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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: 04/12/16

Facility Number: 000045
Provider Number: 155109
AIM Number: 100291400

At this Life Safety Code survey, Golden
Living Center-Mishawaka 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 II (111) construction and fully
sprinklered. The 1986 one story therapy
addition was determined to be of Type V
(111) construction and fully sprinklered.
The facility has a fire alarm system with
hard wired smoke detection in the
corridors and in spaces open to the
corridors. Battery powered smoke

K 0000
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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.
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detectors are provided all resident
sleeping rooms. The facility has a
capacity of 87 and had a census of 61 at
the time of the survey.
All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered, except an unsprinklered
garage and storage shed.
Quality Review completed on 04/14/16 -
DA
K 0038 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 Exit access is arranged so that exits are
readily accessible at all times in accordance
with section 7.1.  19.2.1
Based on observation and interview, the K 0038 1 The key will be hung by the 05/12/2016
facility failed to ensure 1 of 1 Courtyard back doors Iead'lng into the court
o g . yard. 2 All residents are equally
exit discharge paths were readily affected. 3 Staff will be
accessible at all times. This deficient in-serviced on location of keys.
practice could affect staff and at least 24 This information will also be
residents. shared durlng orientation and
annually during safety awareness
o ) training. 4 We will add checking
Findings include: for placement of the keys
during daily rounds to ensure the
Based on observation with the ga,‘lfeb's I?]ckeg.ngsuItS:;r?unds
. . will be shared during or
Maintenance Dlrectf)r on 04/12/16 at further monitoring for compliance
10:34 a.m. then again at 11:25 a.m., the on an ongoing basis as needed.
200 Nursing Station and the Dining
Room both exit into a courtyard. The
only exit from the courtyard contained a
padlock. Based on an interview at the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 5VXB21 Facility ID: 000045 If continuation sheet Page 2 of 14
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time of observation, the Maintenance
Director stated the key was back at the
nurse's station. In addition, when a
Licensed Practical Nurse was asked
where the key to the courtyard gate was,
she was unable to confirm the location.
3.1-19(b)
K 0050 NFPA 101
SS=C LIFE SAFETY CODE STANDARD
Bldg. 01 Fire drills include the transmission of a fire
alarm signal and simulation of emergency
fire conditions. Fire drills are held at
unexpected times under varying conditions,
at least quarterly on each shift. The staff is
familiar with procedures and is aware that
drills are part of established routine.
Responsibility for planning and conducting
drills is assigned only to competent persons
who are qualified to exercise leadership.
Where drills are conducted between 9:00
PM and 6:00 AM a coded announcement
may be used instead of audible alarms.
18.7.1.2,19.7.1.2
Based on record review and interview, K 0050 1 Drills will be conducted under 05/12/2016
- . . varied times on each shift.
the facility failed to conduct fire drills 2 All residents are affected
under varied conditions on each shift for equally.
4 of the last 4 calendar quarters. This 3 . ED and mamtenance manager
will plan drill dates and times for
deficient practice could affect all the next 12 months to ensure
residents. times of drills are varied.
4 ED will make note of times of
drill to be sure they line up with
Findings include: the predetermined schedule.
Results will be shared during
QAPI for further monitoring for
Based on record review of the fire drill compliance on an ongoing basis
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 5VXB21 Facility ID: 000045 If continuation sheet Page 3 of 14
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reports titled "Report of Fire Drill
Exercise" with the Maintenance Director
on 04/12/16 at 9:41 a.m., four sequential
first shift fire drills took place between
9:15 a.m. and 10:20 a.m. for four of the
last four quarters. Four sequential third
shift fire drills took place between 10:30
p.m. and 11:23 p.m. Based on interview
at the time of record review, the
Maintenance Director acknowledged the

aforementioned condition.

3.1-19(b)
3.1-51(c)

K 0051 NFPA 101

SS=E LIFE SAFETY CODE STANDARD

Bidg. 01 A fire alarm system is installed with systems
and components approved for the purpose
in accordance with NFPA 70, National
Electric Code and NFPA 72, National Fire
Alarm Code to provide effective warning of
fire in any part of the building. Fire alarm
system wiring or other transmission paths
are monitored for integrity. Initiation of the
fire alarm system is by manual means and
by any required sprinkler system alarm,
detection device, or detection system.
Manual alarm boxes are provided in the path
of egress near each required exit. Manual
alarm boxes in patient sleeping areas shall
not be required at exits if manual alarm
boxes are located at all nurse's stations.
Occupant natification is provided by audible
and visual signals. In critical care areas,

as needed.
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K 0056

visual alarms are sufficient. The fire alarm
system transmits the alarm automatically to
notify emergency forces in the event of fire.
The fire alarm automatically activates
required control functions. System records
are maintained and readily available.
18.3.4,19.3.4,9.6

Based on observation and interview, the
facility failed to ensure 1 of 1 smoke
detector in the corridor outside resident
room 111 was not installed where air
flow would adversely affect the
operation. NFPA 72, 2-3.5.1 requires in
spaces served by air handling systems,
detectors shall not be located where air
flow prevents operation of the detectors.
This deficient practice could affect staff
and at least 9 residents.

Findings include:

Based on observation with Maintenance
Director on 04/12/16 at 11:49 a.m., the
smoke detector in the corridor outside
resident room 111 was located twenty
five inches away from an HVAC return.
Based on interview at the time of
observation, the Maintenance Director
acknowledged the aforementioned
condition and provided the
measurements.

3.1-19(b)

NFPA 101

K 0051

1 Smoke detector was moved
away from air flow so they will
operate properly.

2 No other residents are affected.
3 The entire facility ceiling will be
checked to ensure there are no
other areas with same concern.

If similar areas are noted, the
smoke detector will be relocated.
4 No further monitoring is needed

05/12/2016
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SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 | Where required by section 19.1.6, Health
care facilities shall be protected throughout
by an approved, supervised automatic
sprinkler system in accordance with section
9.7. Required sprinkler systems are
equipped with water flow and tamper
switches which are electrically
interconnected to the building fire alarm. In
Type | and Il construction, alternative
protection measures shall be permitted to be
substituted for sprinkler protection in specific
areas where State or local regulations
prohibit sprinklers. 19.3.5, 19.3.5.1, NPFA
13
Based on observation and interview, the K 0056 1 Electrical light was moved so 05/12/2016
facility failed to ensure the spray pattern there are no obstructions to the
. . . spray patterns.
for 1 of 1 sprinkler head in the Station #2 2 No additional residents are
Nurses Manager's office was affected.
unobstructed. NFPA 25, 1998 Edition 3 All sprinkler heads will be
Standard for the Inspection, Testing, and checked for placement. Any
. ¢ 4Fi other sprinkler heads placed that
Malnte?ance o Water-B'ase Fire would obstruct water spray
Protection Systems, Section 2-2.1.2 states patterns will be moved. Rounds
unacceptable obstructions to spray by maintenance manager occur
patterns shall be corrected. NFPA 13, wfeetI;I)t/ to fhed; any gtEIer types
.\ . of obstructions to sprinkler
1999 Edition Standard for the Installation system P
of Sprinkler Systems, Table 5-6.5.1.2 4 Maintenance manager will
states that distance between a sprinkler share any issues with ED when
head an obstruction less than 1 foot away they are noted for correction.
be | han th inkler head Results will be shared during
cannot be ov.ver t ar¥ the sprlr¥ er hea QAPI for further monitoring for
deflector. This deficient practice could compliance
affect staff and at least 27 residents.
Findings include:
Based on observation with the
Maintenance Director on 04/12/16 at
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 5VXB21 Facility ID: 000045 If continuation sheet Page 6 of 14
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10:54 a.m., the spray pattern for the
sprinkler head in the Station #2 Nurses
Manager's office was located next to a
ceiling box light. Measurements showed
the sprinkler head was 3.75 inches away
from the ceiling light. The ceiling light
was measured to be 4 inches lower than
the sprinkler head deflector. Based on
interview at the time of observation, the
Maintenance Director acknowledged the
abovementioned condition and provided
the measurements.

3.1-19(b)

K 0064 NFPA 101

SS=E LIFE SAFETY CODE STANDARD

Bldg. 01 Portable fire extinguishers shall be installed,
inspected, and maintained in all health care
occupancies in accordance with 9.7.4.1,
NFPA 10.

18.3.5.6, 19.3.5.6

Based on observation and interview, the
facility failed to ensure 1 of 1 Beauty
Shop and 1 of 2 200 Hall portable fire
extinguishers were installed correctly.
NFPA 10, the Standard for Portable Fire
Extinguishers, Chapter 1, 1-6.10 requires
the top of portable fire extinguishers
weighing 40 pounds or less should be no
more than five feet (60 inches) above the
floor and those weighing more than 40
pounds should be not more than three and
one half feet (42 inches) above the floor.
This deficient practice could affect staff

K 0064

1 The fire extinguisher in the
therapy entrance area was
moved to current height. 2 No
additional residents were
affected. 3 All fire extinguishers
were checked to be in
compliance with height. 4 Once
all fire extinguishers are moved to
required height, no further
monitoring is needed.

05/12/2016
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K 0068
SS=D
Bldg. 01

and at least 5 residents.
Findings include:

Based on observation with the
Maintenance Director on 04/12/16 at
10:36 a.m. then again at 10:51 a.m., the
Beauty Shop fire extinguisher measured
63.5 inches from the top of the
extinguisher to the floor. Then again, the
fire extinguisher in the corridor near
resident room 216 was measured 64
inches from the top of the extinguisher to
the floor. Based on interview at the time
of each observation, the Maintenance
Director acknowledged each
aforementioned condition and provided
the measurements.

3.1-19(b)

NFPA 101

LIFE SAFETY CODE STANDARD
Combustion and ventilation air for boiler,
incinerator and heater rooms is taken from
and discharged to the outside air.  19.5.2.2

Based on observation and interview, the
facility failed to ensure 1 of 1 laundry
room was provided with intake
combustion air from the outside for
rooms containing fuel fired equipment in
accordance with LSC Section 19.5.2.2.
This deficient practice could create an
atmosphere rich with carbon monoxide
which could cause physical problems for

K 0068

1 The louver to the fresh air
intake was opened.

2 No residents are affected.

3 Currently there is a manual
operation for the intake. Staff
themselves closed the intake. A
motor will be installed to operate
when dryer is running.

4 The operation will be checked
during rounds weekly by the
maintenance manager for proper

05/12/2016
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staff in the laundry room. operation. Any adverse results
will be shared during QAPI as
.. . needed.
Findings include:
Based on an observation with the
Maintenance Director on 04/12/16 at
11:34 a.m., the laundry room had fuel
fired dryers with no fresh air intake.
Based on interview at the time of
observation, the Maintenance Director
manually opened a louver and confirmed
the staff must of closed it.
3.1-19(b)
K 0072 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 Means of egress shall be continuously
maintained free of all obstructions or
impediments to full instant use in the case of
fire or other emergency. No furnishings,
decorations, or other objects shall obstruct
exits, access thereto, egress there from, or
visibility thereof shall be in accordance with
7.1.10.18.2.1, 19.2.1
Based on observation and staff interview, K 0072 1 Lifts were moved to an empty 05/12/2016
the facility failed to maintain the means room. Qxygen concentrator was
. . moved inside room 230. 2 No
of egress free from obstructions in 1 of 3 additional residents are affected.
corridors. This deficient practice could 3 During times when lifts are not
affect staff, visitors, and at least 27 being used, they will be stored in
residents empty rooms, conference room
and/or a dining room. Staff will
o ) be in-serviced on having clear
Findings include: pathways. 4 Rounds will occur
on each shift by the ED designee
Based on observations with the for compliance. Results will be
. . shared with the ED and reported
Maintenance Director on 04/12/16 at during QAPI meeting to
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 5VXB21 Facility ID: 000045 If continuation sheet Page 9 of 14
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10:39 a.m. then again at 11:00 a.m., three determine if further education
lifts were stored in the corridor near andfor monitoring is needed.
resident room 202. Then again, an
oxygen concentrator was in the corridor
outside resident room 230. Based on
interview at the time of each observation,
the Maintenance Director confirmed that
the three lifts were stored in the corridor.
Then again, the concentrator had been in
the corridor for months because the
roommate did not like to hear the
concentrator running.
3.1-19(b)
K 0130 NFPA 101
SS=E MISCELLANEOUS
Bldg. 01 OTHER LSC DEFICIENCY NOT ON 2786
Based on observation and interview, the K 0130 1 All areas above the ceiling 05/12/2016
facility failed to ensure the penetration in m:;eefaelaled with the proper
. . . 1al.
2 of 3 fire barrier walls was maintained to 2 No additional residents were
ensure the fire resistance of the barrier. affected.
LSC 19.1.1.3 requires all health care 3 All work by outside vendors will
facilities to be maintained and operated to be m(?ntlltoret()i at:d chgclt(ed after
C e completion by the maintenance
minimize the po§§1b111ty ofa ﬁre. manager to ensure any areas
emergency requiring the evacuation of needing sealing or caulking due
the occupants. LSC 8.2.3.2.4.2 requires to the work performed will be
pipes, conduits, bus ducts, cables, wires, comp!eted. .
i d i tub dd d 4 Maintenance manager will
a-lr .ucts, [.)ne.umatlc tu ©s a¥1 ucts, an share any areas needing caulking
similar building service equipment that or sealing with the ED for needed
pass through fire barriers shall be follow up. Results will be shared
protected as follows: during QAPI for further monitoring
) . for compliance on an ongoing
.(1) The space betwee.n the penetrating basis as needed.
item and the fire barrier shall meet one of
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 5VXB21 Facility ID: 000045 If continuation sheet Page 10 of 14
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the following conditions:

a. It shall be filled with a material that is
capable of maintaining the fire resistance
of the fire barrier.

b. It shall be protected by an approved
device that is designed for the specific
purpose.

(2) Where the penetrating item uses a
sleeve to penetrate the fire barrier, the
sleeve shall be solidly set in the fire
barrier, and the space between the item
and the sleeve shall meet on of the
following conditions:

a. It shall be filled with a material that is
capable of maintaining the fire resistance
of the fire barrier.

b. It shall be protected by an approved
device that is designed for the specific
purpose.

This deficient practice could affect 19
residents.

Findings include:

Based on an observation with the
Maintenance Director on 04/12/16 at
11:54 a.m. then again at 11:57 a.m., an
unsealed penetration measuring a quarter
inch gap around conduit above the ceiling
tile in the fire barrier near resident room
222. Then again, two separate unsealed
penetrations measuring a half of an inch
inside conduit in the fire barrier near
resident room 200. Based on interview at
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the time of each observation, the
Maintenance Director acknowledged
each aforementioned condition and
provided the measurements.
3.1-19(b)
K 0144 NFPA 101
ss=C LIFE SAFETY CODE STANDARD
Bldg. 01 Generators inspected weekly and exercised
under load for 30 minutes per month and
shall be in accordance with NFPA 99 and
NFPA 110.
3-4.4.1 and 8-4.2 (NFPA 99), Chapter 6
(NFPA 110)
Based on record review and interview, K 0144 1 Documentation will be added to 05/12/2016
the facility failed to ensure 1 of 1 our Building Engines to show
that the generator had a cool
emergency generators was allowed a 5 down period.
minute cool down period after a load test. 2 No other additional residents
LSC 19.2.9.1 refers to LSC 7.9 which are affected.
refers to LSC 7.9.2.3 which requires 3 Once docu'mer'1tat|on is added
be i lled dand no further action is needed.
generators to be installed, tested an 4 Documentation is
maintained in accordance with NFPA monitored monthly.
110, Standard for Emergency and Any concerns will be shared
Standby Power Systems, 1999 Edition. during c(j)A(;PI on an ongoing basis
. as needed.
NFPA 110, 4-2.4.8 Time Delay on
Engine Shutdown requires that a
minimum time delay of 5 minutes shall
be provided for unloaded running of the
Emergency Power Supply (EPS) prior to
shutdown. This delay provides additional
engine cool down. This time delay shall
not be required on small (15 kW or less)
air-cooled prime movers. This deficient
practice could affect all residents, as well
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K 0064
SS=E
Bldg. 02

as staff and visitors in the facility.
Findings include:

Based on review of the facility's
Emergency Generator monthly testing log
with the Maintenance Director on
04/12/16 at 10:06 a.m., the generator log
form documented the generator was
tested monthly for at least 30 minutes
under load, however, there was no
documentation on the form that showed
the generator had a cool down time
following its load test. Based on
interview at the time of record review,
the Maintenance Director acknowledged
the aforementioned condition.

3.1-19(b)

NFPA 101

LIFE SAFETY CODE STANDARD

Portable fire extinguishers shall be installed,
inspected, and maintained in all health care
occupancies in accordance with 9.7.4.1,
NFPA 10.

18.3.5.6, 19.3.5.6

Based on observation and interview, the
facility failed to ensure 1 of 1 Therapy
Entrance portable fire extinguishers were
installed correctly. NFPA 10, the
Standard for Portable Fire Extinguishers,
Chapter 1, 1-6.10 requires the top of
portable fire extinguishers weighing 40
pounds or less should be no more than

K 0064

1 The fire extinguisher in the
therapy entrance area was
moved to current height. 2 No
additional residents were
affected. 3 All fire extinguishers
were checked to be in
compliance with height. 4 Once
all fire extinguishers are moved to
required height, no further
monitoring is needed.

05/12/2016
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five feet (60 inches) above the floor and
those weighing more than 40 pounds
should be not more than three and one
half feet (42 inches) above the floor.
This deficient practice could affect staff
and up to 5 residents.

Findings include:

Based on observation with the
Maintenance Director on 04/12/16 at
11:09 a.m., the Therapy Entrance fire
extinguisher measured 62.5 inches from
the top of the extinguisher to the floor.
Based on interview at the time of
observation, the Maintenance Director
acknowledged the aforementioned
condition and provided the measurement.

3.1-19(b)
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