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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:  08/07/24

Facility Number:  002724

Provider Number:  155682

AIM Number:  200309330

At this Emergency Preparedness survey, 

Woodmont Health Campus was found not in 

compliance with Emergency Preparedness 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

483.73

The facility has 60 certified beds. At the time of 

the survey, the census was 46.

Quality Review completed on 08/15/24

The requirement at 42 CFR, Subpart 483.73 is NOT 

MET as evidenced by:

E 0000 The submission of this plan of 

correction does not indicate an 

admission by Woodmont Health 

Campus that the findings and 

allegations contained herein are 

an accurate, true representation of 

the quality of care provided, or 

living environment provided to the 

residents of Woodmont Health 

Campus. The facility recognizes 

its obligation to provide legally and 

medically necessary care and 

services to its residents in an 

economic and efficient manner. 

The facility hereby maintains it is 

in substantial compliance with the 

requirements of participation for 

skilled health care facilities. To 

this end, the plan of correction 

shall serve as the credible 

allegation of compliance with all 

state and federal requirements 

governing the management of this 

facility. The Plan of Correction is 

submitted to respond to the 

allegation of noncompliance cited 

during the life safety Survey 

conducted August 7, 2024.  The 

facility respectfully requests from 

the department a desk review for 

substantial compliance.

 

403.748(a)(1)-(2), 416.54(a)(1)-(2), 418.113(a)

(1)-(2), 441.184(a)(1)-(2), 482.15(a)(1)-(2), 

483.475(a)(1)-(2), 483.73(a)(1)-(2), 484.102(a)

(1)-(2), 485.542(a)(1)-(2), 485.625(a)(1)-(2), 

485.68(a)(1)-(2), 485.727(a)(1)-(2), 485.920(a)

E 0006
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(1)-(2), 486.360(a)(1)-(2), 491.12(a)(1)-(2), 

494.62(a)(1)-(2) 

Plan Based on All Hazards Risk Assessment 

§403.748(a)(1)-(2), §416.54(a)(1)-(2), 

§418.113(a)(1)-(2), §441.184(a)(1)-(2), 

§460.84(a)(1)-(2), §482.15(a)(1)-(2), 

§483.73(a)(1)-(2), §483.475(a)(1)-(2),  

§484.102(a)(1)-(2), §485.68(a)(1)-(2), 

§485.542(a)(1)-(2), §485.625(a)(1)-(2), 

§485.727(a)(1)-(2), §485.920(a)(1)-(2), 

§486.360(a)(1)-(2), §491.12(a)(1)-(2), 

§494.62(a)(1)-(2)

[(a) Emergency Plan. The [facility] must 

develop and maintain an emergency 

preparedness plan that must be reviewed, 

and updated at least every 2 years.  The plan 

must do the following:]

(1) Be based on and include a documented, 

facility-based and community-based risk 

assessment, utilizing an all-hazards 

approach.*

(2) Include strategies for addressing 

emergency events identified by the risk 

assessment.

* [For Hospices at §418.113(a):] Emergency 

Plan. The Hospice must develop and 

maintain an emergency preparedness plan 

that must be reviewed, and updated at least 

every 2 years. The plan must do the 

following: 

(1) Be based on and include a documented, 

facility-based and community-based risk 

assessment, utilizing an all-hazards 

approach. 

(2) Include strategies for addressing 

emergency events identified by the risk 
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assessment, including the management of 

the consequences of power failures, natural 

disasters, and other emergencies that would 

affect the hospice's ability to provide care.

*[For LTC facilities at §483.73(a):] 

Emergency Plan. The LTC facility must 

develop and maintain an emergency 

preparedness plan that must be reviewed, 

and updated at least annually. The plan must 

do the following: 

(1) Be based on and include a documented, 

facility-based and community-based risk 

assessment, utilizing an all-hazards 

approach, including missing residents.

(2) Include strategies for addressing 

emergency events identified by the risk 

assessment.

*[For ICF/IIDs at §483.475(a):]  Emergency 

Plan. The ICF/IID must develop and maintain 

an emergency preparedness plan that must 

be reviewed, and updated at least every 2 

years. The plan must do the following: 

(1) Be based on and include a documented, 

facility-based and community-based risk 

assessment, utilizing an all-hazards 

approach, including missing clients.

(2) Include strategies for addressing 

emergency events identified by the risk 

assessment.

Based on record review and interview, the facility 

failed to maintain an emergency preparedness 

plan that was (1) based on and includes a 

documented, facility-based and community-based 

risk assessment, utilizing an all-hazards approach 

which was reviewed within the most recent twelve 

month period and (2) included strategies for 

addressing emergency events identified by the 

E 0006 Immediate Intervention:

Executive Director updated and 

expanded Hazard Vulnerability 

Assessment to include human 

created events such as Picketing, 

Weapons, work place violence, 

and Mass casualty incident.

Executive Director was educated 

08/30/2024  12:00:00AM
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risk assessment in accordance with 42 CFR 

483.73(a) (1) and 42 CFR 483.73(a) (2).  This 

deficient practice could affect all occupants.

Findings include:

Based on review of the Emergency Operations 

Plan (EOP) on 08/07/24 between 2:30 p.m. and 3:15 

p.m. with the Director of Plant Operations (DPO), 

Facility Maintenance Support (FMS), and 

Executive Director present, a documented 

facility-based and community-based risk 

assessment reviewed by the facility within the 

most recent twelve month period was available for 

review, however, it was not a complete risk 

assessment.  It only included 16 natural disaster 

events and did not include any human created 

events, such as, bomb threat, active shooter, and 

cyber attacks, just to name a few.  Based on 

interview at the time of EOP review, the Executive 

Director said there was more to the risk 

assessment that included more natural disaster 

events and human created events, but it could not 

be located during the time of the survey.

This finding were reviewed with the Executive 

Director, DPO, and FMS during the exit 

conference.

by Facility Management support 

on the Hazard Vulnerability 

Assessment including both 

Natural and Human made 

disasters.

The Executive Director will inspect 

the Hazard Vulnerability for 

completeness 1 x per month x 3 

months  for completion with 

expanded events.

Results of these inspections 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.

The deficient practice could affect 

all residents, staff and visitors in 

the facility.

Exhibit K - Audit

Exhibit L - Other documentation 

and photos

403.748(d)(2), 416.54(d)(2), 418.113(d)(2), 

441.184(d)(2), 482.15(d)(2), 483.475(d)(2), 

483.73(d)(2), 484.102(d)(2), 485.542(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),  

§485.542(d)(2), §485.625(d)(2), §485.727(d)

E 0039

SS=F
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(2), §485.920(d)(2), §491.12(d)(2), §494.62(d)

(2).

*[For ASCs at §416.54, CORFs at §485.68, 

REHs at §485.542, 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 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZLEN21 Facility ID: 002724 If continuation sheet Page 5 of 23
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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 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.

(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 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 
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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 

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):]
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(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 

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.

 (ii) 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 
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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 

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.

(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 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/IID] 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. 

(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 
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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, 

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 
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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 

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 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZLEN21 Facility ID: 002724 If continuation sheet Page 12 of 23



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

09/05/2024PRINTED:

FORM APPROVED

OMB NO. 0938-039

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

BOONVILLE, IN 47601

155682 08/07/2024

WOODMONT HEALTH CAMPUS

1325 ROCKPORT RD

--

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.

(ii) Analyze the OPO'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.

(ii) 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: 

(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 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 

E 0039 Immediate Intervention:

Plant Operations Director 

Completed Table top exercise with 

Department leaders on 8/23/24 in 

addition to the already completed 

distaster drill on 8/23/23.

Plan Operations Director was 

educated on the  policy 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/IID] must do the 

following: (i)  Participate in an 

08/30/2024  12:00:00AM
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community-based or individual, facility-based 

full-scale functional exercise for 1 year following 

the onset of the actual event. 

(ii) Conduct an additional 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.

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 

in the facility.

Findings include:

Based on review of the Emergency Operations 

Plan on 08/07/24 between 2:30 p.m. and 3:15 p.m. 

with the Executive Director, Director of Plant 

Operations (DOP), and Facility Maintenance 

Support (FMS) present, the facility was able to 

provide documentation of an actual tornado 

warning event that happened on 08/23/23, 

however, there was no documentation of a second 

exercise conducted by the facility during the past 

12 month period.  This was confirmed by the 

Executive Director at the time of record review, 

who said she knows other exercises were 

conducted during the past 12 month period, but 

could not be located during the survey.

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 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.

The Executive Director will inspect 

that facility is in compliance with 

Disaster Drill Standards 1x 

Monthly for 6 months.

Results of these inspections 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 
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This finding was reviewed with the Executive 

Director, DPO, and FMS during the exit 

conference.

achieved.

The deficient practice could affect 

all residents, staff and visitors in 

the facility.

Exhibit I - Audit

Exhibit J - Other documentation 

and photos

 K 0000

 

Bldg. 01

A Life Safety Code Recertification and State 

Licensure Survey was conducted by the Indiana 

Department of Health in accordance with 42 CFR 

483.90(a).

Survey Date:  08/07/24

Facility Number:  002724

Provider Number:  155682

AIM Number:  200309330

At this Life Safety Code survey, Woodmont 

Health Campus 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 sprinklered.  

The facility has a fire alarm system with hard wired 

smoke detectors in the corridors, spaces open to 

the corridors and all resident sleeping rooms.  The 

facility has a capacity of 60 and had a census of 

46 at the time of this survey.

All areas where residents have customary access 

K 0000 The submission of this plan of 

correction does not indicate an 

admission by Woodmont Health 

Campus that the findings and 

allegations contained herein are 

an accurate, true representation of 

the quality of care provided, or 

living environment provided to the 

residents of Woodmont Health 

Campus. The facility recognizes 

its obligation to provide legally and 

medically necessary care and 

services to its residents in an 

economic and efficient manner. 

The facility hereby maintains it is 

in substantial compliance with the 

requirements of participation for 

skilled health care facilities. To 

this end, the plan of correction 

shall serve as the credible 

allegation of compliance with all 

state and federal requirements 

governing the management of this 

facility. The Plan of Correction is 

submitted to respond to the 

allegation of noncompliance cited 

during the life safety Survey 

conducted August 7, 2024.  The 

facility respectfully requests from 
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were sprinklered and all areas providing facility 

services were sprinklered.

Quality Review completed on 08/15/24

the department a desk review for 

substantial compliance.

NFPA 101 

Sprinkler System - Maintenance and Testing 

Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems 

are inspected, tested, and maintained in 

accordance with NFPA 25, Standard for the 

Inspection, Testing, and Maintaining of 

Water-based Fire Protection Systems. 

Records of system design, maintenance, 

inspection and testing are maintained in a 

secure location and readily available. 

  a) Date sprinkler system last checked   

_____________________

  b) Who provided system test  

____________________________

  c) Water system supply source  

__________________________

Provide in REMARKS information on 

coverage for any non-required or partial 

automatic sprinkler system.

9.7.5, 9.7.7, 9.7.8, and NFPA 25

K 0353

SS=E

Bldg. 01

Based on observation and interview, the facility 

failed to ensure sprinkler heads in 2 of 5 smoke 

compartments covered with corrosion, paint, or 

loaded were replaced.  NFPA 25, 2011 edition, at 

5.2.1.1.1 sprinklers shall not show signs of 

leakage; shall be free of corrosion, foreign 

materials, paint, and physical damage; and shall 

be installed in the correct orientation (e.g., 

up-right, pendent, or sidewall).  Furthermore, at 

5.2.1.1.2 any sprinkler that shows signs of any of 

the following shall be replaced:  (1) Leakage (2) 

Corrosion (3) Physical Damage (4) Loss of fluid in 

the glass bulb heat responsive element (5) 

Loading (6) Painting unless painted by the 

K 0353 Immediate Intervention

 

The Director of Plant Operations 

has contacted the Contractor and 

scheduled the replacement of 3 

sprinkler heads on the outdoor 

overhang off of the TV room and, 4 

sprinkler heads in the spa room on 

200 hall.

 

The Director of Plant Operations 

was educated by the Executive 

Director on Sprinkler System – 

Maintenance and testing 

08/30/2024  12:00:00AM

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZLEN21 Facility ID: 002724 If continuation sheet Page 16 of 23



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

09/05/2024PRINTED:

FORM APPROVED

OMB NO. 0938-039

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP COD

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIE

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

BOONVILLE, IN 47601

155682 08/07/2024

WOODMONT HEALTH CAMPUS

1325 ROCKPORT RD

01

sprinkler manufacturer.  This deficient practice 

could affect at least 20 resident, as well as staff 

and visitors.

Findings include:

Based on observations on 08/07/24 between 1:00 

p.m. and 2:30 p.m. during a tour of the facility with 

the Director of Plant Operations (DPO) and 

Facility Maintenance Support (FMS), the 

following was noted:

a.  The porch overhang outside the Living 

Room/TV Room had three sprinkler heads covered 

with a black substance (loaded) and corrosion.

b.  The 200 hall Spa had four sprinkler heads 

covered with corrosion/rust, and what appeared 

to be a light coating of spray paint or drywall dust 

(white substance).

Based on interview at the time of each 

observation, the DPO and FMS agreed the 

sprinkler heads at the two locations were covered 

with corrosion/rust, loaded, and a white paint or 

dust, and should be replaced.

This finding was reviewed with the Executive 

Director, DPO, and FMS during the exit 

conference.

3.1-19(b)

Automatic sprinkler and standpipe 

systems are inspected, tested, 

and maintained in accordance with 

the NFPA 25

 

 

The Director of Plant Operations 

will audit sprinkler heads for 

corrosion and dirt 1 x weekly for 1 

month and 1 x a month for 3 

months.

 

 

Results of these audits will be 

presented by the 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 could affect 

at least 30 residents, as well as 

visitors and staff in the facility.

 

Exhibit E: Audits

 

Exhibit Fa: Inservice

 

Exhibit Fb: Invoice to replace 

sprinkler heads.

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 

K 0363

SS=E

Bldg. 01
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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 lbf is 

applied.  There is no impediment to the 

closing of the doors. Hold open devices that 

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 1 of 32 resident room corridor 

doors would close complete and latch into its 

door frame.  This deficient practice could affect at 

least 18 residents, staff and visitors.

K 0363 There were no negative outcomes 

for this alleged deficient practice.  

The door of resident room 210 was 

replaced in entirety, which now 

allows for the door to latch 

08/30/2024  12:00:00AM
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Findings include:

Based on observations on 08/07/24 between 1:00 

p.m. and 2:30 p.m. during a tour of the facility with 

the Director of Plant Operations (DPO) and 

Facility Maintenance Support (FMS), the corridor 

door to resident room 210 would not easily close 

completely and latch into the door frame.  The 

door had to be lifted and pulled into its door frame 

to close completely.  The door appeared to be 

damaged in two places along the hinge side of the 

door.  Based on interview at the time of 

observation, the DPO acknowledged the corridor 

door to room 210 failed to easily close complete 

and latch into its door frame.

This finding was reviewed with the Executive 

Director, DPO, and FMS during the exit 

conference.

3.1-19(b)

appropriately.

 

How other residents have the 

potential to be affected by the 

same deficient practice will be 

identified and how will 

corrective action be taken?

 

Two residents on the 200 hall had 

the potential to be affected by the 

alleged deficient practice. 

 

What measures will be put into 

place and what systemic 

changes will be made to 

ensure that the deficient 

practice does not reoccur?

 

The Director of Plant Operations 

and department was educated by 

the Executive Director on K363 – 

Corridor – Doors.  The door now 

appropriately latches and meets 

the conditions of 19.3.6.3.  The 

DPO and/or designee will round 

once a month for 6 months to 

ensure all resident doors latch 

appropriately. 

 

How the corrective action(s) 

will be monitored to ensure the 

deficient practice will no 

longer recur?

 

Monthly audits will be conducted 

and reviewed by QAPI for a 

minimum of 6 months.

 

Exhibit C: Inservice
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Exhibit D: Audits

 

Exhibit E: Invoice to replace door.

NFPA 101 

Fire Drills 

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

K 0712

SS=C

Bldg. 01

Based on record review and interview, the facility 

failed to ensure fire drills were held at varied times 

for 1 of 3 employee shifts during 4 of 4 quarters.  

This deficient practice could affect all residents in 

the facility.

Findings include:

Based on review of the facility's fire drill reports 

on 08/07/24 between 10:00 a.m. and 1:00 p.m. with 

the Director of Plant Operations (DPO) and 

Facility Maintenance Support (FMS) present, 4 of 

4 third shift (night) fire drills were performed 

between 4:30 a.m. and 5:00 a.m.  Based on 

interview at the time of record review, the DPO 

acknowledged the times of the third shift fire drills 

were performed and agreed the times were not 

varied enough.

This finding was reviewed with the Executive 

Director, DPO, and FMS during the exit 

K 0712 The Director of Plant Operations 

conducted a fire drill on 

8/15/24.             

The Director of Plant Operations 

was educated by the Executive 

Director on NFPA 101 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 Director of Plant Operations 

will inspect drills 1 x per month x 

3 months  for proper varying timing 

of fire drills.

Results of these inspections will 

be presented by Executive 

Director to the QAPI committee for 

further recommendations and 

08/30/2024  12:00:00AM
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conference.

3.1-19(b)

3.1-51(c)

continue until the Quality 

Assurance Team determines 

substantial compliance has been 

achieved.

The deficient practice could affect 

all residents, staff and visitors in 

the facility.

Exhibit G - Audit

Exhibit H - Inservice

Copy of last fire drill held.

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

K 0920

SS=E

Bldg. 01

Based on observation and interview, the facility K 0920 The Executive Director and/or 08/30/2024  12:00:00AM
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failed to ensure power strips and multi-plug 

adapters/extension cords were not used as a 

substitute for fixed wiring in two staff offices.  

LSC 19.5.1 requires utilities to comply with Section 

9.1.  LSC 9.1.2 requires electrical wiring and 

equipment to comply with NFPA 70, National 

Electrical Code, 2011 Edition.  NFPA 70, Article 

400.8 requires that, unless specifically permitted, 

flexible cords and cables shall not be used as a 

substitute for fixed wiring of a structure.  This 

deficient practice could affect mostly staff.

Findings include:

Based on observations on 08/07/24 between 1:00 

p.m. and 2:30 p.m. during a tour of the facility with 

the Director of Plant Operations (DPO) and 

Facility Maintenance Support (FMS), the 

following was noted:

a.  There was a small refrigerator plugged into a 

power strip in the Scheduler's Office.

b.  There was a lamp plugged into a multi-plug 

adapter/extension cord in the MDS Office.

Based on interview at the time of each 

observation, the DPO acknowledged the use of 

the power strip and multi-plug adapter/extension 

cord and said he was not aware they were being 

used.

This finding was reviewed with the Executive 

Director, DPO, and FMS during the exit 

conference.

3.1-19(b)

designee provided re-education to 

all Department Heads on 

Electrical Equipment - Power 

Cords and Extension cords 

CFR(s): NFPA 101 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

 

The director of plant operations 

and the Executive director will 

verify non approved devices are not 

in use once per week x 3 months 
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followed by once per month x 3.

 

The Executive Director will present 

results of inspection thru the QAPI 

committee for further 

recommendations and will 

continue until QAPI team 

determines substantial 

compliance has been achieved.

Exhibit A – Audit tool

Exhibit B – In service 

Documentation
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