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 K 0000

 

Bldg. 01

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:  10/08/15

Facility Number:  004268

Provider Number:  155735

AIM Number:  200504460

At this Life Safety Code survey, Ashford 

Place Health Campus 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 18, 

New Health Care Occupancies and 410 

IAC 16.2.

This one story facility was determined to 

be of Type V (111) construction and fully 

sprinkled.  The facility has a fire alarm 

system with smoke detection in the 

corridors, spaces open to the corridors 

and hard wired smoke detectors in all 

resident sleeping rooms.  The healthcare 

portion of the facility has a capacity of 68 

and had a census of 62 at the time of this 

K 0000 Preparation and/or execution of 

this plan of correction does not 

constitute admission or 

agreement by the provider of the 

truth of the facts alleged or 

conclusions set forth in the 

statement of deficiencies.  The 

plan of correction is prepared 

and/or executed solely because it 

is required by the provisions of 

federal and state law. 
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visit.

All areas where residents have customary 

access were sprinkled and all areas 

providing facility services were 

sprinkled.

NFPA 101 

LIFE SAFETY CODE STANDARD 

If the building has a common wall with a 

nonconforming building, the common wall is 

a fire barrier having at least a two-hour fire 

resistance rating constructed of materials as 

required for the addition.  Communicating 

openings occur only in corridors and are 

protected by approved self-closing fire 

doors.  18.1.1.4.1, 18.1.1.4.2

K 0011

SS=F

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 1 two hour 

fire rated separation wall between the 

Health Center and the assisted living 

occupancy was maintained.  This 

deficient practice could affect all 

healthcare residents in the event of a fire 

in the fire barrier located above the 

kitchen, which extends above the ceiling 

along the main dining room to the 

Service Hall.

Findings include:

Based on observation on 10/08/15 at 

12:15 p.m. with the director of plant 

operations and director of environmental 

services, the fire barrier wall, located in 

the attic above the kitchen, had a two 

K 0011  1.  SPECSEAL  LC SEALANT  to 

be installed in the 2 inch gaps 

identified during the inspection 

located in the attic.  Supporting 

documentation of a picture on the 

back of the sealant tube shows 

that this material has a 4 hour fire 

rating.   2.  All residents have the 

potential to be affected by the 

unmet standard.  3.  Regular 

inspections will be conducted and 

included in preventive 

maintenance program to identify 

any potential  future related or 

common issues related to gaps in 

fire walls.    4.  Audits will be 

conducted monthly by Director of 

Plant Operations or Designee  for 

at least 6 months and all findings 

forwarded to Quality Assurance 

Committee for Review Monthly. 

11/07/2015  12:00:00AM
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inch gap around an electrical conduit 

penetration not fire stopped on both sides 

of the fire barrier wall and a two inch by 

two inch square area of double drywall 

missing on the southeast side of the fire 

barrier wall.  This was verified by the 

director of plant operations and director 

of environmental services at the time of 

observations and acknowledged by the 

director of environmental services at the 

exit conference on 10/08/15 at 12:30 p.m.

3.1-19(b)

NFPA 101 

LIFE SAFETY CODE STANDARD 

Smoke barriers are constructed to provide at 

least a one-hour fire resistance rating in 

accordance with 8.3.  Smoke barriers may 

terminate at an atrium wall.  Windows are 

protected by fire-rated glazing or by wired 

glass panels in approved frames.  A 

minimum of two separate compartments are 

provided on each floor. Dampers are not 

required in duct penetrations of smoke 

barriers in fully ducted heating, ventilating, 

and air conditioning systems.     18.3.7.3, 

18.3.7.5, 18.1.6.3

K 0025

SS=E

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 5 attic smoke 

barriers in Health Center was constructed 

to provide at least a one hour fire 

resistance rating.  This deficient practice 

affects 24 residents who use the Center 

Hall nurses' station area.

Findings include:

K 0025   1.  SPECSEAL  LC SEALANT  

to be installed in the 2 inch gaps 

identified during the inspection 

located in the attic.  Supporting 

documentation of a picture on the 

back of the sealant tube shows 

that this material has a 4 hour fire 

rating.   2.  All residents have the 

potential to be affected by the 

unmet standard. 3.  Regular 

inspections will be conducted and 

11/07/2015  12:00:00AM
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Based on observation with the director of 

plant operations and the director of 

environmental services on 10/08/15 at 

12:20 p.m., the attic smoke barrier wall at 

the Administration Hall to the Center 

Hall had two, three inch gaps around two 

cable bundle penetrations not fire 

stopped.  This was verified by the 

director of plant operations and director 

of environmental services at the time of 

observation and acknowledged by the 

director of environmental services at the 

exit conference on 10/08/15 at 12:30 p.m.

3.1-19(b)

included in preventive 

maintenance program to identify 

any potential  future related or 

common issues related to gaps in 

fire walls.   4.  Audits will be 

conducted monthly by Director of 

Plant Operations or Designee  for 

at least 6 months and all findings 

forwarded to Quality Assurance 

Committee for Review Monthly.   

NFPA 101 

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.     9.2, 

18.5.2.1, 18.5.2.2, NFPA 90A

K 0067

SS=F

Bldg. 01

Based on interview and record review, 

the facility failed to ensure 61 of 61 fire 

damper were inspected and provided 

necessary maintenance at least every four 

years in accordance with NFPA 90A.  

LSC 9.2.1 requires air conditioning, 

heating, ventilating ductwork (HVAC) 

and related equipment shall be in 

accordance with NFPA 90A, Standard for 

the Installation of Air-Conditioning and 

Ventilating Systems.  NFPA 90A, 1999 

K 0067  1.   Facility has a functional and 

visual inspection of all HVAC 

Dampers located throughout the 

facility scheduled to be performed 

prior to October 31st, 2015.    2.  

All residents have the potential to 

be affected by the unmet 

standard.   3.  Facility has this on 

an inspection log and will 

continue to follow up with 

Contracted Company as well as 

will be provided Inspection form 

with the locations and Status of 

all units.  This will be monitored 

11/07/2015  12:00:00AM
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Edition, 3.4.7, Maintenance, requires at 

least every 4 years, fusible links (where 

applicable) shall be removed; all dampers 

shall be operated to verify they fully 

close; the latch, if provided, shall be 

checked, and moving parts shall be 

lubricated as necessary.  This deficient 

practice affects all residents who reside 

on the Health Center.

Findings include:

Based on record review on 10/08/15 at 

9:35 a.m. with the director of plant 

operations, the Fire/Smoke Damper 

Maintenance Record was dated 05/26/11, 

which was a period exceeding the four 

year inspection interval.  Based on an 

interview with the director of plant 

operations on 10/08/15 at 9:50 a.m., it 

was stated the facility sent a request to 

the fire alarm system contractor to 

perform the fire damper inspections but 

are not scheduled to perform the 

inspection until later in October 2015.  

The lack of a four year fire damper 

inspection on sixty one Health Center fire 

dampers was verified by the director of 

plant operations at the time of record 

review and acknowledged by the director 

of environmental services at the exit 

conference on 10/08/15 at 12:30 p.m.

3.1-19(b)

on a calendar by Director of Plant 

Operations or Designee each 

month.  4.  Calendar for 

monitoring of inspections are a 

part of facility Quality Assurance 

Programs and will be reviewed 

each month by Committee. 
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