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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: 07/18/13 & 07/19/13

Facility Number: 000001
Provider Number: 155001
AIM Number: 100275310

Surveyor: Mark Caraher, Life Safety
Code Specialist

At this Life Safety Code survey,
Hooverwood 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 TAC 16.2.

This two story facility with a basement
was determined to be of Type I1 (111)
construction and was fully sprinklered.
The facility has a fire alarm system with
smoke detection in the corridor and in all
areas open to the corridor. The facility
has smoke detectors hard wired to the fire
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alarm system installed in all resident
sleeping rooms. The facility has a
capacity of 188 and had a census of 179 at
the time of this survey.

All areas where residents have customary
access were sprinklered and all areas
providing facility services were
sprinklered. The facility has no detached
buildings providing facility services.

Quality Review by Robert Booher, Life
Safety Code Specialist-Medical Surveyor
on 07/22/13.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K010067 | NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Heating, ventilating, and air conditioning
comply with the provisions of section 9.2 and
are installed in accordance with the
manufacturer's specifications. 19.5.2.1,
9.2, NFPA 90A, 19.5.2.2
Based on record review, observation and K010067 08/15/2013
interview; the facility failed to ensure 1 of K067
8 fire dampers in the facility were
inspected and provided necessary
maintenance at least every four years in 1. There were no residents
accordance with NFPA 90A. LSC 9.2.1 found to have been affected by
. . 1 . this deficient practice. There
requires heating, ventilating and air )
S have been no fires or other safety
conditioning (HVAC) ductwork and incidents affecting residents in
related equipment shall be in accordance this area as a result of this
with NFPA 90A, Standard for the deficient practice.
Installation of Air-Conditioning and
Ventilating Systems. NFPA 90A, 1999
Edition, 3.4.7, Maintenance, requires at 2. In order to minimize the
least every 4 years, fusible links (where possibility of other residents
. . having the potential of being
applicable) shall be removed; all dampers
pp ) . P affected by this same deficient
shall be operated to verify they fully practice, this fire damper in
close; the latch, if provided, shall be question (located inside the wall
Checked’ and moving parts Shall be of the 2A East linen C|Oset) will be
lubricated as necessary. This deficient |mmed|a’Fer |n.spect<.ad, tested,
. ! and serviced (including the
practice affects 22 residents, staff and replacement of the fusible link) to
visitors in the vicinity of the linen closet assure compliance in accordance
next to Room 214. with NFPA 90A.
Findings include:
3. The fire damper, located
Based on a record review with the inside the wall of the 2A East
Maintenance Director from 9:25 a.m. to k;|1gntcloset, WIID” be:dde? to the
) ) aintenance Department’s
11:45 a.m. on 07/18/13, documentation of preventive maintenance
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facility fire damper inspections and program. As part of this program,
maintenance was not available for review. the fire damper will be inspected,
doni ) he i ¢ d cleaned, and tested and the
Based on interview at the time of recor fusible link will be replaced and
review, the Maintenance Director stated dated, at least every four years
the date of the most recent fire damper along with the other 8 fire
inspection and maintenance is recorded at dampers throughout the facility.
the fire damper location. Based on
observations with the Maintenance
Director during a tour of the facility from 4. The Maintenance Director
12:30 p.m. to 3:55 p.m. on 07/18/13 and will be responsible for monitoring
) o ' s this portion of Hooverwood’s
from 9:20 ?l.m. to 10:55 a.m. on 07/19/13, preventive maintenance program
a total of eight fire dampers were to assure that all 8 fire dampers
observed in the facility. Seven of the are inspected / serviced in
eight fire dampers had the inspection and accordance with NFPA 90A. On
. d £ March 2012 ded an annual basis, the Maintenance
maintenance date o "_HC recorde Director will inspect all 8 fire
at the fire damper location. The fire dampers to determine if they are
damper located in the HVAC ductwork in in working order and / or if they
the linen closet next to Room 214 had no are in need of service. The
dofi t ttached to it. Based Maintenance Director will
rec9r 0 ‘1nspec 10n.a ached to it. ' ase maintain a log of the 8 fire
on interview at the time of observation of dampers, inspection dates,
the HVAC fire damper in the linen closet testing, replacement of fusible
next to Room 214, the Maintenance links, etc.
Director stated he was not aware a fire
damper was located in the aforementioned
linen closet and acknowledged it has been The Maintenance Director will
more than four years since the report in writing any deficient
. practices relating to these fire
aforementioned fire damper was .
) ) dampers to the Quality
inspected and provided the necessary Improvement Committee
maintenance. meetings. Such deficient
practices will be follow-up with
immediate service / replacement,
3.1-19(b) disciplinary warning, policy
development, etc.
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5. Date of Completion:
8/15/13
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