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An Emergency Preparedness Survey was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.73.

Survey Date: 10/24/23

Facility Number: 000291
Provider Number: 155404
AIM Number: 100286710

At this Emergency Preparedness survey, Essex
Nursing and Rehabilitation was found not in
compliance with Emergency Preparedness
Requirements for Medicare and Medicaid
Participating Providers and Suppliers, 42 CFR
483.73

The facility has 38 certified beds. At the time of
the survey, the census was 21.

Quality Review completed on 10/31/23

403.748(d)(2), 416.54
441.184(d)(2), 482.15
483.73(d)(2), 484.102(d)(2), 485.625(d)(2
485.68(d)(2), 485.727(d)(2), 485.920(d)(2
486.360(d)(2), 491.12(d)(2), 494.62(d)(2)
EP Testing Requirements

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.625(d)(2), §485.727(d)(2), §485.920(d)
(2), §491.12(d)(2), §494.62(d)(2).

d)(2), 418.113
d)(2), 483.475
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*[For ASCs at §416.54, CORFs at §485.68,
OPO, "Organizations" under §485.727,
CMHCs at §485.920, RHCs/FQHCs at
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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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§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct
exercises to test the emergency plan
annually. The [facility] must do all of the
following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is
not accessible, conduct a facility-based
functional exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility]
is exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.
(ii) Conduct an additional exercise at least
every 2 years, opposite the year the full-scale
or functional exercise under paragraph (d)(2)
(i) of this section is conducted, that may
include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the [facility's] emergency plan, as needed.
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*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in
the patient's home. The hospice must
conduct exercises to test the emergency
plan at least annually. The hospice must do
the following:

(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility
based functional exercise every 2 years; or
(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospital is
exempt from engaging in its next required full
scale community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice
per year. The hospice must do the following:
(i) Participate in an annual full-scale exercise
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that is community-based; or

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

(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospice is
exempt from engaging in its next required
full-scale community based or facility-based
functional exercise following the onset of the
emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion
using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an
emergency plan.

(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency

plan twice per year. The [PRTF, Hospital,
CAH] must do the following:

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

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

(B) If the [PRTF, Hospital, CAH] experiences
an actual natural or man-made emergency
that requires activation of the emergency
plan, the [facility] is exempt from engaging in
its next required full-scale community based
or individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an [additional] annual
exercise or and that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or individual, a
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [facility's] response to
and maintain documentation of all drills,
tabletop exercises, and emergency events
and revise the [facility's] emergency plan, as
needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must
conduct exercises to test the emergency

plan at least annually. The PACE
organization must do the following:

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

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

(B) If the PACE experiences an actual natural
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or man-made emergency that requires
activation of the emergency plan, the PACE
is exempt from engaging in its next required
full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every
2 years opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted that may include,
but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, a facility
based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises
to test the emergency plan at least twice per
year, including unannounced staff drills using
the emergency procedures. The [LTC facility,
ICF/1ID] must do the following:

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

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

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
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requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual, facility
based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [LTC facility] facility's
response to and maintain documentation of
all drills, tabletop exercises, and emergency
events, and revise the [LTC facility] facility's
emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct
exercises to test the emergency plan at least
twice per year. The ICF/IID must do the
following:

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

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the ICF/IID
is exempt from engaging in its next required
full-scale community-based or individual,
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facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct
exercises to test the emergency plan at
least annually. The HHA must do the
following:

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

(A) When a community-based exercise
is not accessible, conduct an annual
individual, facility-based functional exercise
every 2 years; or.

(B) If the HHA experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the HHA is
exempt from engaging in its next required
full-scale community-based or individual,
facility based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional exercise every 2
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years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)

of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the HHA's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the HHA's emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct
exercises to test the emergency plan. The
OPO must do the following:

(i) Conduct a paper-based, tabletop exercise
or workshop at least annually. A tabletop
exercise is led by a facilitator and includes a
group discussion, using a narrated, clinically
relevant emergency scenario, and a set of
problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan. If the OPO experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
OPO is exempt from engaging in its next
required testing exercise following the onset
of the emergency event.

(i) Analyze the OPOQ's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
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the [RNHCI's and OPO's] emergency plan, as
needed.
*[ RNCHIs at §403.748]:
(d)(2) Testing. The RNHCI must conduct
exercises to test the emergency plan. The
RNHCI must do the following:
(i) Conduct a paper-based, tabletop exercise
at least annually. A tabletop exercise is a
group discussion led by a facilitator, using a
narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the RNHCI's emergency plan, as needed.
Based on record review and interview, the facility E 0039 E039 11/17/2023
failed to conduct exercises to test the emergency *What corrective action(s) will be
plan at least twice per year, including accomplished for those residents
unannounced staff drills using the emergency found to have been affected by
procedures. The LTC facility must do the the alleged deficient practice?
following:
(i) Participate in an annual full-scale exercise that It is the practice of this provider to
is community-based; or ensure that federal participation
a. When a community-based exercise is not requirements for nursing homes
accessible, conduct an annual individual, participating in Medicare &/or
facility-based functional exercise. Medicaid programs are met in
b. If the LTC facility experiences an actual natural accordance with federal and state
or man-made emergency that requires activation law.
of the emergency plan, the LTC facility is exempt Essex Nursing and Rehabilitation
from engaging its next required full-scale will test the emergency plan at
community-based or individual, facility-based least annually, including
full-scale functional exercise for 1 year following unannounced staff drills using the
the onset of the actual event. emergency procedures. Essex
(ii) Conduct an additional exercise that may Nursing and Rehabilitation will
include, but is not limited to the following: analyze its response to and
a. A second full-scale exercise that is maintain documentation of all
community-based or an individual, facility-based drills, tabletop exercises, and
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functional exercise. emergency events, and revise the
b. A mock disaster drill; or LTC facility’s emergency plan, as
c. A tabletop exercise or workshop that is led by a needed in accordance with Life
facilitator that includes a group discussion, using Safety Code. Revisions will be
a narrated, clinically relevant emergency scenario, noted in the Emergency
and a set of problem statements, directed Preparedness Planning &
messages, or prepared questions designed to Resource Manual binder.
challenge an emergency plan.
(iii) Analyze the LTC facility's response to and *How will other residents having
maintain documentation of all drills, tabletop the potential to be affected by the
exercises, and emergency events, and revise the same alleged deficient practice be
LTC facility's emergency plan, as needed in identified and what corrective
accordance with 42 CFR 483.73(d)(2). This action(s) will be taken?
deficient practice could affect all occupants.
Essex Nursing and Rehabilitation
Findings include: will test the emergency plan at
least annually, including
Based on record review of the facilities emergnccy unannounced staff drills using the
preparedness documentation on 10/24/23 at 11:16 emergency procedures. Essex
a.m. with the Director of Maintenance, Nursing and Rehabilitation
documentation a table-top exercise was available conducted, on 11/03/2023 a full
for review, but a second drill that was a full-scale scale exercise utilizing an actual
exercise that is community-based, an annual reported occurrence of a natural
individual, facility-based functional exercise, or a gas outage.
mock disaster drill was not available for review. *What measures will be put into
Based on an interview at the time of record review, place and what systemic changes
the Director of Maintenance stated that the will be made to ensure that the
facility was hoping to get a drill scheduled soon, alleged deficient practice does not
but as of the time of this survey, a drill had not yet recur?
been scheduled or conducted. *How wiill the corrective action(s)
will be monitored to ensure the
This item was reviewed with the facility alleged deficient practice will not
Administrator at the exit conference. recur, i.e., what quality assurance
program will be put into place?
Progress toward the successful
completion of this POC will be
monitored by using the Essex
Nursing and Rehabilitation
Preventive Maintenance (PM)
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Plan. The Administrator and/or
designee will review the PM Plan
daily during Stand Up on
scheduled workdays for a
minimum of 6 months, in
accordance with the proposed
schedule AND monthly during
QAPI Committee meetings. The
Administrator, or designee will be
responsible for monitoring this
POC to ensure its successful
completion.
K 0000
Bldg. 01
A Life Safety Code Recertification and State K 0000
Licensure Survey was conducted by the Indiana
Department of Health in accordance with 42 CFR
483.90(a).
Survey Date: 10/24/23
Facility Number: 000291
Provider Number: 155404
AIM Number: 100286710
At this Life Safety Code survey, Essex Nursing
and Rehabilitation Center 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 II (222) construction and was fully
sprinklered. The facility has a fire alarm system
with hard wired smoke detection in the corridors
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and spaces open to the corridors. Resident rooms
are equipped with battery powered smoke
detectors. The building is partially protected by a
30-kW natural gas-powered emergency generator.
The facility has a capacity of 38 and had a census
of 21 at the time of this survey.
All areas where residents have customary access
were sprinklered. The facility has four detached
equipment storage buildings located behind the
facility which were not sprinklered.
Quality Review completed on 10/31/23
K 0227 NFPA 101
SS=E Ramps and Other Exits
Bidg. 01 | Ramps and Other Exits
Ramps, exit passageways, fire and slide
escapes, alternating tread devices, and areas
of refuge are in accordance with the
provisions 7.2.5 through 7.2.12.
18.2.2.6t0 18.2.2.10 or 19.2.2.6 t0 19.2.2.10
Based on observation and interview, the facility K 0227 *What corrective action(s) will be 11/17/2023
failed to ensure 1 of 1 exit ramp floors was usable accomplished for those residents
and accessible to persons with mobility found to have been affected by
impairments. LSC 7.2.5.3.1 (4) states "(The) ramp the alleged deficient practice?
floors and landings shall be solid and without
perforations." This deficient practice could affect Essex Nursing and Rehabilitation
8 residents, 2 staff and 1 visitor. has removed the ramp extension
at the exit leading outside nearest
Findings include: to resident rooms #10 and #11.
Based on observations made on 10/23/23 at 11:56 *How will other residents having
a.m. with the Director of Maintenance during tour the potential to be affected by the
of the facility, the exit discharge ramp leading same alleged deficient practice be
outside nearest to resident rooms #10 and #11 identified and what corrective
extended approximately twelve feet behind the action(s) will be taken?
entrance doorway. This part of the ramp was
constructed of wood and the wood boards were The alleged deficient practice has
extremely loose and rotted making them unsafe to the potential to affect all residents,
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use. Based on interview at the time of the
observations, the Director of Maintenance
confirmed the wood surface of the aforementioned
exit discharge ramp was no longer a solid surface
due to the rotted and loose wooden boards and
was unsafe to use under the current condition.

This finding was reviewed with the Administrator
at the exit conference.

3.1-19(b)

staff, and visitors. Essex Nursing
and Rehabilitation will monitor all
ramps, exit passageways, fire and
slide escapes, alternating tread
devices, and areas of refuge to
ensure they are in good repair.
*What measures will be put into
place and what systemic changes
will be made to ensure that the
alleged deficient practice does not
recur?

The maintenance person was
inserviced on 10-26-23 on the
necessity for having routine
inspections of all ramps, exit
passageways, fire and slide
escapes, alternating tread
devices, and areas of refuge, and
addressing any concerns
immediately.

*How wiill the corrective action(s)
be monitored to ensure the
alleged deficient practice will not
recur, i.e., what quality assurance
program will be put into place?

To ensure compliance, the
maintenance person will check the
condition of all ramps, exit
passageways, fire and slide
escapes, alternating tread
devices, and areas of refuge
weekly for one month and monthly
for six months and ongoing.
Findings will be documented on
the Audit and results of the
monitoring will be reviewed during
the facility’'s QAPI Committee
meeting. If threshold of 100%
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compliance is not achieved an
action plan will be developed.
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