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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: 10/24/23

Facility Number: 000071
Provider Number: 155150
AIM Number: 100273140

At this Emergency Preparedness survey, Waters
of Columbia City Skilled Nursing Facility was
found not in compliance with Emergency
Preparedness Requirements for Medicare and
Medicaid Participating Providers and Suppliers, 42
CFR 483.73. The facility has a capacity of 84 and
had a census of 36 at the time of this survey.

Quality Review completed on 10/31/23

The requirements of 42 CFR, Subpart 483.73 are
Not Met as evidenced by:

403.748(d)(2), 416.54
441.184(d)(2), 482.15
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).

d)(2), 418.113
d)(2), 483.475

d)(2
d)(2

—_ =~ =
= A A~ X
~— — ~— ~—

*[For ASCs at §416.54, CORFs at §485.68,
OPO, "Organizations" under §485.727,

E 0000
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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
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:
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(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
that is community-based; or
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(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,
facility-based functional exercise; or
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(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.

(B) If the [LTC facility] facility experiences an
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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
is exempt from engaging in its next required
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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
onset of the emergency event.
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(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
maintain documentation of all tabletop
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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 — It is the intent of the facility to 11/10/2023
failed to conduct exercises to test the emergency ensure to conduct exercises to
plan at least twice per year, including test the emergency plan at least
unannounced staff drills using the emergency twice per year, including
procedures. The LTC facility must do the unannounced staff drills using the
following: emergency procedures to meet
(i) Participate in an annual full-scale exercise that set standards.
is community-based; or 1 CORRECTIVE ACTIONS
a. When a community-based exercise is not TAKEN:
accessible, conduct an annual individual, a On ___ September 25,2023 _
facility-based functional exercise. the Administrator and the DON/
b. If the LTC facility experiences an actual natural Maintenance Supervisor/designee
or man-made emergency that requires activation conducted a second community or
of the emergency plan, the LTC facility is exempt facility-based exercise and
from engaging its next required full-scale in a documented the results in the Life
community-based or individual, facility-based Safety Binder to meet set
full-scale functional exercise for 1 year following standards.
the onset of the actual event. 2 ALL OTHERS WITH
(1) Conduct an additional exercise that may POTENTIAL TO BE AFFECTED:
include, but is not limited to the following: a All residents and all staff
a. A second full-scale exercise that is and visitors have the potential to
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community-based or an individual, facility-based be affected but none were.
functional exercise. 3 MEASURES TO PREVENT
b. A mock disaster drill; or REOCCURRENCE:
c. A tabletop exercise or workshop that is led by a a On September 25,
facilitator that includes a group discussion, using 2023 the Administrator
a narrated, clinically-relevant emergency scenario, inserviced the DON/ Maintenance
and a set of problem statements, directed Supervisor/designee on the
messages, or prepared questions designed to requirement that a community or
challenge an emergency plan. facility-based exercise must be
(iii) Analyze the LTC facility's response to and conducted at least twice per year
maintain documentation of all drills, tabletop and documentation retained to
exercises, and emergency events, and revise the meet set standards.
LTC facility's emergency plan, as needed in b DON/Maintenance
accordance with 42 CFR 483.73(d)(2). This Supervisor/designee will work with
deficient practice could affect all occupants. the Administrator to ensure a
community or facility-based is
Findings include: conducted at least twice per year
and documentation retained to
Based on record review and interview with the meet set standards. If any
Maintenance Director (MD) on 10/24/23 at 02:00 issues are discovered, they will be
p-m., no documentation of a second community or addressed and resolved
facility based annual exercise was available, but immediately.
documentation of one annual exercise on 09/14/23 c The Administrator will
was available for review. Based on interview at the monitor adherence to the
time of records review, the MD stated the facility Emergency Preparedness Policy
did not participate in a full-scale exercise that is Manual and validate the
community-based but completed one facility documentation is in place.
based exercise within the last 12 months. The 4 MONITORING
facility is scheduled to do a second facility based CORRECTIVE ACTION:
exercise on 10/25/23. a At least annually to ensure
compliance, the Administrator and
This finding was reviewed with the Administrator DON/Maintenance
and MD at the exit conference. Supervisor/designee will review the
Emergency Preparedness Policy
Manual and conduct required
exercises and make changes as
necessary to meet set standards.
Those reviews will be documented
as appropriate. The Administrator
will present the training results at
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the Quality Assurance/
Performance 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.
This plan of correction
constitutes our credible
allegation of compliance with
all regulatory requirements.
Our date of compliance is __on
or before November 10,
2023__.
K 0000
Bldg. 01
A Life Safety Code Recertification and State K 0000
Licensure Survey was conducted by the Indiana
Department of Health in accordance with 42 CFR
483.90(a).
Survey Date: 10/24/2023
Facility Number: 000071
Provider Number: 155150
AIM Number: 100273140
At this Life Safety Code survey, The Waters of
Columbia City Skilled Nursing Facility was found
not in compliance with Requirements for
Participation in Medicare/Medicaid, 42 CFR
Subpart 483.90(a), Life Safety from Fire and the
2012 edition of the National Fire Protection
Association (NFPA) 101, Life Safety Code (LSC),
Chapter 19, Existing Health Care Occupancies and
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K 0223
SS=E
Bldg. 01

410 IAC 16.2.

This one story facility was determined to be of
Type II (222) 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
detectors in the resident sleeping rooms. The
facility has a capacity of 84 and had a census of
36 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 10/31/23

NFPA 101

Doors with Self-Closing Devices

Doors with Self-Closing Devices

Doors in an exit passageway, stairway
enclosure, or horizontal exit, smoke barrier,
or hazardous area enclosure are self-closing
and kept in the closed position, unless held
open by a release device complying with
7.2.1.8.2 that automatically closes all such
doors throughout the smoke compartment or
entire facility upon activation of:

* Required manual fire alarm system; and

* Local smoke detectors designed to detect
smoke passing through the opening or a
required smoke detection system; and

* Automatic sprinkler system, if installed; and
* Loss of power.
18.2.2.2.7,18.2.2.2.8,19.2.2.2.7,19.2.2.2.8
Based on observation and interview, the facility
failed to ensure 1 of 1 storage rooms with large
amounts of combustible storage and greater than
50 square feet was protected as a hazardous area.
This deficient practice could affect 5 residents in

K 0223 — It is the intent of the facility to

ensure storage rooms with large
amounts of combustible storage
and greater than 50 square feet

are protected as hazardous area

11/10/2023
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the area. to meet set standards.
1 CORRECTIVE ACTIONS
Findings include: TAKEN:
a On __October 24,
Based on observation during a tour of the facility 2023 the Maintenance
with the Maintenance Director (MD) on 10/24/23 Supervisor/designee removed the
at 01:45 p.m., the Therapy storage room contained box that was holding door open in
over 20 boxes of supplies and was greater than 50 the Therapy Storage Room to
square feet making this a hazardous area. The meet set standards. The
storage room was not protected as a hazardous Administrator verified the work on
area because the door to the room was held open. _October 24, 2023 .
Based on interview at the time of observation, the 2 ALL OTHERS WITH
MD agreed the storage room contained large POTENTIAL TO BE AFFECTED:
amount of combustible storage, was larger than 50 a All residents and all staff
square feet, and the door to the room was held and visitors have the potential to
open by a box. be affected but none were. On
__November 7, 2023 the
The finding was reviewed with the Administrator Maintenance Supervisor/designee
and the MD during the exit conference. inspected all doors throughout the
facility and found no other negative
3.1-19(b) findings.
3 MEASURES TO PREVENT
REOCCURRENCE:
a The Administrator will
inservice Maintenance Supervisor
& all staff including Physical
Therapy Staff on the requirements
to keep doors with self-closing
devices in closed position and to
ensure there are no obstructions
to closing to meet set standards.
b Maintenance
Supervisor/designee will inspect
all doors throughout the facility
monthly to ensure they have
self-closing devices in closed
position and have no obstructions
to closing as a part of the facility’s
Preventive Maintenance Program
and document those inspection
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K 0531
SS=E

NFPA 101
Elevators

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.

[ 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 on
or before November 10, 2023.
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Bldg. 01 Elevators
2012 EXISTING
Elevators comply with the provision of 9.4.
Elevators are inspected and tested as
specified in ASME A17.1, Safety Code for
Elevators and Escalators. Firefighter's
Service is operated monthly with a written
record.
Existing elevators conform to ASME/ANSI
A17.3, Safety Code for Existing Elevators
and Escalators. All existing elevators, having
a travel distance of 25 feet or more above or
below the level that best serves the needs of
emergency personnel for firefighting
purposes, conform with Firefighter's Service
Requirements of ASME/ANSI A17.3.
(Includes firefighter's service Phase | key
recall and smoke detector automatic recall,
firefighter's service Phase Il emergency in-car
key operation, machine room smoke
detectors, and elevator lobby smoke
detectors.)
19.5.3,9.4.2,943
Based on observation and interview, the facility K 0531 - Itis the intent of the facility to 11/10/2023
failed to ensure 1 of 1 elevator machine room ensure elevator machine room is
equipped with a self-closing door functioned as equipped with a self-closing door
required. ASME 17.1-Safety Code for elevators functioned as required to meet set
and escalators requires elevator machine room standards.
doors to be self-closing and self latching. This 1 CORRECTIVE ACTIONS
deficient practice could affect staff and residents TAKEN:
in the corridor by the elevator. a On ___ November 2, 2023
the Maintenance Supervisor
Findings include: repaired the self-closing device on
the elevator machine room to
Based on observation and interview with the ensure it self closes and latches
Maintenance Director on 10/24/23 at 02:05 p.m., into the door frame to meet set
the door to the elevator control room was standards.
equipped with a self-closing device, but the 2 ALL OTHERS WITH
self-closing device would not fully close and latch POTENTIAL TO BE AFFECTED:
to keep the door in the closed position. Based on a All residents and all staff
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conference.

3.1-19(b)

interview at the time of observation, the
Maintenance Director agreed the self-closing
device on the door was not functioning properly
as it did not allow the door to latch.

The finding was reviewed with the Administrator
and Maintenance Director during the exit

and visitors have the potential to
be affected but none were.

3 MEASURES TO PREVENT
REOCCURRENCE:

a On __November 9, 2023
the Administrator inserviced the
Maintenance Supervisor/designee
on the requirement to ensure
self-closing devices on the elevator
machine room are working
properly and the door self closes
and latches into the frame to meet
set standards.

b Maintenance
Supervisor/designee will ensure
the self-closure on the elevator
machine room door is working
properly and the door self closes
and latches into the frame as a
part of 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.

[ 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
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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 __on
or before November 10,
2023.
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 — It is the intent of the facility to 11/10/2023
failed to conduct fire drills on each shift for 2 of 4 ensure to conduct fire drills on
quarters. LSC 19.7.1.6 states drills shall be each shift for all four quarters to
conducted quarterly on each shift to familiarize meet set standards.
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facility personnel (nurses, interns, maintenance 1 CORRECTIVE ACTIONS
engineers, and administrative staff) with the TAKEN:
signals and emergency action required under a On October 24, 2023 the
varied conditions. This deficient practice affects Administrator inserviced the
all staff and residents. Maintenance Supervisor/designee
on the requirement that fire drills
Findings include: must be conducted at unexpected
times under varying conditions at
Based on records review with the Maintenance least quarterly on each shift and
Director (MD) on 10/24/23 at 11:00 a.m., the documented to meet set
following shifts were missing documentation of a standards.
completed fire drill: b On _November 3, 2023_ the
a) A third shift fire drill in the first quarter of 2023. Maintenance Supervisor/designee
b) A third shift fire drill in the third quarter of 2023. conducted a fire drill for each of
Based on interview at the time of record review, the three shifts and documented
both Maintenance Directors stated he could not the results in the facilities Life
find the documentation to show the Safety Binder to meet set
aforementioned drills were conducted. standards. The Administrator
verified the drills on __November 9,
These findings were reviewed with the 2023 .
Administrator and MD at the exit conference. 2 ALL OTHERS WITH
POTENTIAL TO BE AFFECTED:
3.1-19(b) a All residents and all staff
3.1.51(c) and visitors have the potential to
be affected but none were.
3 MEASURES TO PREVENT
REOCCURRENCE:
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