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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: 03/20/23

Facility Number: 000269
Provider Number: 155400
AIM Number: 100267720

At this Emergency Preparedness survey, Cardinal
Care Strategies 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 104 and had a census of 53 at the time
of this survey.

Quality Review completed on 03/27/23
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485.68(d)(1), 485.727(d)(1), 485.920
486.360(d)(1), 491.12(d)(1)

EP Training Program
§403.748(d)(1), §416.54(d)(1), §418.113(d)(1),
§441.184(d)(1), §460.84(d)(1), §482.15(d)(1),
§483.73(d)(1), §483.475(d)(1), §484.102(d)(1),
§485.68(d)(1), §485.625(d)(1), §485.727(d)
(1), §485.920(d)(1), §486.360(d)(1),
§491.12(d)(1).

*[For RNCHIs at §403.748, ASCs at §416.54,
Hospitals at §482.15, ICF/IIDs at §483.475,
HHAs at §484.102, "Organizations" under
§485.727, OPOs at §486.360, RHC/FQHCs
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TITLE
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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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at §491.12:]

(1) Training program. The [facility] must do
all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of
emergency procedures.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
[facility] must conduct training on the
updated policies and procedures.

*[For Hospices at §418.113(d):] (1) Training.
The hospice must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing hospice employees, and individuals
providing services under arrangement,
consistent with their expected roles.

(ii) Demonstrate staff knowledge of
emergency procedures.

(iii) Provide emergency preparedness training
at least every 2 years.

(iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff),
with special emphasis placed on carrying out
the procedures necessary to protect patients
and others.

(v) Maintain documentation of all emergency
preparedness training.

(vi) If the emergency preparedness policies
and procedures are significantly updated, the
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hospice must conduct training on the
updated policies and
procedures.

*[For PRTFs at §441.184(d):] (1) Training
program. The PRTF must do all of the
following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(ii) After initial training, provide emergency
preparedness training every 2 years.

(iii) Demonstrate staff knowledge of
emergency procedures.

(iv) Maintain documentation of all emergency
preparedness training.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
PRTF must conduct training on the updated
policies and procedures.

*[For PACE at §460.84(d):] (1) The PACE
organization must do all of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing on-site
services under arrangement, contractors,
participants, and volunteers, consistent with
their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Demonstrate staff knowledge of
emergency procedures, including informing
participants of what to do, where to go, and
whom to contact in case of an emergency.
(iv) Maintain documentation of all training.
(v) If the emergency preparedness policies
and procedures are significantly updated, the
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PACE must conduct training on the updated
policies and procedures.

*[For LTC Facilities at §483.73(d):] (1)
Training Program. The LTC facility must do all
of the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected role.

(ii) Provide emergency preparedness training
at least annually.

(iii) Maintain documentation of all emergency
preparedness training.

(iv) Demonstrate staff knowledge of
emergency procedures.

*[For CORFs at §485.68(d):](1) Training. The
CORF must do all of the following:

(i) Provide initial training in emergency
preparedness policies and procedures to all
new and existing staff, individuals providing
services under arrangement, and volunteers,
consistent with their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of
emergency procedures. All new personnel
must be oriented and assigned specific
responsibilities regarding the CORF's
emergency plan within 2 weeks of their first
workday. The training program must include
instruction in the location and use of alarm
systems and signals and firefighting
equipment.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
CORF must conduct training on the updated
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policies and procedures.

*[For CAHs at §485.625(d):] (1) Training
program. The CAH must do all of the
following:

(i) Initial training in emergency preparedness
policies and procedures, including prompt
reporting and extinguishing of fires,
protection, and where necessary, evacuation
of patients, personnel, and guests, fire
prevention, and cooperation with firefighting
and disaster authorities, to all new and
existing staff, individuals providing services
under arrangement, and volunteers,
consistent with their expected roles.

(ii) Provide emergency preparedness training
at least every 2 years.

(iii) Maintain documentation of the training.
(iv) Demonstrate staff knowledge of
emergency procedures.

(v) If the emergency preparedness policies
and procedures are significantly updated, the
CAH must conduct training on the updated
policies and procedures.

*[For CMHCs at §485.920(d):] (1) Training.
The CMHC must provide initial training in
emergency preparedness policies and
procedures to all new and existing staff,
individuals providing services under
arrangement, and volunteers, consistent with
their expected roles, and maintain
documentation of the training. The CMHC
must demonstrate staff knowledge of
emergency procedures. Thereafter, the
CMHC must provide emergency
preparedness training at least every 2 years.
Based on record review and interview, the facility
failed to conduct annual training for the
Emergency Preparedness Program (EPP). The LTC

E 0037

E0037
It is the practice of the facility to
conduct annual training for the

04/05/2023

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

XuyB21 Facility ID: 000269 If continuation sheet

Page 5 of 35




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

PRINTED: 08/28/2023
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
155400 B. WING 03/20/2023
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER
4600 E JACKSON ST
CARDINAL CARE STRATEGIES MUNCIE, IN 47303
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facility must do all of the following: (i) Initial Emergency Preparedness
training in emergency preparedness policies and Program(EPP).
procedures to all new and existing staff,
individuals providing services under arrangement, 1. The maintenance director will
and volunteers, consistent with their expected be conducting the staff training for
roles; (ii) Provide emergency preparedness Emergency Preparedness on
training at least annually; (iii) Maintain 4/5/23.
documentation of all emergency preparedness 2. The Police Offer will also be
training; (iv) Demonstrate staff knowledge of present on 4/25/23 to perform an
emergency procedures in accordance with 42 CFR in-service for training on steps to
483.73(d) (1). This deficient practice could affect take if an active shooter enters our
all residents in the facility. facility.
3. The QAPI team will review
Findings include: outcomes of POC and adjust as
needed to maintain compliance.
Based on records review with the Maintenance
Director on 03/20/23 at 1:00 p.m., no
documentation of annual EPP within the last year
and no documentation to show staff could
demonstrate knowledge of the EPP was available
for review. Based on an interview at the time of
records review, the Maintenance Director stated
there was no documentation of staff training on
the Emergency Preparedness Plan within the last
year.
This finding was reviewed with the Administrator
and Maintenance Director during the exit
conference.
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)
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(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
§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.
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(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 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.
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(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
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
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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
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
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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 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
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(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
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.
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(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,
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
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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
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
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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
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
failed to conduct exercises to test the emergency
plan at least twice per year, including
unannounced staff drills using the emergency
procedures. The LTC facility must do the
following:

(1) 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 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 full-scale in a
community-based or individual, facility-based
full-scale functional exercise for 1 year following

E 0039 E 0039

year.

1. Due to the change of

were unable to access the

was completed.

It is the facilities responsibility to
conduct exercises to test the
emergency plan at least twice per

maintenance director position we

paperwork during the Life Safety
Survey. IT has made available the
access as of 4/3/2023; therefore
we are submitting the appropriate
paperwork to confirm this exercise

2. The facility had an emergency
evacuation call due to a gas leak

04/03/2023
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the onset of the actual event. on September 1,2022 at 6:35am.
(ii) Conduct an additional exercise that may a. The facility was evacuated in
include, but is not limited to the following: 6minutes and 27 seconds and all
a. A second full-scale exercise that is residents/staff were safe and
community-based or an individual, facility-based accounted for during exercise.
functional exercise. b. The fire department did an all
b. A mock disaster drill; or clear at 8:00 am.
c. A tabletop exercise or workshop that is led by a c. The residents and staff were
facilitator that includes a group discussion, using returned to rooms and work
a narrated, clinically-relevant emergency scenario, stations.
and a set of problem statements, directed 3. The facility had a Covid
messages, or prepared questions designed to outbreak on November 6,2022.
challenge an emergency plan. a. The Emergency Covid Plan
(iii) Analyze the LTC facility's response to and was implemented. Covid positive
maintain documentation of all drills, tabletop were separated to a different unit.
exercises, and emergency events, and revise the b. 9 residents and 15 staff
LTC facility's emergency plan, as needed in members tested positive.
accordance with 42 CFR 483.73(d)(2). This c. An Emergency Staffing
deficient practice could affect all occupants. Policy was implemented due to
the shortage.
Findings include: 4. The QAPI committee will review
findings of POC at next QAPI
Based on record review with the Maintenance meeting and adjust accordingly.
Director on 03/20/23 at 1:05 p.m., no
documentation of a community based annual
exercise, nor documentation of an additional
annual exercise within the last year was available
for review. Based on interview at the time of
records review, the Maintenance Director stated
the facility did not participate in a full-scale
exercise that is community-based nor an
additional exercise within the last 12 months.
This finding was reviewed with the Administrator
and the Maintenance Director at the exit
conference.
K 0000
Bldg. 01
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Licensure Survey was conducted by the Indiana
Department of Health in accordance with 42 CFR
483.90(a).

Survey Date: 03/20/2023

Facility Number: 000269
Provider Number: 155400
AIM Number: 100267720

At this Life Safety Code survey, Cardinal Care
Strategies 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 410 IAC 16.2.

This one story facility was determined to be of
Type V (111) construction and was fully
sprinklered. The facility has a fire alarm system
with smoke detection in the corridors, areas open
to the corridors and battery operated smoke
detectors in the resident rooms. The facility has a
capacity of 104 and had a census of 53 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 03/27/23

K 0211 NFPA 101

SS=E Means of Egress - General

Bldg. 01 Means of Egress - General
Aisles, passageways, corridors, exit
discharges, exit locations, and accesses are

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A. BUILDING 01 COMPLETED
155400 B. WING 03/20/2023
STREET ADDRESS, CITY, STATE, ZIP COD
NAME OF PROVIDER OR SUPPLIER
4600 E JACKSON ST
CARDINAL CARE STRATEGIES MUNCIE, IN 47303
(X4)ID SUMMARY STATEMENT OF DEFICIENCIE 1D (X5)
PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CROSS.REFERENCED TO THE APPROPRIATE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG DEFICTENCY) DATE
A Life Safety Code Recertification and State K 0000

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

XUYB21  Facility ID:

000269 If continuation sheet

Page 17 of 35




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

PRINTED: 08/28/2023
FORM APPROVED
OMB NO. 0938-039

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER
155400

X2) MULTIPLE CONSTRUCTION
A. BUILDING 01
B. WING

X3) DATE SURVEY
COMPLETED
03/20/2023

NAME OF PROVIDER OR SUPPLIER

CARDINAL CARE STRATEGIES

STREET ADDRESS, CITY, STATE, ZIP COD
4600 E JACKSON ST
MUNCIE, IN 47303

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIE
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION

PREFIX

ID

TAG DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

(X5)
COMPLETION
DATE

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

1. Based on observation and interview, the facility
failed to ensure 1 of 1 exit doors from the kitchen
only contained one latching mechanism to release
the door and open. LSC 7.2.1.5.10 states a latch or
other fastening device on a door leaf shall be
provided with a releasing device that has an
obvious method of operation and that is readily
operated under all lighting conditions. 7.2.1.5.10.4
states the releasing mechanism shall open the
door leaf with not more than one releasing
operation. 7.2.1.5.10.1 states the releasing
mechanism for any latch shall be located not less
than 34 inches, and not more than 48 inches,
above the finished floor. This deficient practice
could affect staff that exit the kitchen to go
outside.

Findings include:

Based on observation with the Maintenance
Director on 03/20/23 at 2:00 p.m., the kitchen
outside exit door was equipped with two latching
devices, a latching door turn knob and a separate
slide lock. Based on interview at the time of
observation, the Maintenance Director agreed the
kitchen exit door was equipped with two latching
devices.

2. Based on observation and interview, the facility
failed to ensure 1 of 1 corridor means of egresses
were continuously maintained free of
obstructions. LSC 19.2.3.4 (4) states projections
into the required width shall be permitted for
wheeled equipment, provided that all of the

K 0211

K-0211

1. The maintenance team

stock door latch.
(exhibit E)

reattached and secured.
(exhibit F)

Removed Secondary latched on
kitchen door and replaced the

2. The wheels to PPE carts were

3.The QAPI committee will review
findings of POC at next QAPI
meeting and adjust accordingly.

04/06/2023
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K 0222
SS=F
Bldg. 01

following conditions are met:

(a) The wheeled equipment does not reduce the
clear unobstructed corridor width to less than 60
in.(1525 mm).

(b) The health care occupancy fire safety plan and
training program address the relocation of the
wheeled equipment during a fire or similar
emergency.

(c)The wheeled equipment is limited to the
following:

i. Equipment in use and carts in use

ii. Medical emergency equipment not in use

iii. Patient lift and transport equipment

This deficient practice affects all residents in the
corridor by resident rooms 103 and 107.

Findings include:

Based on an observation during a tour of the
facility with the Maintenance Director 03/20/23 at
2:55 p.m., in the corridor. Personal Protective
Equipment (PPE) carts were in use but were not
equipped with wheels allowing the carts to be
move out of the halls during an emergency. The
PPE carts were observed by rooms, 103 and 107.
Based on an interview at the time of observations,
the Maintenance Director agreed the PPE carts are
not equipped with wheels.

These findings were reviewed with the
Administrator and the Maintenance Director
during the exit conference.

3.1-19(b)

NFPA 101

Egress Doors

Egress Doors

Doors in a required means of egress shall not
be equipped with a latch or a lock that
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requires the use of a tool or key from the
egress side unless using one of the following
special locking arrangements:

CLINICAL NEEDS OR SECURITY THREAT
LOCKING

Where special locking arrangements for the
clinical security needs of the patient are
used, only one locking device shall be
permitted on each door and provisions shall
be made for the rapid removal of occupants
by: remote control of locks; keying of all
locks or keys carried by staff at all times; or
other such reliable means available to the
staff at all times.

18.2.2.2.5.1,18.2.2.2.6, 19.2.2.2.51,
19.2.2.2.6

SPECIAL NEEDS LOCKING
ARRANGEMENTS

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

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

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

18.2.2.2.4,19.2.2.2.4

ELEVATOR LOBBY EXIT ACCESS
LOCKING ARRANGEMENTS

Elevator lobby exit access door locking in
accordance with 7.2.1.6.3 shall be permitted
on door assemblies in buildings protected
throughout by an approved, supervised
automatic fire detection system and an
approved, supervised automatic sprinkler
system.

18.2.2.2.4,19.2.2.2.4

Based on observation and interview, the facility
failed to ensure the means of egress through 7 of
7 exit doors in the facility were readily accessible
for residents without a clinical diagnosis requiring
specialized security measures. Doors within a
required means of egress shall not be equipped
with a latch or lock that requires the use of a tool
or key from the egress side unless otherwise
permitted by LSC 19.2.2.2.4. Door-locking
arrangements shall be permitted in accordance
with 19.2.2.2.5.2. This deficient practice could
affect all the residents except those in the
Dementia Care Unit.

Findings include:

Based on observation with the Maintenance
Director on 03/20/23 at 1:30 p.m., the exit door at
the Main Entrance was marked as a facility exit,
was magnetically locked, and could be opened by

K 0222

K 0222

1. All Codes to exit were posted at
all 7 doors

(exhibit G)

2.The QAPI committee will review
findings of POC at next QAPI
meeting and adjust accordingly.

04/05/2023
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entering a four-digit code on the keypad, but the
code was not posted at the exit. There were other
exit doors with the same condition at the South
East exit, the South Central exit, the South West
exit, the North East exit, The North Central exit and
the North West exit. Based on interview at the

time of observation, the Maintenance Director
stated the code to open the exit doors was posted
on the side of the keypad. This required special
knowledge to open the exit doors.

This finding was reviewed with the Administrator
and Maintenance Director during the exit
conference.

3.1-19(b)

NFPA 101

Fire Alarm System - Testing and
Maintenance

Fire Alarm System - Testing and
Maintenance

A fire alarm system is tested and maintained
in accordance with an approved program
complying with the requirements of NFPA 70,
National Electric Code, and NFPA 72,
National Fire Alarm and Signaling Code.
Records of system acceptance, maintenance
and testing are readily available.

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

Based on record review and interview, the facility
failed to ensure the documentation for the annual
testing of all devices connected to 1 of 1 fire alarm
system was complete. NFPA 72, National Fire
Alarm Code, the 2010 Edition, at Section 14.6.2.4
requires a record of all inspections, testing, and
maintenance shall be provided that includes the
following information regarding tests and all the
applicable information requested in Figure
14.6.2.4. The record shall include a listing of all

K 0345

TK 0345

Due to the change of maintenance
director position we were unable to
access the paperwork during the
Life Safety Survey. IT has made
available the access as of
4/3/2023; therefore we are
submitting the appropriate
paperwork to confirm this exercise

04/05/2023
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devices tested with device type, address, location
and test results indicated:

(1) Date

(2) Test frequency

(3) Name of property

(4) Address

(5) Name of person performing inspection,
maintenance, tests, or combination thereof, and
affiliation, business address, and telephone
number

(6) Name, address, and representative of
approving agency (ies)

(7) Designation of the detector(s) tested

(8) Functional test of detectors

(9)*Functional test of required sequence of
operations

(10) Check of all smoke detectors

(11) Loop resistance for all fixed-temperature,
line-type heat detectors

(12) Functional test of mass notification system
control units

(13) Functional test of signal transmission to mass
notification systems

(14) Functional test of ability of mass notification
system to silence fire alarm notification appliances
(15) Tests of intelligibility of mass notification
system speakers

(16) Other tests as required by the equipment
manufacturer's published instructions

(17) Other tests as required by the authority
having jurisdiction

(18) Signatures of tester and approved authority
representative

(19) Disposition of problems identified during test
(e.g., system owner notified, problem
corrected/successfully retested, device
abandoned in place)

This deficient practice could affect all occupants
in the facility.

was completed.

1. The annual testing was
performed on 4/22/2022(exhibit H)
2.The QAPI committee will review
findings of POC at next QAPI
meeting and adjust accordingly.
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Findings include:

Based on record review on 03/20/23 at 10:30 a.m.
with the Maintenance Director present, the most
recent fire alarm system inspection/testing report
dated 4/29/21. There was no documentation of an
annual or semi-annual fire alarm inspection in
2022. This was acknowledged by the Maintenance
Director at the time of record review.

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

3.1-19(b)

NFPA 101

Corridor - Doors

Corridor - Doors

Doors protecting corridor openings in other
than required enclosures of vertical openings,
exits, or hazardous areas resist the passage
of smoke and are made of 1 3/4 inch
solid-bonded core wood or other material
capable of resisting fire for at least 20
minutes. Doors in fully sprinklered smoke
compartments are only required to resist the
passage of smoke. Corridor doors and doors
to rooms containing flammable or
combustible materials have positive latching
hardware. Roller latches are prohibited by
CMS regulation. These requirements do not
apply to auxiliary spaces that do not contain
flammable or combustible material.
Clearance between bottom of door and floor
covering is not exceeding 1 inch. Powered
doors complying with 7.2.1.9 are permissible
if provided with a device capable of keeping
the door closed when a force of 5 Ibf is
applied. There is no impediment to the
closing of the doors. Hold open devices that
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release when the door is pushed or pulled are
permitted. Nonrated protective plates of
unlimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted. Door
frames shall be labeled and made of steel or
other materials in compliance with 8.3,

unless the smoke compartment is
sprinklered. Fixed fire window assemblies are
allowed per 8.3. In sprinklered compartments
there are no restrictions in area or fire
resistance of glass or frames in window
assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482,
483, and 485

Show in REMARKS details of doors such as
fire protection ratings, automatics closing
devices, etc.

Based on observation and interview, the facility
failed to ensure 2 of 2 resident room corridor
doors was provided with a means suitable for
keeping the door closed, had no impediment to
closing, latching and would resist the passage of
smoke. This deficient practice could affect up to 4
residents.

Findings include:

Based on observation with the Maintenance
Director on 03/20/23 at 1:50 p.m., the corridor door
to resident room 121 and 304 would not close and
latch into the frame when tested. Based on
interview at the time of observation, the
Maintenance Director stated the corridor door
would not close and latch into the door frame
because the door knob was loose.

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

K 0363

0363

1. Maintenance Director fixed both
room 121 and room 304 corridor
doors.(exhibit I)

2.The QAPI committee will review
findings of POC at next QAPI
meeting and adjust accordingly.

04/07/2023
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3.1-19(b)
K 0500 NFPA 101
SS=F 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.
Based on observation, record review and K 0500 k 0500 04/05/2023
interview, the facility failed to ensure 5 of 5 fuel
fired water heaters had current inspection 1. The inspection of water heaters
certificates to ensure the water heaters were in was completed on March
safe operating condition. NFPA 101, Section 20,2023(exhibit J). The inspection
19.1.1.3.1 requires all health facilities to be was due in Jan and they were
designed constructed, maintained and operated to called however stated they were
minimize the possibility of a fire emergency behind and didn't show until
requiring the evacuation of occupants. This March.
deficient practice could affect staff in the facility. 2.The QAPI committee will review
findings of POC at next QAPI
Findings include: meeting and adjust accordingly.
Based on observation during a tour of the facility
with the Maintenance Director on 3/20/23 at 2:30
p-m. and record review of the latest water heater
permits. The water heater permits had expired
1/7/22. Based on interview at the time of the
observation, the Maintenance Director stated
they are working on renewing the water heater
permits but did not provide any documentation.
This finding was reviewed with the Administrator
and Maintenance Director at the exit conference.
3.1-19(b)
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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 K 0712 04/07/2023
failed to conduct fire drills on each shift for 2 of 4 Due to the change of maintenance
quarters. LSC 19.7.1.6 states drills shall be director position we were unable to
conducted quarterly on each shift to familiarize access the paperwork during the
facility personnel (nurses, interns, maintenance Life Safety Survey. IT has made
engineers, and administrative staff) with the available the access as of
signals and emergency action required under 4/3/2023; therefore we are
varied conditions. This deficient practice affects submitting the appropriate
all staff and residents. paperwork to confirm this exercise
was completed.
Findings include: 2. Routine Fire drills were
completed however maintenance
Based on records review with the Maintenance director who is no longer
Director on 3/20/23 at 11:20 a.m., the following employed did not complete
shift was missing documentation of a completed appropriate paperwork. (exhibit
fire drill: K-unable to upload all due to size
A second shift fire drill in the second and fourth of packet) will submit upon
quarter of 2022. request.
Based on interview at the time of record review, 3. Will follow appropriate
the Maintenance Director stated the drills were regulations moving forward on
completed but could not verify that the proper fire drills and
monitoring company was contacted to ensure documentation.
they received the signal. 4. The QAPI committee will review
findings of POC at next QAPI
This finding was reviewed with the Administrator meeting and adjust accordingly.
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and Maintenance Director at the exit conference.
3.1-19(b)

NFPA 101

Electrical Systems - Other

Electrical Systems - Other

List in the REMARKS section any NFPA 99
Chapter 6 Electrical Systems 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.

Chapter 6 (NFPA 99)

Based on observation and interview, the facility
failed to ensure access and working space was
maintained for 1 of 1 electrical panels in electrical
room. NFPA 99, Health Care Facilities Code, 2012
Edition, Section 6.3.2.1 states electrical installation
shall be in accordance with NFPA 70, National
Electric Code. NFPA 70, 2011 Edition, Article
110.26 states access and working space shall be
provided and maintained about all electrical
equipment to permit ready and safe operation and
maintenance of such equipment. Working space
for equipment operating at 600 volts, nominal, or
less and likely to require examination, adjustment,
servicing, or maintenance while energized shall
comply with the dimensions of 110.26(A) (1), (2)
and (3). 110.26(A)(1) states the depth of the
working space in the direction of live parts shall
not be less than that specified in Table 110.26(A)
(1) which the minimum clear distance is 3 feet.
110.26(A) (2) states the width of the working
space in front of the electrical equipment shall be
the width of the equipment or 762 mm (30 in.),
whichever is greater. In all cases, the work space
shall permit at least a 90 degree opening of
equipment doors or hinged panels. 110.26(A)(3)

K 0911 K 0911

1. The electric room was clear of
all debris. Completed 3/28/2023
(exhibit L)

2.The QAPI committee will review
findings of POC at next QAPI
meeting and adjust accordingly.

03/28/2023
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states the work space shall be clear and extend
from the grade, floor, or platform to a height of
6172 feet or the height of the equipment,
whichever is greater. Article 110.26(B) states the
working space required by this section shall not
be used for storage. This deficient practice could
all residents in the vicinty of the electrical room.

Findings include:

Based on observations during a tour of the facility
with the Maintenance Director on 03/20/23 at 2:30
p.m., the electrical panel in the electrical room was
blocked from access with items stored in front of
the panel. Based on interview at the time of the
observation, the Maintenance Director agreed
items were stored within the working space in
front of the electrical panels.

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

3.1-19(b)

NFPA 101

Electrical Systems - Maintenance and
Testing

Electrical Systems - Maintenance and
Testing

Hospital-grade receptacles at patient bed
locations and where deep sedation or general
anesthesia is administered, are tested after
initial installation, replacement or servicing.
Additional testing is performed at intervals
defined by documented performance data.
Receptacles not listed as hospital-grade at
these locations are tested at intervals not
exceeding 12 months. Line isolation monitors
(LIM), if installed, are tested at intervals of
less than or equal to 1 month by actuating
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the LIM test switch per 6.3.2.6.3.6, which
activates both visual and audible alarm. For
LIM circuits with automated self-testing, this
manual test is performed at intervals less
than or equal to 12 months. LIM circuits are
tested per 6.3.3.3.2 after any repair or
renovation to the electric distribution system.
Records are maintained of required tests and
associated repairs or modifications,
containing date, room or area tested, and
results.

6.3.4 (NFPA 99)

Based on record review and interview, the facility
failed to ensure non-hospital grade electrical
receptacles at resident sleeping rooms were tested
at least annually. NFPA 99, Health Care Facilities
Code 2012 Edition, Section 6.3.4.1.3 states
receptacles not listed as hospital-grade, at patient
bed locations and in locations where deep
sedation or general anesthesia is administered,
shall be tested at intervals not exceeding 12
months. Additionally, Section 6.3.3.2, Receptacle
Testing in Patient Care Rooms requires the
physical integrity of each receptacle shall be
confirmed by visual inspection. The continuity of
the grounding circuit in each electrical receptacle
shall be verified. Correct polarity of the hot and
neutral connections in each electrical receptacle
shall be confirmed; and retention force of the
grounding blade of each electrical receptacle
(except locking-type receptacles) shall be not less
than 115 grams (4 ounces). This deficient practice
could affect all residents.

Findings include:

Based on interview with the Maintenance Director
on 03/20/23 at 12:30 p.m., the facility's resident
sleeping rooms contained four to eight
non-hospital-grade electrical receptacles. Based

K 0914 K 0914

1. All electrical receptors were
tested and labeled according to
the regulations

.Completedon __4/7/23_____
(exhibit M)

2.The QAPI committee will review
findings of POC at next QAPI
meeting and adjust accordingly.

04/07/2023
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on records review at 12:30 p.m., no documentation
was available to show the last time the electrical
receptacles in resident sleeping rooms were

tested. Based on interview at the time of the
observation and records review, the Maintenance
Director confirmed all the electrical receptacles in
the resident sleeping rooms were not
hospital-grade and stated it is unknow the last

time the annual testing was completed.

This finding was reviewed with the Administrator
and Maintenance Director during the exit
conference.

3.1-19(b)

NFPA 101

Electrical Systems - Essential Electric Syste
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
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
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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 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 hours.
NFPA 99 Section 6.4.1.1.6.1 states that Type 1 and
Type 2 essential electrical system power sources
shall be classified at Type 10, Class X, Level 1
generator sets. This deficient practice could
affect all building occupants.

Findings include:

During records review with the Maintenance
Director on 03/20/23 at 1:00 p.m., documentation
of a four hour run test for the emergency
generator conducted within the last 36 months
was not provided for review. Based on interview
at the time of records review, the Maintenance
Director stated there was no documentation to

K 0918 K 0918

1. Facility completed with 4 hour
run inspection of the emergency
power standby system.
Completed on 4/10/23.

(exhibit N- will upload 4/10/23)
2.The QAPI committee will review
findings of POC at next QAPI
meeting and adjust accordingly.

04/10/2023
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prove a four hour continuous run under load was
conducted in the past 36 months.

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

3.1-19(b)

NFPA 101

Electrical Equipment - Power Cords and
Extens

Electrical Equipment - Power Cords and
Extension Cords

Power strips in a patient care vicinity are only
used for components of movable
patient-care-related electrical equipment
(PCREE) assembles that have been
assembled by qualified personnel and meet
the conditions of 10.2.3.6. Power strips in
the patient care vicinity may not be used for
non-PCREE (e.g., personal electronics),
except in long-term care resident rooms that
do not use PCREE. Power strips for PCREE
meet UL 1363A or UL 60601-1. Power strips
for non-PCREE in the patient care rooms
(outside of vicinity) meet UL 1363. In
non-patient care rooms, power strips meet
other UL standards. All power strips are
used with general precautions. Extension
cords are not used as a substitute for fixed
wiring of a structure. Extension cords used
temporarily are removed immediately upon
completion of the purpose for which it was
installed and meets the conditions of 10.2.4.
10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8
(NFPA 70), 590.3(D) (NFPA 70), TIA 12-5
Based on observation and interview, the facility
failed to ensure 1 of 1 power strip in the resident
room 107 meets UL 1363. This deficient practice
could affect up to 4 residents.

K 0920

K 0920

1. Removed power strip from room
107 (exhibit O).

04/07/2023
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3. Residents educated during
Findings include: resident council meeting on 4/7/23
that any power strip needs to be
Based on observation with the Maintenance compliant regulations UL 163-A.
Director on 03/20/23 at 3:00 p.m., in resident room 4. The QAPI committee will review
107 there was a power strip in use that did not findings of POC at next QAPI
meet UL-1363. Based on interview at the time of meeting and adjust accordingly.
observation, the Maintenance Director agreed a
power strip was in use in the resident room 107
and did not meet UL-1363.
This finding was reviewed with the Administrator
and the Maintenance Director during the exit
conference.
3.1-19(b)
K 0927 NFPA 101
SS=E Gas Equipment - Transfilling Cylinders
Bldg. 01 | Gas Equipment - Transfilling Cylinders
Transfilling of oxygen from one cylinder to
another is in accordance with CGA P-2.5,
Transfilling of High Pressure Gaseous
Oxygen Used for Respiration. Transfilling of
any gas from one cylinder to another is
prohibited in patient care rooms. Transfilling
to liquid oxygen containers or to portable
containers over 50 psi comply with conditions
under 11.5.2.3.1 (NFPA 99). Transfilling to
liquid oxygen containers or to portable
containers under 50 psi comply with
conditions under 11.5.2.3.2 (NFPA 99).
11.5.2.2 (NFPA 99)
Based on observation and interview the facility K 0927 K 0927 04/06/2023
failed to ensure 1 of 1 oxygen transfilling room met 1. Completed 4/6/23.
the requirements of NFPA 99, Health Care 2. All oxygen tanks stored outside
Facilities Code, 2012 Edition, Section 11.5.2.3.1 in locked cage (exhibit P).
requires transfilling to liquid oxygen base 3. Future plans are to remodel a
reservoir containers or to liquid oxygen portable room that has been identified to be
containers to include the following: compliant with state regulations
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(1) A designated area separated from any portion
of the facility wherein patients are housed,
examined, or treated by a fire barrier of 1 hour fire-
resistant construction.

(2) The area is mechanically ventilated, is
sprinklered, and has ceramic or concrete flooring.
(3) The area is posted with signs indicating that
transfilling is occurring and that smoking in the
immediate area is not permitted.

(4) The individual transfilling the container(s) has
been properly trained in the transfilling
procedures.

This deficient practice could affect 10 residents in
the area.

Findings include:

Based on observation during a tour of the facility
with the Maintenance Director on 3/20/23 at 2:25
pm, a former resident room bathroom was being
used to store the liquid oxygen. There were at
least 4 stationary liquid oxygen reservoir
containers in the room. The bathroom lacked
separation by a fire barrier of 1 hour fire-resistive
construction in that the door was not at least 45
minute fire rated self closing door and lacked
ceramic or concrete flooring.

Based on interview the Maintenance Director
stated the oxygen storage was outside but was
moved inside due to staff security concerns at
night. He said that the oxygen storage would be
moved back outside until the room inside is
compliant with code.

The finding was reviewed with the Administrator
and Maintenance Director at the exit conference.

3.1-19(b)

for oxygen storage by end of the
year 2023.

4. The QAPI committee will review
findings of POC at next QAPI
meeting and adjust accordingly.
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