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Submission of this Plan of 

Correction does not constitute an 

admission or agreement by the 

provider of the truth of facts 

alleged or corrections set forth on 

the statment of deficiencies.This 

Plan of Correction is prepared 

and submitted because of 

requirements under State and 

Federal  law.Please accept this 

plan of correction as our credible 

allegation of compliance.

 K0000A 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:  03/29/12

Facility Number:  000216

Provider Number:  155323  

AIM Number:  100267580

Surveyor:  Bridget Brown, Life 

Safety Code Specialist 

At this Life Safety Code survey, 

Whispering Pines Rehabilitation 

Centre 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 was 

determined to be of Type V (000) 
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construction and was fully 

sprinklered.  The facility has a fire 

alarm system with smoke 

detection in the corridors, resident 

rooms and spaces open to the 

corridors.  The facility has the 

capacity for 80 and had a census 

of 48 at the time of this survey.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 03/30/12.

The facility was found not in 

compliance with the 

aforementioned regulatory 

requirements as evidenced by the 

following:
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SS=E

NFPA 101 

LIFE SAFETY CODE STANDARD 

One hour fire rated construction (with ¾ hour 

fire-rated doors) or an approved automatic 

fire extinguishing system in accordance with 

8.4.1 and/or 19.3.5.4 protects hazardous 

areas.  When the approved automatic fire 

extinguishing system option is used, the 

areas are separated from other spaces by 

smoke resisting partitions and doors.  Doors 

are self-closing and non-rated or field-applied 

protective plates that do not exceed 48 

inches from the bottom of the door are 

permitted.     19.3.2.1

1.  The two doors identified in the 

survey were repaired.2.  All doors 

requiring self closures were 

checked to determine if any 

additional repairs were needed 

with none noted.3.  The 

Mainteneance Director has 

included doors requiring self 

closures to his monthly 

preventative maintenance 

inspections to provide ongoing 

monitoring and any immediate 

corrective actions taken will be 

reviewed and the preventative 

maintenance program revised, if 

indicated.4.  The results of the 

aforementioned monitoring will be 

reported to the QA committee 

quarterly.

04/03/2012  12:00:00AMK0029Based on observation and 

interview, the facility failed to 

provide working automatic door 

closers on 2 of 8 doors providing 

access to hazardous areas.  

Sprinklered hazardous areas are 

required to be equipped with self 

closing doors or with doors that 

close automatically upon 

activation of the fire alarm system.  

This deficient practice could affect 

visitors, staff and 23 or more 

residents in the D wing and south 

central smoke compartment which 

houses a dining room, therapy 

room and lounge.

Findings include:

a. Based on observation with the 

maintenance supervisor on 

03/29/12 at 1:35 p.m., the door 
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to the maintenance shop storing 

paints and equipment repair 

materials, had no self closer.  The 

maintenance supervisor said at 

the time of observation, he didn't 

realize a self closer was needed on 

the door.

b. Based on observation with the 

maintenance supervisor on 

03/29/12 at 12:55 p.m., the self 

closer on the door to the the D 

wing soiled utility room, used for 

the storage of soiled linen and 

trash receptacles, had a self closer 

which had been dismantled, so 

the door had no means to self 

close.

3.1-19(b)
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K0038

SS=E

NFPA 101 

LIFE SAFETY CODE STANDARD 

Exit access is arranged so that exits are 

readily accessible at all times in accordance 

with section 7.1.     19.2.1

1.  The gate identified in the 

survey was repaired.2.  There are 

no other exits surrounded by a 

wooden fence with a gate.3.  The 

Maintenance Director has 

included this gate to his 

preventative maintenance 

inspections to provide ongoing 

monitoring and any immediate 

corrective actions taken will be 

reviewed and the preventative 

maintenance program revised, if 

indicated.4.  The results of the 

aforementioned monitoring will be 

reported to the QA committee 

quarterly.

04/03/2012  12:00:00AMK0038Based on observation and 

interview, the facility failed to 

ensure the exit discharge for 1 of 

8 exits was readily accessible.  

LSC  7.1.10.1 requires a means of 

egress shall be continuously 

maintained free of all obstructions 

or impediments to full and instant 

use in case of fire or other 

emergency.  This deficient 

practice affects visitors, staff and 

14 residents on A Hall.  

Findings include:

Based on observation with the 

maintenance supervisor on 

03/29/12 at 1:45 p.m., the gate 

in the wooden six foot tall fence 

providing access to the public way 

from the A hall exit, had nothing 

to open the latch.  The gate was 

stuck and the maintenance 

supervisor had to shove the gate 

with his full body weight to get 

the gate to open.  He then found 

the metal piece which was needed 

to open the latch.  The 

maintenance supervisor 
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acknowledged at the time of 

observation, the gate should have 

opened more readily.

3.1-19(b)
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K0048

SS=E

NFPA 101 

LIFE SAFETY CODE STANDARD 

There is a written plan for the protection of all 

patients and for their evacuation in the event 

of an emergency.     19.7.1.1

1.  The dietary staff were 

inserviced on the K class fire 

extinguisher as well as the Hood 

Suppression System.2.  The 

policy was reviewed and updated 

if indicated.3.  The K class fire 

extinguisher information has been 

added to the New Employee 

Hiring process to educate any 

future dietary staff 

members.4. The Maintenance 

Director will monitor during drills 

to ensure proper staff response 

and report to the QA committee 

quarterly.

04/03/2012  12:00:00AMK0048Based on record review and 

interview, the facility failed to 

provide 1 of 1 written fire safety 

plans addressing all items 

required by NFPA 101, 2000 

edition, Section 19.7.2.2 in the 

event of an emergency.  LSC 

19.7.2.2 requires a written health 

care occupancy fire safety plan 

that shall provide for the 

following:

(1) Use of alarms

(2) Transmission of alarm to the 

fire department

(3) Response to alarms

(4) Isolation of fire

(5) Evacuation of immediate area

(6) Evacuation of smoke 

compartment

(7) Preparation of floors and 

building for evacuation

(8) Extinguishment of fire

This deficient practice could affect 

any staff in the kitchen and any 

residents in the vicinity of the 

kitchen in the event of an 

emergency.

Findings include:
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Based on a review of the facility's 

Fire Disaster Plan on 03/29/12 at 

3:10 p.m. with the maintenance 

supervisor, the fire safety plan did 

not address the K class fire 

extinguisher located in the kitchen 

in relationship with the use of the 

kitchen overhead extinguishing 

system.  The maintenance 

supervisor acknowledged at the 

time of record review, the written 

fire safety plan did not mention 

the kitchen staff training to 

activate the overhead hood 

extinguishing system to suppress 

a fire before using the K class fire 

extinguisher.

3.1-19(b)
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SS=F

NFPA 101 

LIFE SAFETY CODE STANDARD 

A fire alarm system with approved 

components, devices or equipment is 

installed according to NFPA 72, National Fire 

Alarm Code, to provide effective warning of 

fire in any part of the building.  Activation of 

the complete fire alarm system is by manual 

fire alarm initiation, automatic detection or 

extinguishing system operation.  Pull stations 

in patient sleeping areas may be omitted 

provided that manual pull stations are within 

200 feet of nurse's stations.  Pull stations are 

located in the path of egress.  Electronic or 

written records of tests are available.  A 

reliable second source of power is provided.  

Fire alarm systems are maintained in 

accordance with NFPA 72 and records of 

maintenance are kept readily available.  

There is remote annunciation of the fire alarm 

system to an approved central station.     

19.3.4, 9.6

1.  The circuit breaker identified in 

the survey has been labeled.2.  

The breaker box was reviewed to 

determine if any additional 

labeling is required.3.  The 

Maintenance Director has 

included circuit breaker labeling 

to his preventative maintenance 

inspections to provide ongoing 

monitoring and any immediate 

corrective actions taken will be 

reviewed and the preventative 

maintenance program revised, if 

indicated.4.  The results of the 

aforementioned monitoring will be 

reported to the QA committee 

quarterly.

04/03/2012  12:00:00AMK0051Based on observation and 

interview, the facility failed to 

maintain 1 of 1 fire alarm systems 

in accordance with NFPA 72, 

National Fire Alarm Code, 1999 

Edition.  NFPA 72, 1-5.2.5.2 

requires the fire alarm circuit 

disconnecting means shall have a 

red marking, shall be accessible 

only to authorized personnel, and 

shall be identified as FIRE ALARM 

CIRCUIT CONTROL.  This deficient 

practice could affect all residents 

as well as visitors and staff.

Findings include:

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 2BR521 Facility ID: 000216 If continuation sheet Page 9 of 15



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

04/04/2012PRINTED:

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 PERCEDED 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

MONTICELLO, IN 47960

155323

01

03/29/2012

WHISPERING PINES REHABILITATION CENTRE

410 TIOGA RD

Based on observation with the 

maintenance supervisor on 

03/29/12 at 2:15 p.m., the fire 

alarm system circuit breaker could 

not be identified in the emergency 

power breaker box.  The 

maintenance supervisor said at 

the time of observation, he knew 

the fire alarm circuit breaker was 

connected to generator emergency 

power but he was unable to 

identify it.

3.1-19(b)
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K0074

SS=E

NFPA 101 

LIFE SAFETY CODE STANDARD 

Draperies, curtains, including cubicle 

curtains, and other loosely hanging fabrics 

and films serving as furnishings or 

decorations in health care occupancies are in 

accordance with provisions of 10.3.1 and 

NFPA 13, Standards for the Installation of 

Sprinkler Systems.  Shower curtains are in 

accordance with NFPA 701.

Newly introduced upholstered furniture within 

health care occupancies meets the criteria 

specified when tested in accordance with the 

methods cited in 10.3.2 (2) and 10.3.3.    

19.7.5.1, NFPA 13

Newly introduced mattresses meet the 

criteria specified when tested in accordance 

with the method cited in 10.3.2 (3) , 10.3.4.    

19.7.5.3

1A.  The window 

curtains identified in the survey 

were removed or replaced.B.  All 

resident rooms were observed to 

ensure proper window treatments 

were removed or replaced if 

indicated.C.  The 

Housekeeping/Laundry 

Supervisor and Maintenance 

Director were re-educated to 

ensure proper window treatments 

are utilized.  The 

Housekeeping/Laundry 

supervisor or designee will 

monitor through daily rounds and 

any immediate corrective actions 

taken will be reviewed and 

the program revised, if 

indicated.D.  The results of the 

aforementioned monitoring will be 

reported to the QA committee 

04/03/2012  12:00:00AMK00741. Based on observation and 

interview, the facility failed to 

ensure window curtains in 3 of 6 

smoke compartments were 

rendered flame resistant.  LSC 

19.7.5.1 requires draperies and 

other loosely hanging fabrics to be 

in accordance with 10.3.1.  LSC 

10.3.1 requires draperies, 

curtains, and other similar loosely 

hanging furnishings and 

decorations to have flame 

resistance as demonstrated by 

testing in accordance with NFPA 

701, Standard Methods of Fire 

Tests for Flame Propagation of 
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quarterly.2A.  The privacy 

curtains identified in the survey 

were replaced.B.  All resident 

rooms were observed to ensure 

proper privacy curtains were 

replaced if indicated.C.  The 

Housekeeping/Laundry 

Supervisor was re-educated to 

ensure proper privacy curtains 

are utilized.  The 

Housekeeping/Laundry 

Supervisor or designee will 

monitor through daily rounds and 

any immediate corrective actions 

taken will be reviewed and 

the program revised, if 

indicated.D.  The results of the 

aforementioned monitoring will 

be reported to the QA committee 

quarterly.

Textiles and Films.  This deficient 

practice affects visitors, staff and 

23 residents in the A, C and D 

smoke compartments.

Findings include:

Based on observation with the 

maintenance supervisor on 

03/29/12 between 12:30 p.m. 

and 3:00 p.m., flame resistance 

labeling was not found on the 

window curtains in resident rooms 

D-1, D-4, D-6, D-9, D-10, and 

C-10.  The sheer curtains and 

window scarf in room A-10 had 

no labeling.  The maintenance 

supervisor said at the time of 

observation, he had no evidence 

the materials were treated to 

render them flame resistant.

3.1-19(b)

2. Based on observation, the 

facility failed to provide privacy 

curtains in 1 of 6 sprinklered 

resident room smoke 

compartments in accordance with 

NFPA 13, Standard for the 

Installation of Sprinkler Systems.  

This deficient practice affects 

visitors, staff and 11 residents on 
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b hall.

Findings include:

Based on observation with the 

maintenance supervisor on 

03/29/12 between 12:30 p.m. 

and 3:00 p.m., privacy curtains 

installed in resident rooms B-3, 

B-4, and B-7 (2) lacked 1/2 inch 

diagonal mesh or a 70 percent 

open weave top panel extending 

18 inches below the sprinkler 

deflectors.  The maintenance 

supervisor said at the time of the 

observations, he didn't realize the 

mesh was smaller in the privacy 

curtains in these rooms.

3.1-19(b)
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K0147

SS=D

NFPA 101 

LIFE SAFETY CODE STANDARD 

Electrical wiring and equipment is in 

accordance with NFPA 70,  National 

Electrical Code. 9.1.2

1.  The extension cord identified 

in the survey was removed.2.  

The area was observed for any 

other extension cord with none 

noted.3.  The Maintenance 

Director has included extension 

cords in the smoking area to his 

preventative maintenance 

inspections to provide ongoing 

monitoring and any immediate 

corrective actions taken will be 

reviewed and the preventative 

maintenance program revised, if 

indicated.4.  The results of the 

aforementioned monitoring will be 

reported to the QA committee 

quarterly.

04/03/2012  12:00:00AMK0147Based on observation and 

interview, the facility failed to 

ensure 1 of 1 flexible cords was 

not used as a substitute for fixed 

wiring.  NFPA 70 National 

Electrical Code, 1999 Edition, 

Article 400-8 requires, 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 staff, visitors and 3 

residents who might use the 

enclosed smoking area.  

Findings include:

Based on observation with the 

maintenance supervisor on 

03/29/12 at  12:40 p.m., an 

extension cord was plugged into 

an electrical outlet, secured to the 

wall and ceiling and plugged into 

a room air purifier on the opposite 

side of the enclosed smoking 

area.  The maintenance supervisor 

acknowledged at the time of 

observation, the extension cord 

should not have been in use to 
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provide power to the equipment.

3.1-19(b)  
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