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A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  12/29/14

Facility Number:  000535

Provider Number:  155604

AIM Number:  100267250

Surveyor:  Phillip Komsiski, Life Safety 

Code Specialist

At this Life Safety Code survey, Saint 

Anthony Health Care, was found not in 

compliance with Requirements for 

Participation in Medicare/Medicaid, 42 

CFR Subpart 483.70(a), Life Safety from 

Fire, and the 2000 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 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, spaces open to the corridors 

and hard wired detectors in all resident 

sleeping rooms.  The facility has a 

K010000 St. Anthony Health Care, Inc. 

is requestingpaper 

compliance to the Life Safety 

Code Survey conducted on 

December 29, 2014.

 

“This Plan ofCorrection is 

prepared and submitted as 

required by law.  By 

submitting this Plan of 

Correction, St.Anthony Health 

Care, Inc. does notadmit that 

the deficiency listed on this 

form exist, nor does the 

Center admitto any 

statements, findings, facts, or 

conclusions that form the 

basis for thealleged 

deficiency.  The Center 

reservesthe right to challenge 

in legal and/or regulatory or 

administrative proceedingsthe 

deficiency, statements, facts, 

and conclusions that form the 

basis for thedeficiency.”

 

FORM CMS-2567(02-99) Previous Versions Obsolete

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

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 disclosable 14

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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

_____________________________________________________________________________________________________
Event ID: 0DQB21 Facility ID: 000535

TITLE

If continuation sheet Page 1 of 3

(X6) DATE



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

01/13/2015PRINTED:

FORM APPROVED

OMB NO. 0938-0391

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 CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(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

LAFAYETTE, IN 47904

155604 12/29/2014

SAINT ANTHONY REHAB AND NURSING CENTER

1205 N 14TH ST

01

capacity of 120 and had a census of 92 at 

the time of this survey.

All areas where residents have customary 

access were sprinklered.  All areas 

providing facility services were 

sprinklered except for a detached garage 

and two wood sheds used for facility 

storage which were not sprinklered.  

Quality Review by Dennis Austill, Life 

Safety Code Specialist on 12/31/14.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

NFPA 101 

LIFE SAFETY CODE STANDARD 

Cooking facilities are protected in 

accordance with 9.2.3.     19.3.2.6, NFPA 96

K010069

SS=E

Based on observation and interview, the 

facility failed to ensure the 7 grease 

filters on 1 of 1 kitchen stove hoods were 

properly positioned to drain the grease 

into the containers.  NFPA 96, Standard 

for Ventilation Control and Fire 

Protection of Commercial Cooking 

Operations, 1998 Edition, at 3.2.7 says 

grease filters requiring a specific 

orientation to drain grease shall be clearly 

so designated, or the hood shall be 

K010069 K069 NFPA LIFE & SAFETY 

CODE STANDARD

   ·Greasefilter baffles that were 

horizontal were immediately 

reinstalled to the verticalposition.

   ·Therewere no other grease 

filter baffles to be identified in the 

facility.

   ·PMCook Safety Check List has 

been created to include the 

observation of the 

properpositioning of the grease 

filter baffles.

   ·DietarySupervisor or designee 

01/28/2015  12:00:00AM
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constructed so filters cannot be installed 

in the wrong orientation.  This deficient 

practice could affect kitchen staff and any 

residents or visitors.

Findings include:

Based on observation on 12/29/14 at 2:30 

p.m. with the Physical Plant Director, 

four of the seven grease filter baffles in 

hood above the gas grill in the Main 

kitchen were installed horizontally 

instead of vertically to drain grease from 

the exhaust hood.  Based on interview 

concurrent with the observation, the 

Physical Plant Director acknowledged 

she was aware of the correct orientation 

and would contact the provider to ensure 

they were installed vertically.

3.1-19(b)

will conduct audits that will be 

performed: Daily forfour weeks.  

Then weekly for fourweeks.  

Audits will be conducted 

monthlythereafter for three 

months.  The QA teamwill review 

the findings monthly and 

determine if further monitoring is 

needed.
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