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Plan of Correction - Life Safety 

QA walk through 9/19/12This 

Plan of Correction constitutes the 

written Allegation of compliance 

for the Deficiencies cited.  

However, is not an admission that 

a deficiency exists or that one 

was cited correctly.  This Plan of 

Correction is submitted to meet 

requirements established by state 

and federal law.Hickory Creek at 

Sunset desires this Plan of 

Correction to be considered the 

facility's Allegation of Comliance.  

Compliance effective 10/30/12.

 K0000A Quality Assurance Walk-thru Survey 

was conducted by the Indiana State 

Department of Health.  

Survey Date:  09/19/12

Facility Number:  000418

Provider Number:  155565

AIM Number:  100274870

Surveyor:  Dennis Austill, Life Safety 

Code Supervisor 

At this Quality Assurance Walk-thru 

survey, Hickory Creek at Sunset was 

found not in compliance with 410 IAC 

16.2-3.1-19(ff)

This one story facility was determined to 

be of Type V (111) construction and was 

fully sprinklered except for the areas 

noted.  The facility has a fire alarm 

system with smoke detection in the 

corridors and areas open to the corridor.  

The facility has battery operated smoke 

detectors in 35 resident rooms.  The 

facility has a capacity of 68 and had a 

census of 49 at the time of this survey.

The facility was found not in compliance 

with state law in regard to sprinkler 

coverage and in compliance in regard to 
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smoke detector coverage.

All areas where the residents have 

customary access are sprinklered, except 

the bathroom closet in resident room 13.  

All areas providing facility services were 

sprinklered, except the north and south 

clean linen closets on west wing, the 

detached wood mini barn used as a staff 

break room/smoking area and a wood 

frame garage used by the maintenance 

supervisor as an office and storage area.  

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 09/26/12.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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What corrective action will be 

done:No residents were affected 

by the deficient practice.A bid was 

obtained on October 1, 2012 with 

approval granted and SafeCare 

has been notified to install the 

sprinklers with work scheduled to 

be completed by October 

30th.How will the facility identify 

other residents having the 

potential to be affected by the 

same deficient practice and what 

corrective action will be taken?

There are no other closets in the 

facility that do not have a 

sprinkler present.What measures 

will be put into place to ensure 

this practice does not recur?All 

closets have a sprinkler 

present.How will corrective action 

be monitored to ensure the 

deficient practice does not recur?

Any new closet construction will 

be reviewed by maintenance 

director and Administrator to 

assure a sprinkler is 

installed.Date of completion:  

October 30, 2012 

10/30/2012  12:00:00AMK9999State Findings

3.1-19 ENVIRONMENT AND 

PHYSICAL STANDARDS

3.1-19(ff) A health facility licensed under 

16-28 and this rule must do the following:

(1) Have an automatic sprinkler system 

installed throughout the facility before 

July 1, 2012.

(2) If an automatic sprinkler system is not 

installed throughout the health care 

facility before July 1, 2010, submit before 

July 1, 2010 a plan to the department for 

completing the installation of the 

automatic sprinkler system before July 1, 

2012.

(3) Have a battery operated or hard-wired 

smoke detector in each resident's room 

before July 1, 2012.

This State Rule has not been met as 

evidenced by:

Based on observation and interview, the 

facility failed to provide sprinkler 

coverage throughout the facility before 

July 1, 2012.  This deficient practice 

could affect any occupant within the 

facility.

Findings include:
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Based on observation with the 

Administrator on 09/19/12 between 11:45 

a.m. to 1:00 p.m., the following was 

noted:

a) The bathroom closet in resident room 

13 lacked sprinkler coverage.

b) The north and south clean linen closets 

on west wing lacked sprinkler coverage.  

Based on interview during the time of 

observation, the Administrator 

acknowledged the facility lacked sprinkler 

coverage in the room 13 bathroom closet 

and the two clean linen closets on the 

west wing.

3.1-19(ff)
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