, facility-based presented by Executive Director to
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K 0000

Bldg. 01

functional exercise.

b. A mock disaster drill; or

c. A tabletop exercise or workshop that is 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 LTC facility's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
LTC facility's emergency plan, as needed in
accordance with 42 CFR 483.73(d)(2). This
deficient practice could affect all occupants.

Findings include:

Based on record review on 11/14/22 at 11:35 a.m.
with the Executive Director, the emergency
preparedness book entitled "Emergency and
Disaster Preparedness Manual" that was last
reviewed on 11/02/22: a second full-scale exercise
that is community-based or a second individual,
facility-based functional exercise, a mock disaster
drill, a tabletop exercise or workshop that is 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 was not
available for review. Based on an interview at the
time of record review, the facility Executive
Director stated that a table-top-exercise was
scheduled for early in 2023 and therefore he could
not provide documentation of said exercise at the
time of this survey.

determines substantial

the QAPI committee for further
recommendations and continue
until the Quality Assurance Team

compliance has been achieved.
This deficient practice had the
potential to affect all occupants.
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A Life Safety Code Recertification and State K 0000 Preparation or execution of this
Licensure Survey was conducted by the Indiana plan of correction does not
Department of Health in accordance with 42 CFR constitute admission or agreement
483.90(a). of provider of the truth of the facts
alleged or conclusions set forth on
Survey Date: 11/14/22 the Statement of Deficiencies. The
Plan of Correction is prepared and
Facility Number: 004550 executed solely because it is
Provider Number: 155736 required it is required by the
AIM Number: 200526450 position of Federal and State Law.
The Plan of Correction is
At this Life Safety Code survey, Mill Pond Health submitted in order to respond to
Campus was found not in compliance with the allegation of noncompliance
Requirements for Participation in cited during the survey visit with
Medicare/Medicaid, 42 CFR Subpart 483.90(a), exit on November 14, 2022.
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 facility, located on the south and east end of
a one-story building, was determined to be of
Type V (111) construction and fully sprinklered.
The facility has a fire alarm system with smoke
detection in the corridors and areas open to the
corridors. The facility has smoke detectors hard
wired to the fire alarm system installed in all
resident sleeping rooms. The facility has a
capacity of 68 and had a census of 44 at the time
of this survey.
All areas where the residents have customary
access were sprinklered and all areas providing
facility services were sprinklered.
Quality Review completed on 11/16/2
K 0211 NFPA 101
SS=E Means of Egress - General
Bldg. 01 Means of Egress - General
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Aisles, passageways, corridors, exit
discharges, exit locations, and accesses are
in accordance with Chapter 7, and the means
of egress is continuously maintained free of
all obstructions to full use in case of
emergency, unless modified by 18/19.2.2
through 18/19.2.11.
18.2.1,19.2.1,7.1.10.1
Based on observation and interview, the facility K 0211 The Executive Director has 11/23/2022
failed to ensure 1 of 5 means of egress were removed all three drawer carts not
continuously maintained free of all obstructions on wheels from the corridors
or impediments to full instant use in the case of The Executive Director was
fire or other emergency. This deficient practice educated by Facilities
could affect over 8 residents, 4 staff and 2 visitors Management on K-211, NFPA
if needing to exit the facility. 101, 2012 Means of Egress.
Aisles, passageways, corridors,
Findings include: exit discharges, exit locations,
and accesses are in accordance
Based on observations with the Executive with Chapter, and the means of
Director during a tour of the facility at 1:19 p.m. on egress is continuously maintained
11/14/22, there was a small three drawer cart free of all obstructions to full use
sitting in the corridor immediately outside resident in case of emergency, unless
room #204. This cart was sued to store PPE and modified by 18/119.2.2 through
was not on wheels. Based on interview at the time 18/19.2.11, 18.2.1, 19.2.1,
of the observation, the Executive Director agreed 7.1.101
that the cart was not on wheels and upon looking The Executive Director will audit
in the top drawer, the wheels were stored inside in each corridor for obstructions to
a plastic bag. He then took the wheels out of the means of egress 1 X Daily X 30
bag and placed them on the bottom of the cart. days
Results of this audit will be
This finding was reviewed with the Administrator presented by Executive Director to
at the exit conference. the QAPI committee for further
recommendations and continue
3.1-19(b) until the Quality Assurance Team
determines substantial
compliance has been achieved.
This deficient practice could affect
over 8 residents, 4 staff and 2
visitors if needing to exit the
facility.
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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 observation and interview, the facility K 0291 The Executive Director has 11/23/2022
failed to ensure 1 of 4 battery backup lights was completed and logged in TELS the
tested monthly and annually for 90 minutes over 90-minute testing for the four
the past year to ensure the light would provide Battery-operated lights.
lighting during periods of power outages and a The Executive Director was
written record of visual inspections and tests was educated by the Facilities
provided. Section 7.9.3.1.1 (1) requires functional Management Support on NFPA
testing shall be conducted monthly, with a 101, 2012. Emergency lighting of
minimum of 3 weeks and a maximum of 5 weeks at least 1-1/2 hour duration is
between tests, for not less than 30 seconds, (3) provided automatically in
Functional testing shall be conducted annually for accordance with 7.9, 18.2.9.1,
a minimum of 1 1/2 hours if the emergency lighting 19.2.9.1
system is battery powered and (5) Written records The Executive Director will review
of visual inspections and tests shall be kept by written records and TELS for
the owner for inspection by the authority having testing of emergency lighting 1 x
jurisdiction. This deficient practice could affect all Monthly X 6 months
residents in the facility. Results of this review will be
presented by Executive Director to
Findings include: the QAPI committee for further
recommendations and continue
Based on record review on 11/14/22 with the until the Quality Assurance Team
Executive Director at 12:30 p.m., the determines substantial
Battery-operated Emergency Light Test Log for compliance has been achieved.
2022 entitled "Direct Supply - TELS This deficient practice could affect
Battery-operated Emergency Light testing log" all residents in the facility.
had 30 second testing completed for 12 of the last
12 months. 90-minute testing for the four
Battery-operated lights could not be located for
review. The lack of annual testing of the four
battery operated lights was verified by the
Executive Director at the time of record review.
This finding was reviewed with the Administrator
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at the exit conference on 11/14/22 at 1:55 p.m.
3.1-19(b)
K 0511 NFPA 101
SS=E Utilities - Gas and Electric
Bldg. 01 Utilities - Gas and Electric
Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas
Code, electrical wiring and equipment
complies with NFPA 70, National Electric
Code. Existing installations can continue in
service provided no hazard to life.
18.5.1.1,19.5.1.1,9.1.1,9.1.2
Based on observation and interview, the facility K 0511 The Executive Director has 11/23/2022
failed to ensure all electrical panels in the located the key and locked the
corridors were secured from non-authorized electrical panel at the barrier doors
personnel. NFPA 70, 2011 edition states 230.62 to the 100/ 200 / 300 halls.
Energized parts of service equipment shall be The Executive Director was
enclosed as specified in 230.62(A) or guarded as educated by the Facilities
specified in 230.62(B). Management Support on NFPA
(A) Enclosed. Energized parts shall be enclosed 101, 2012 — Utilities — Gas and
so that they will not be exposed to accidental Electric. Equipment using gas or
contact or shall be guarded as in 230.62(B). related gas piping complies with
(B) Guarded. Energized parts that are not enclosed NFPA 54, National Fuel Gas
shall be installed on a switchboard, panelboard, or Code, electrical wiring and
control board and guarded in accordance with equipment complies with NFPA
110.18 and 110.27. Where energized parts are 70, National Electrical Code.
guarded as provided in 110.27(A)(1) and (A)(2), a Existing installations can continue
means for locking or sealing doors providing in service provided no hazard to
access to energized parts shall be provided. This life. 18.5.1.1,19.5.1.1,9.1.1,9.1.2
deficient practice could affect staff in the service The Executive Director will audit
hall. electrical panel located at the
barrier doors to the 100 / 200 / 300
Findings include: halls and verify that it remains
locked.
Based on observations with the Executive Results of this audit will be
Director during a tour of the facility at 12:23 p.m. presented by Executive Director to
on 11/14/22, there was an electrical panel at the the QAPI committee for further
barrier doors to the 100 / 200 / 300 halls that was recommendations and continue
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unlocked when tested. Based on interview at the until the Quality Assurance Team
time of observation, the Executive Director stated determines substantial
the electrical panel would be locked as soon as he compliance has been achieved.
could locate the keys to do so. This deficient practice could affect
all residents in the facility.
This finding was reviewed with the Administrator
at the exit conference on 11/14/22 at 1:55 p.m.
3.1-19(b)
K 0712 NFPA 101
SS=F Fire Drills
Bldg. 01 Fire Drills
Fire drills include the transmission of a fire
alarm signal and simulation of emergency fire
conditions. Fire drills are held at expected
and unexpected times under varying
conditions, at least quarterly on each shift.
The staff is familiar with procedures and is
aware that drills are part of established
routine. Where drills are conducted between
9:00 PM and 6:00 AM, a coded
announcement may be used instead of
audible alarms.
19.7.1.4 through 19.7.1.7
Based on record review and interview, the facility K 0712 The Executive Director has 11/23/2022
failed to conduct quarterly fire drills for 2 of 4 conducted a fire drill for first,
quarters. LSC 19.7.1.6 requires drills to be second and third shifts.
conducted quarterly on each shift under varied The Executive Director was
conditions. This deficient practice affects all staff educated by the Facilities
and residents. Management Support on Fire
Drills — NFPA 101, 2012. Fire
Findings include: drills include the transmission of a
alarm signal of emergency fire
Based on record review on 11/14/22 at 11:35 a.m. conditions. Fire drill s are held a
with the Executive Director, no documentation expected and unexpected times
could be provided regarding a fire drill for the under varying conditions, at least
following: quarterly on each shift. Where
a) a first quarter (January, February, and March) drills are conducted between 9:00
0f 2022 on the third shift. PM and 6:00 AM, a coded
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b) a second quarter (April, May, and June) of 2022
on the second or third shifts.

Based on interview at the time of record review,
the Executive Director acknowledged that there
was no additional fire drill documentation
available for review at the time of this survey and
added that they had been without a Director of
Plant Operations during the times of the missing
drills and they were doing the best that they could
to hire a new one as soon as possible.

This finding was reviewed with the Administrator
at the exit conference on 11/14/22 at 1:55 p.m.

3.1-19(b)
3.1-51(c)

announcement may be used
instead of audible alarms. 19.7.1.4
through 19.7.1.7.

The Executive Director will review
written records and TELS for fire
drills conducted quarterly for each
shift. 1 x Monthly X 6 months
Results of this review will be
presented by Executive Director to
the QAPI committee for further
recommendations and continue
until the Quality Assurance Team
determines substantial
compliance has been achieved.
This deficient practice affects all
staff and residents.
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