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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:  03/28/22

Facility Number:  000231

Provider Number:  155338

AIM Number:  100267900

At this Emergency Preparedness survey, Majestic 

Care of Avon was found in substantial 

compliance with Emergency Preparedness 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

483.73.

The facility has 140 certified beds.  At the time of 

the survey, the census was 97. 

Quality Review completed on 03/30/22

E 0000 Majestic Care of Avon 

Respectfully requests a desk 

review/paper compliance

 

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), 485.625(d)(2), 

485.68(d)(2), 485.727(d)(2), 485.920(d)(2), 

486.360(d)(2), 491.12(d)(2), 494.62(d)(2) 

EP Testing Requirements 

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2), 

§460.84(d)(2), §482.15(d)(2), §483.73(d)(2), 

§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),  

§485.625(d)(2), §485.727(d)(2), §485.920(d)

(2), §491.12(d)(2), §494.62(d)(2).

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

OPO, "Organizations" under §485.727, 

CMHCs at §485.920, RHCs/FQHCs at 

E 0039
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§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct 

exercises to test the emergency plan 

annually. The [facility] must do all of the 

following:

(i) Participate in a full-scale exercise that is 

community-based every 2 years; or

 (A) When a community-based exercise is 

not accessible, conduct a facility-based 

functional exercise every 2 years; or

(B) If the [facility] experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the [facility] 

is exempt from engaging in its next required 

community-based or individual, facility-based 

functional exercise following the onset of the 

actual event.

(ii) Conduct an additional exercise at least 

every 2 years, opposite the year the full-scale 

or functional exercise under paragraph (d)(2)

(i) of this section is conducted, that may 

include, but is not limited to the following:

(A) A second full-scale exercise that is 

community-based or individual, facility-based 

functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the [facility's] response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the [facility's] emergency plan, as needed. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W4L721 Facility ID: 000231 If continuation sheet Page 2 of 19



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

04/18/2022PRINTED:

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

AVON, IN 46123

155338 03/28/2022

MAJESTIC CARE OF AVON

445 S COUNTY ROAD 525 E

--

*[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 

to challenge an emergency plan.

(3) Testing for hospices that provide inpatient 

care directly.  The hospice must conduct 

exercises to test the emergency plan twice 

per year.  The hospice must do the following:

(i)  Participate in an annual full-scale exercise 
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that is community-based; or 

(A) When a community-based exercise is not 

accessible, conduct an annual individual 

facility-based functional exercise; or  

(B) If the hospice experiences a natural or 

man-made emergency that requires activation 

of the emergency plan, the hospice is 

exempt from engaging in its next required 

full-scale community based or facility-based 

functional exercise following the onset of the 

emergency event.

(ii)  Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A)  A second full-scale exercise that is 

community-based or a facility based 

functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop led by a 

facilitator that includes a group discussion 

using a narrated, clinically-relevant 

emergency scenario, and a set of problem 

statements, directed messages, or prepared 

questions designed to challenge an 

emergency plan.

(iii)  Analyze the hospice's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events and revise 

the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at 

§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must 

conduct exercises to test the emergency 

plan twice per year.  The [PRTF, Hospital, 

CAH] must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or 

(A) When a community-based exercise is not 
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accessible, conduct an annual individual, 

facility-based functional exercise; or  

(B) If the [PRTF, Hospital, CAH]  experiences 

an actual natural or man-made emergency 

that requires activation of the emergency 

plan, the [facility] is exempt from engaging in 

its next required full-scale community based 

or individual, facility-based functional exercise 

following the onset of the emergency event.

 (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 

organization must do the following:

(i)  Participate in an annual full-scale exercise 

that is community-based; or 

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise; or  

(B) If the PACE experiences an actual natural 
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or man-made emergency that requires 

activation of the emergency plan, the PACE 

is exempt from engaging in its next required 

full-scale community based or individual, 

facility-based functional exercise following the 

onset of the emergency event.

(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:

(i)  Participate in an annual full-scale exercise 

that is community-based; or

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise. 

(B) If the [LTC facility] facility experiences an 

actual natural or man-made emergency that 
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requires activation of the emergency plan, the 

LTC facility is exempt from engaging its next 

required a full-scale community-based or 

individual, facility-based functional exercise 

following the onset of the emergency event.

(ii)  Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A)  A second full-scale exercise that is 

community-based or an individual, facility 

based functional exercise; or

(B)  A mock disaster drill; or

(C)  A tabletop exercise or workshop that is 

led by a facilitator includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii)  Analyze the [LTC facility] facility's 

response to and maintain documentation of 

all drills, tabletop exercises, and emergency 

events, and revise the [LTC facility] facility's 

emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]: 

(2) Testing. The ICF/IID must conduct 

exercises to test the emergency plan at least 

twice per year. The ICF/IID must do the 

following:

(i) Participate in an annual full-scale exercise 

that is community-based; or

(A) When a community-based exercise is not 

accessible, conduct an annual individual, 

facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the ICF/IID 

is exempt from engaging in its next required 

full-scale community-based or individual, 
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facility-based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional annual exercise 

that may include, but is not limited to the 

following:

(A) A second full-scale exercise that is 

community-based or an individual, 

facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is 

led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct 

exercises to test the emergency plan at

least annually. The HHA must do the 

following:

(i) Participate in a full-scale exercise that is 

community-based; or

(A) When a community-based exercise 

is not accessible, conduct an annual 

individual, facility-based functional exercise 

every 2 years; or.

 (B) If the HHA experiences an actual 

natural or man-made emergency that requires 

activation of the emergency plan, the HHA is 

exempt from engaging in its next required 

full-scale community-based or individual, 

facility based functional exercise following the 

onset of the emergency event.

(ii) Conduct an additional exercise every 2 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: W4L721 Facility ID: 000231 If continuation sheet Page 8 of 19



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

04/18/2022PRINTED:

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

AVON, IN 46123

155338 03/28/2022

MAJESTIC CARE OF AVON

445 S COUNTY ROAD 525 E

--

years, opposite the year the full-scale or 

functional exercise under paragraph (d)(2)(i) 

of this section is conducted, that may 

include, but is not limited to the following: 

(A) A second full-scale exercise that is 

community-based or an individual, 

facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that 

is led by a facilitator and includes a group 

discussion, using a narrated, 

clinically-relevant emergency scenario, and a 

set of problem statements, directed 

messages, or prepared questions designed 

to challenge an emergency plan.

(iii) Analyze the HHA's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise 

the HHA's emergency plan, as needed.

*[For OPOs at §486.360] 

(d)(2) Testing. The OPO must conduct 

exercises to test the emergency plan. The 

OPO must do the following: 

(i) Conduct a paper-based, tabletop exercise 

or workshop at least annually. A tabletop 

exercise is led by a facilitator and includes a 

group discussion, using a narrated, clinically 

relevant emergency scenario, and a set of 

problem statements, directed messages, or 

prepared questions designed to challenge an 

emergency plan. If the OPO experiences an 

actual natural or man-made emergency that 

requires activation of the emergency plan, the 

OPO is exempt from engaging in its next 

required testing exercise following the onset 

of the emergency event.

(ii) Analyze the OPO's response to and 

maintain documentation of all tabletop 

exercises, and emergency events, and revise 
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the [RNHCI's and OPO's] emergency plan, as 

needed.

*[ 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 

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 

E 0039 1.      What corrective action(s) 

will be accomplished for those 

residents found to have been 

affected by the deficient 

practice.

a.      Corrected actions include 

conducting internal tabletop 

exercise.

2.      How other residents 

having the potential to be 

affected by the same deficient 

practice will be identified and 

what corrective action(s) will 

be taken

a.      No residents can be 

affected.

3.      What measures will be 

put into place and what 

systemic changes will be made 

to ensure that the deficient 

practice does not recur. 

a.      Education provided to 

04/12/2022  12:00:00AM
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functional exercise.

b. A mock disaster drill; or 

c. A tabletop exercise or workshop that is led by a 

facilitator that includes a group discussion, using 

a narrated, clinically relevant emergency scenario, 

and a set of problem statements, directed 

messages, or prepared questions designed to 

challenge an emergency plan.

(iii) Analyze the LTC facility's response to and 

maintain documentation of all drills, tabletop 

exercises, and emergency events, and revise the 

LTC facility's emergency plan, as needed in 

accordance with 42 CFR 483.73(d)(2). This 

deficient practice could affect all occupants.

Findings include:

Based on record review of the facilities Emergency 

Preparedness binder entitled "Emergency 

Response Manual" with the Maintenance Director 

on 03/28/22 at 12:36 p.m., there was no 

documentation of a second full-scale exercise that 

is community-based or an individual, 

facility-based functional exercise, a mock disaster 

drill, or 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. Based 

on an interview at the time of record review, the 

Maintenance Director stated that the facility had 

not completed any of the aforementioned 

exercises other than the documented tornado drill 

that was on 03/25/21. During the exit conference 

with the facility Maintenance Director and the 

Executive Director on 03/28/22 at 2:55 p.m., no 

additional information or evidence could be 

provided contrary to this deficient finding.

Maintance Director on requirement 

of 2 tabletop exercises per year. 1 

internal 1 external. The tabletop 

exercise will be added to the 

facility TELS system to alert when 

this requirement is needing 

completed.

4.      How the corrective 

action(s) will be monitored to 

ensure the deficient practice 

will not recur, i.e., what quality 

assurance program will be put 

into place.

a.      The Maintance Director and 

Executive Director will monitor 

quarterly to ensure the deficient 

practice does not reoccur.
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 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:  03/28/22

Facility Number:  000231

Provider Number:  155338

AIM Number:  100267900

At this Life Safety Code survey, Majestic Care of 

Avon 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), and 410 IAC 16.2.  

Building 0101, the original building, and Building 

0202, which consisted of the Therapy Care Unit 

(TCU) wing, were surveyed using Chapter 19, 

Existing Health Care Occupancies. 

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 and in all 

areas open to the corridor. The facility has battery 

operated smoke detectors installed in 63 of 78 

resident sleeping rooms and has smoke detectors 

hard wired to the fire alarm system installed in 15 

of 78 resident sleeping rooms. The facility has a 

capacity of 140 and had a census of 97 at the time 

of this survey.

All areas where the residents have customary 

access were sprinklered and all areas providing 

K 0000 Majestic Care of Avon 

Respectfully requests a desk 

review/paper compliance
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facility services were sprinklered.

Quality Review completed on 03/30/22

NFPA 101 

Means of Egress - General 

Means of Egress - General

Aisles, passageways, corridors, exit 

discharges, exit locations, and accesses are 

in accordance with Chapter 7, and the means 

of egress is continuously maintained free of 

all obstructions to full use in case of 

emergency, unless modified by 18/19.2.2 

through 18/19.2.11. 

18.2.1, 19.2.1, 7.1.10.1

K 0211

SS=E

Bldg. 01

Based on observation and staff interview, the 

facility failed to maintain the means of egress free 

from obstructions in 1 of 8 corridors within the 

facility. LSC 19.2.3.4(4) states, projections into the 

required width shall be permitted for wheeled 

equipment, provided that all of the 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 could affect approximately 

18 residents, 2 staff and 1 visitor.

Findings include:

Based on observations made with the 

K 0211 1.      What corrective action(s) 

will be accomplished for those 

residents found to have been 

affected by the deficient 

practice.

a.      All isolation carts will be 

properly wheeled in the corridor.

2.      How other residents 

having the potential to be 

affected by the same deficient 

practice will be identified and 

what corrective action(s) will 

be taken

a.      No residents are affected by 

this deficient practice.

3.      What measures will be 

put into place and what 

systemic changes will be made 

to ensure that the deficient 

practice does not recur. 

a.      Education provided to staff 

about the need to have items in 

corridors on wheels.

4.      How the corrective 

action(s) will be monitored to 

04/12/2022  12:00:00AM
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Maintenance Director on 03/28/22 during a tour of 

the facility from 12:58 p.m. to 2:50 p.m. during a 

tour the facility, the following was noted:

a) there was a small three drawer contact isolation 

cart being stored in the corridor immediately 

outside resident room #602. It was noted that this 

small cart was not on wheels.

b) there was a portable cart approximately 36 

inches high by 26 inches wide made of PVC pipe 

immediately outside resident room #608. This cart 

contained a 30-gallon igloo cooler, plastic cups, 

and two empty water pitchers. This cart was not 

currently in use.

Based on interview at the time of the observation, 

the Maintenance Director stated that he thought 

items like this were allowed to be left in the 

corridor as long as they were all kept on the same 

side of the hall. During the exit conference with 

the facility Maintenance Director and the 

Executive Director on 03/28/22 at 2:55 p.m., no 

additional information or evidence could be 

provided contrary to this deficient finding.

3.1-19(b)

ensure the deficient practice 

will not recur, i.e., what quality 

assurance program will be put 

into place.

a.      The Maintenance Director or 

designee will monitor 5 times daily 

x 4 weeks, weekly x 2 months 

and monthly for 4 months. 

Information will be reviewed in 

QAPI, and all negative outcomes 

will be corrected.

NFPA 101 

Hazardous Areas - Enclosure 

Hazardous Areas - Enclosure 

Hazardous areas are protected by a fire 

barrier having 1-hour fire resistance rating 

(with 3/4 hour fire rated doors) or an 

automatic fire extinguishing system in 

accordance with 8.7.1 or 19.3.5.9. When the 

approved automatic fire extinguishing system 

option is used, the areas shall be separated 

from other spaces by smoke resisting 

partitions and doors in accordance with 8.4. 

Doors shall be self-closing or 

automatic-closing and permitted to have 

nonrated or field-applied protective plates that 

K 0321

SS=E

Bldg. 01
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do not exceed 48 inches from the bottom of 

the door. 

Describe the floor and zone locations of 

hazardous areas that are deficient in 

REMARKS. 

19.3.2.1, 19.3.5.9

Area Automatic Sprinkler

Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)

c. Repair, Maintenance, and Paint Shops

d. Soiled Linen Rooms (exceeding 64 

gallons)

e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe 

Hazard - see K322)

Based on observation and interview, the facility 

failed to ensure the corridor door to 1 of 10 

hazardous areas, such as combustible storage 

rooms over 50 square feet, soiled linen rooms, and 

boiler rooms, were provided with self-closing 

devices which would cause the doors to 

automatically close and fully latch into the door 

frames or provided with smoke resistant 

partitions. This deficient practice could affect 18 

residents, 3 staff and 1 visitor. 

Findings include:

Based on observations made with the 

Maintenance Director on 03/28/22 during a tour of 

the facility from 12:58 p.m. to 2:50 p.m. during a 

tour the facility, the following was noted:

a) the Private dining room had recently been 

converted into a facility storage room. This room 

contained 6 boxed bed mattresses, ten wooden 

K 0321
K 321 (E) Hazardous Areas 

1. What corrective action(s) will be 

accomplished for those residents 

found to have been affected by the 

deficient practice.

a. The Dining room and Doctors 

office was clean out removing any 

items that would be considered 

combustible

2. How other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

action(s) will be taken

a. No residents have the potential 

to be affected by this deficient 

practice.

3. What measures will be put into 

04/12/2022  12:00:00AM
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cloth covered chairs, numerous miscellaneous 

boxes of supplies, and six 50-gallon clear trash 

bags of miscellaneous clothing items.

b) the Doctors office room had recently been 

converted into a facility storage room. This room 

had numerous cardboard boxes of miscellaneous 

items.

Both aforementioned rooms measured well over 

100 square feet in size and lacked a self-closing 

device on the door leading to the corridor. This 

was verified by the Maintenance Director who 

stated that they were having a storage shed 

delivered shortly and that he would clean both 

above mentioned rooms out as soon as it was 

delivered and ready for use. During the exit 

conference with the facility Maintenance Director 

and the Executive Director on 03/28/22 at 2:55 

p.m., no additional information or evidence could 

be provided contrary to this deficient finding.

3.1-19(b)

place and what systemic changes 

will be made to ensure that the 

deficient practice does not recur. 

a. Education for the Maintance 

Director provided on keeping 

rooms/areas clear/Uncluttered. 

Self-closing devices have been 

added to affected locations.

4. How the corrective action(s) will 

be monitored to ensure the 

deficient practice will not recur, 

i.e., what quality assurance 

program will be put into place.

a. The Maintance Director or 

Designee will monitor the dining 

room and doctors’ office to ensure 

they are free from excess 

combustible material 5 days a 

week x 4 weeks, weekly x 2 

months and monthly x 4 months.

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

K 0345

SS=C

Bldg. 01

Based on observation and interview, the facility 

failed to maintain the fire alarm system to assure 

that it had accurate time and date information in 

accordance with the requirements of NFPA 101- 

2012 edition, Sections 19.3.4 and 9.6 and NFPA 72 

K 0345 K345 (C) Fire Alarm System

 

1.      What corrective action(s) 

will be accomplished for those 

residents found to have been 

04/12/2022  12:00:00AM
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- 2010 edition, Sections 14.1, 14.1.1.  This deficient 

practice could affect all residents, staff, and 

visitors.

Findings include:

Based on observation made during a tour of the 

facility with the Maintenance Director on 03/29/22 

at 2:16 p.m., the fire alarm control panel display on 

the main fire alarm control panel indicated the date 

and time to be 03/28/23 at 12:31 p.m. Based on 

interview at the time of observation, the 

Maintenance Director indicated he was unaware 

of the time and date discrepancies and would 

contact the fire alarm vendor to have the 

displayed date and time updated on the fire alarm 

control panel. During the exit conference with the 

facility Maintenance Director and the Executive 

Director on 03/28/22 at 2:55 p.m., no additional 

information or evidence could be provided 

contrary to this deficient finding.

3.1-19(b)

affected by the deficient 

practice.

a.      The fire panel has been 

corrected with accurate time and 

date.

2.      How other residents 

having the potential to be 

affected by the same deficient 

practice will be identified and 

what corrective action(s) will 

be taken

a.      no resident has the potential 

to be affected by this deficient 

practice.

3.      What measures will be 

put into place and what 

systemic changes will be made 

to ensure that the deficient 

practice does not recur. 

a.      Education provided to 

Maintance Director on requirement 

of NFPA 101-2021 edition.

4.      How the corrective 

action(s) will be monitored to 

ensure the deficient practice 

will not recur, i.e., what quality 

assurance program will be put 

into place.

a.      The Maintenance Director or 

designee will monitor the fire panel 

for time and date accuracy 5 days 

a week x 4 weeks, weekly x 2 

months and monthly x 4 months. 

All items will be reviewed in QAPI, 

and any negative trends will be 

reviewed and corrected.

NFPA 101 

Sprinkler System - Installation 

Spinkler System - Installation

K 0351

SS=E

Bldg. 01
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2012 EXISTING

Nursing homes, and hospitals where required 

by construction type, are protected 

throughout by an approved automatic 

sprinkler system in accordance with NFPA 

13, Standard for the Installation of Sprinkler 

Systems. 

In Type I and II construction, alternative 

protection measures are permitted to be 

substituted for sprinkler protection in specific 

areas where state or local regulations prohibit 

sprinklers. 

In hospitals, sprinklers are not required in 

clothes closets of patient sleeping rooms 

where the area of the closet does not exceed 

6 square feet and sprinkler coverage covers 

the closet footprint as required by NFPA 13, 

Standard for Installation of Sprinkler 

Systems.

19.3.5.1, 19.3.5.2, 19.3.5.3, 19.3.5.4, 

19.3.5.5, 19.4.2, 19.3.5.10, 9.7, 9.7.1.1(1)

Based on observation and interview, the facility 

failed to ensure the spray pattern for sprinkler 

heads were not obstructed in 1 of 1 freezer and 1 

of 1 walk-in cooler in accordance with LSC 

19.3.5.1. NFPA 13, 2010 edition, Section 8.5.5.1 

states sprinklers shall be located so as to minimize 

obstructions to discharge as defined in Section 

8.5.5.2 and Section 8.5.5.3 or additional sprinklers 

shall be provided to ensure adequate coverage of 

the hazard. Sections 8.5.5.2 and 8.5.5.3 do not 

permit continuous or noncontinuous obstructions 

less than or equal to 18 inches below the sprinkler 

deflector or in a horizontal plane more than 18 

inches below the sprinkler deflector that prevent 

the spray pattern from fully developing. This 

deficient practice could affect as many as 5 staff.

Findings include:

K 0351 1.      What corrective action(s) 

will be accomplished for those 

residents found to have been 

affected by the deficient 

practice.

a.      The corrective actions will 

include relocating sprinkler and 

adding an additional sprinkler to 

both 1 of 1 locations referenced in 

the 2567.

2.      How other residents 

having the potential to be 

affected by the same deficient 

practice will be identified and 

what corrective action(s) will 

be taken

a.      No residents have the 

potential to be affected.

3.      What measures will be 

04/12/2022  12:00:00AM
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Based on observation made during a tour of the 

facility with the Maintenance Director on 03/29/22 

at 12:49 p.m., The sprinkler head located within the 

kitchen freezer was approximately two inches from 

the compressor and would definitely obstruct the 

spray pattern of the sprinkler in the event of a fire. 

Furthermore, the sprinkler head located within the 

kitchen walk-in-cooler was also approximately two 

inches from the compressor and would definitely 

obstruct the spray pattern of the sprinkler in the 

event of a fire. Based on interview at the time of 

observation, the Maintenance Director 

acknowledged the measurements given and 

agreed the compressors would obstruct the 

sprinkler spray pattern. During the exit conference 

with the facility Maintenance Director and the 

Executive Director on 03/28/22 at 2:55 p.m., no 

additional information or evidence could be 

provided contrary to this deficient finding.

3.1-19(b)

put into place and what 

systemic changes will be made 

to ensure that the deficient 

practice does not recur. 

a.      Relocating sprinkler heads 

from ceiling to the side of the 

freezer and Refrigerator will ensure 

that the spray pattern will be able 

to cover the entire area.

4.      How the corrective 

action(s) will be monitored to 

ensure the deficient practice 

will not recur, i.e., what quality 

assurance program will be put 

into place.

a.       The Maintance Director or 

designee will monitor monthly x 4 

months to ensure new equipment 

and the locations are functional.
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