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K0000
A Life Safety Code Recertification and K0000 Submission of this Plan of
State Licensure Survey was conducted by Corr.ectllon does not constitute an
h . ¢ Ithi admission to or an agreement
the Indiana St.ate Department of Health in with facts alleged on the survey
accordance with 42 CFR 483.70(a). report. Submission of this Plan of
Correction does not constitute an
Survey Date: 05/18/12 admission or an agreement by
’ the provider of the truth of facts
. alleged corrections set forth on
Facility Number: 000510 the statement of deficiencies. The
Provider Number: 155507 Plan of Correction is prepared
AIM Number: 100285440 and submitted because of
' requirements under State and
o Federal law. Please accept this
Surveyor: Mark Bugni, Life Safety Code Plan of Correction as our credible
Specialist allegation of compliance.
At this Life Safety Code survey,
Sycamore Springs Rehabilitation Centre
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 (000) construction and fully
sprinklered. The facility has a fire alarm
system with smoke detection in the
corridors and spaces open to the corridors.
There were no smoke detectors in resident
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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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sleeping rooms.
The facility has a capacity of 50 and had a
census of 35 at the time of this visit.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 05/22/12.

The facility was found in compliance with
the aforementioned regulatory
requirements as evidenced by the
following:
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K0038
SS=E

NFPA 101

LIFE SAFETY CODE STANDARD

Exit access is arranged so that exits are
readily accessible at all times in accordance
with section 7.1.  19.21

Based on observation and interview, the
facility failed to ensure 2 of 6 exit
accesses supplied with delayed egress
locks unlocked upon activation of the fire
alarm system. 7.2.1.6.1, requires
approved, listed, delayed-egress locks
shall be permitted to be installed on doors
serving low and ordinary hazard contents
in buildings protected throughout by an
approved, supervised automatic fire
detection system in accordance with
Section 9.6, or an approved, supervised
automatic sprinkler system in accordance
with Section 9.7, and where permitted in
Chapters 12 through 42, provided the
following criteria are met. (a) The doors
shall unlock upon actuation of an
approved, supervised automatic sprinkler
system in accordance with Section 9.7 or
upon the actuation of any heat detector or
activation of not more than two smoke
detectors of an approved, supervised
automatic fire detection system in
accordance with Section 9.6. (b) The
doors shall unlock upon loss of power
controlling the lock or locking
mechanism. (c) An irreversible process
shall release the lock within 15 seconds
upon application of a force to the release
device required in 7.2.1.5.4 that shall not

K0038

At all exit doors there is a sign
posted that reads: Push until
alarms sounds. Door can be
opened in 15 seconds. All exit
doors will be adjusted to

unlatch at all times when the fire
alarm is activated. The
completion date is on or before
June 17th, 2012.

06/17/2012
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be required to exceed 15 Ibf nor be
required to be continuously applied for
more than 3 seconds. The initiation of the
release process shall activate an audible
signal in the vicinity of the door. Once
the door lock has been released by the
application of force to the releasing
device, relocking shall be by manual
means only. Exception: Where approved
by the authority having jurisdiction, a
delay no exceeding 30 seconds shall be
permitted. (d) On the door adjacent to the
releasing device, there shall be a readily
visible, durable sign in letters not less
than 1 inch high and not less than 1/8 inch
in stroke width on a contrasting
background that reads as follows: PUSH
UNTIL ALARM SOUNDS DOOR CAN
BE OPENED IN 15 SECONDS. This
deficient practice affects 32 residents who
reside on the East Hall and 4 residents
who use the North Hall Rehabilitation
room.

Findings include:

Based on observations on 05/18/12 during
a test of the fire alarm system at 1:00 p.m.
with the administrator and maintenance
supervisor, the East Hall and North Hall
exit doors were each equipped with
delayed egress locks. Furthermore, the
two exit doors failed to unlock during the
test of the fire alarm system on 05/18/12
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at 1:00 p.m. The East Hall and North
Hall exit doors failing to unlock upon
activation of the fire alarm system was
verified by the administrator and
maintenance supervisor at the time of fire
alarm system testing.
3.1-19(b)
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SS=F

NFPA 101

LIFE SAFETY CODE STANDARD
Generators are inspected weekly and
exercised under load for 30 minutes per
month in accordance with NFPA 99.
3.4.4.1.

Based on observation and interview, the
facility failed to ensure 1 of 1 emergency
generator annunciators was provided with
the indication of when emergency power
is operating, the indication of an alarm
condition for the battery charger
malfunctioning, low oil pressure, low
water temperature, excessive water
temperature, low fuel, overcrank, and
overspeed. NFPA 99, Health Care
Facilities, 3-4.1.1.15 requires a remote
annunciator, storage battery powered,
shall be provided to operate outside of the
generating room in a location readily
observed by operating personnel at a
regular work station. The annunciator
shall indicate alarm conditions of the
emergency or auxiliary power source as
follows:

(a) Individual visual signals shall indicate:
1. When the emergency or auxiliary
power source is operating to supply power
to load.

2. When the battery charger is
malfunctioning.

(b) Individual visual signals plus a
common audible signal to warn of an
engine-generator alarm condition shall
indicate:

K0144

The present generator and
transfer station will be replaced
with new equipment and a new
annuciator will be added. We are
asking for a 90 day waiver to
have time to order the equipment
and have time for installation.
The compliance date is on or
before August 3, 2012.

08/03/2012

FORM CMS-2567(02-99) Previous Versions Obsolete

EventID: 9KEV?21

Facility ID:

If continuation sheet

000510

Page 6 of 7




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/13/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

155507

A. BUILDING 01

B. WING

NAME OF PROVIDER OR SUPPLIER

SYCAMORE SPRINGS REHABILITATION CENTRE

X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY

COMPLETED
05/18/2012

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

215 WHIGH ST
LIBERTY, IN 47353

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PERCEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

b PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
TAG DEFICIENCY)

(X5)
COMPLETION
DATE

1. Low lubricating oil pressure.

2. Low water temperature.

3. Excessive water temperature.

4. Low fuel - when the main fuel storage
tank contains less than a 3-hour operating
supply.

5. Overcrank (failed to start).

6. Overspeed.

Where a regular work station will be
unattended periodically, an audible and
visual derangement signal, appropriately
labeled, shall be established at a
continuously monitored location. This
derangement signal shall activate when
any of the conditions in 3-4.1.1.15(a) and
(b) occur but need not display these
conditions individually. This deficient
practice could affect all the residents as
well as visitors and staff.

Findings include:

Based on observation on 05/18/12 at
12:30 p.m. with the administrator and
maintenance supervisor, there was no
remote alarm annunciator for the
generator located in an area that was
continuously monitored. This was
acknowledged by the administrator and
maintenance supervisor at the time of
observation.

3.1-19(b)
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