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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: 10/28/15

Facility Number: 000097
Provider Number: 155687
AIM Number: 100290970

At this Life Safety Code survey, Golden
Living Center-Muncie 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 (111) construction and was
fully sprinklered. The facility has a fire
alarm system with smoke detection in the
corridors, spaces open to the corridors
and battery operated smoke detectors in
all resident sleeping rooms. The facility
has a capacity of 117 and had a census of
105 at the time of this survey.
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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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All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered except for one detached
garage for facility storage which was not
sprinklered.
Quality Review completed on 11/09/15 -
DA
K 0147 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bidg. 01 Electrical wiring and equipment is in
accordance with NFPA 70, National
Electrical Code. 9.1.2
Based on observation and interview, the K 0147 1. What corrective action(s) will 11/27/2015
facility failed to ensure 2 of 2 electrical be gccomphshed for those
. ion b b dab h residents found to have been
Junction boxes observed above the affected by the deficient practice?
ceiling at the east and west smoke barrier The identified boxes have been
walls of 100 hall were confined in a covered with an electrical box
electrical junction box with a cover. covter. l\{[llalr}:enan.ce IS
. . systematically reviewing areas
NFPA 70, National Electrical Code, 1999 above the ceiling to determine if
Edition, 1999 Edition, Article 370-28(c) there are any additionals boxes
requires exposed electrical wires be that need to be covered. 2. How
confined within a junction box with a other r.e5|dents having the
ble with the b Thi potential to be affected by the
COVGI: compatl. e with the box. 18 same deficient practice will be
deficient practice could affect 34 identified and what corrective
residents on 100 hall east and west as action(s) will be taken? All
well as visitors and staff. residents have the potential to be
affected. Maintenance is
o ) systematically reviewing areas
Findings include: above the ceiling to identify if any
other boxes need to be covered.
Based on observations on 10/28/15 Results of the Maintenance Audit
will be forwarded to the QAPI
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during the tour between 2:08 p.m. to 2:31 Committee for review and further
p-m. with the Maintenance Supervisor, a action if war.ranted. 3 What
Lof f ) cal wi . h measures will be put into place or
total of four electrical wires in eac what systemic changes will be
junction box observed above the ceiling made to ensure that the deficient
panels of smoke barriers east and west on practice does not recur?
100 hall were in junction boxes, but did Ma!nte.nance 1S SyStemat'Ca”Y,
h he ; ion b reviewing areas above the ceiling
not have a cover over the junction boxes to identify if any other boxes need
to confine the electrical wires. Based on to be covered. Results of the
interview on 10/28/15 concurrent with Maintenance Audit will be
the observations it was acknowledged by fonzvargied to thg QA,PI Committee
he Mai S . h for review. Audits will be
the 'alnten.ancc? upervisor, t © ] ] conducted quarterly for two
electrical wires in each electrical junction quarters and if no further findings
box described were exposed and not the Audit will be conducted
protected with a cover. anr.lually. 4 How the: corrective
action(s) will be monitored to
ensure the deficient practice will
3.1-19(b) not recur, i.e., what quality
assurance program will be put
into place? Maintenance is
systematically reviewing areas
above the ceiling to identify if any
other boxes need to be covered.
Results of the Maintenance Audit
will be forwarded to the QAPI
Committee for review. Audits will
be conducted quarterly for two
quarters, and if no further findings
are identified the Audit will be
conducted annually. 5. By what
date the systemic changes will be
completed? November 27, 2015
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