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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: 11/18/14

Facility Number: 000206
Provider Number: 155312
AIM Number: 100284940

Surveyor: Lex Brashear, Life Safety
Code Specialist

At this Life Safety Code survey, Kindred
Transitional Care and
Rehabilitation-Indian Creek 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 one story facility with two separate
basements was determined to be of Type
V (000) construction and was fully
sprinklered. The facility has a fire alarm
system with hard wired smoke detectors
on both levels including the corridors,
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spaces open to the corridors, and all
resident sleeping rooms. The facility has
a capacity of 135 and had a census of 119
at the time of this survey.

All areas where residents have customary
access were sprinklered and all areas
providing facility services were
sprinklered.

Quality Review by Dennis Austill, Life
Safety Code Specialist on 11/20/14.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:

NFPA 101

LIFE SAFETY CODE STANDARD
Corridors are separated from use areas by
walls constructed with at least 2 hour fire
resistance rating. In sprinklered buildings,
partitions are only required to resist the
passage of smoke. In non-sprinklered
buildings, walls properly extend above the
ceiling. (Corridor walls may terminate at the
underside of ceilings where specifically
permitted by Code. Charting and clerical
stations, waiting areas, dining rooms, and
activity spaces may be open to the corridor
under certain conditions specified in the
Code. Gift shops may be separated from
corridors by non-fire rated walls if the gift
shop is fully sprinklered.) 19.3.6.1,
19.3.6.2.1,19.3.6.5
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Based on observation and interview, the K010017 K017 12/02/2014
facility failed to ensure 1 of 4 open use
. DESK REVIEW REQUESTED
areas were separated from the corridor by
walls constructed with at least a thirty 1) Fire Rated Door installed to
minute fire resistance rating extending 200-A Hall Dining Room.
from the floor to the roof/floor above or 2)  All open use areas audited for
met an Exception. LSC 19.3.6.1 appropriate and fully functioning fire
. ’ rated doors or hard-wired smoke
Exception #1: Smoke compartments d
etectors.
protected throughout by an approved, 3)  Staff Development
supervised automatic sprinkler system Coordinator or designee inserviced
shall be permitted to have spaces Maintenance staff on proper
unlimited in size open to the corridor, procedure when a fire door has to be
ded the followi tori ) replaced.
provided the following criteria are.met. 4) Maintenance Director or
(a) The spaces are not used for patient designee will monitor open use
sleeping rooms, treatment rooms, or areas for appropriate and fully
hazardous areas. (b) The corridors onto functioning fire rated doors, daily
. . x 1 week, 3 times a week x 2
which the spaces open in the same smoke )
weeks, weekly as an ongoing
compartment are protected by an process of the preventative
electrically supervised automatic smoke maintenance of the building.
detection system, or the smoke
compartment in which the space is
located is protected throughout by quick
response sprinklers. (c) The open space
is protected by an electrically supervised
automatic smoke detection system, or the
entire space is arranged and located to
allow direct supervision by the facility
staff from a nurses' station or similar
space. (d) The space does not obstruct
access to required exits. This deficient
practice could affect 16 residents, as well
as staff and visitors while in the 200
A-Hall Dining Room.
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Findings include:

Based on observation on 11/18/14 at
12:20 p.m. during a tour of the facility
with the Maintenance Supervisor, the 200
A-Hall Dining Room was open to the
corridor. Exception #1 requirement (c)
of LSC 19.3.6.1 was not met as follows:
The 200 A-Hall Dining Room was not
protected by an electrically supervised
automatic smoke detection system, or the
entire space was not arranged and located
to allow direct supervision by the facility
staff from nurses' stations or similar
staffed space. This was acknowledged by
the Maintenance Supervisor at the time of
observation.

3-1.19(b)
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