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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: 10/25/12

Facility Number: 000172
Provider Number: 155272
AIM Number: 100267130

Surveyor: Mark Caraher, Life Safety
Code Specialist

At this Life Safety Code survey, Kindred
Transitional Care and Rehab-Castleton
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 and in all areas open to the
corridor. The facility has smoke detectors
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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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hard wired to the fire alarm system in all

resident sleeping rooms. The facility has
a capacity of 160 and had a census of 107
at the time of this survey.

All areas where residents have customary
access were sprinklered. The facility has
two detached buildings providing facility
storage services which were not
sprinklered.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 10/26/12.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0038 NFPA 101
SS=E | LIFE SAFETY CODE STANDARD
Exit access is arranged so that exits are
readily accessible at all times in accordance
with section 7.1.  19.2.1
1. Based on observation and interview, K0038 K 038 11/24/2012
the facility failed to ensure the means of
coress through 1 of 13 delaved eeress 1.All residents had the potential
& ] & . y, & . to be affected. No specific
locks in the facility was readily accessible resident was identified.
for residents, staff and visitors. LSC 2.All residents had the potential
7.2.1.6.1, Delayed Egress Locks, says to be affected. The two exit
approved, listed, delayed egress locks doors by the Main Dining Room
pp T Y ] g and the Activities door were
shall be permitted to be installed on doors repaired on October 29, 2012 by
serving low and ordinary hazard contents Safecare. The doors have
in buildings protected throughout by an worked well since they have been
approved, supervised automatic fire repaired.
7 . . 3.The Maintenance Director or
detection system installed in accordance designee will check on the doors
with Section 9.6, or an approved, three times a week for the next
supervised automatic sprinkler system two weeks and will check weekly
installed in accordance with Section 9.7, Sfo%?:n?f preventive maintenance
and where permitted in Chapters 12 4 Maintenance Director or
through 42, provided: (c) An irreversible designee will check the Main
process shall release the lock within 15 Dining Room and Activities Doors
seconds upon application of a force to the and W||I.mon|tc.>r as part of the
. X . preventive maintenance
release device required in 7.2.1.5.4 that program. If door is not found to
shall not be required to exceed 15 Ibf nor be unlocking after pushing on the
required to be continuously applied for door for 15 seconds Safe Care
more than 3 seconds. The initiation of the will be contacte'd to service the
hall acti bl doors. The maintenance director
release process shall activate an audible will report to the Pl committee
signal in the vicinity of the door. Once once a month for the first three
the door lock has been released by the months and then quarterly until
application of force to the releasing substantial compllancg is met.
devi locki hall be b 1 5.The date of compliance is
evice, relocking s .e} ¢ by manua November 24, 2012
means only. Exception: Where approved
by the authority having jurisdiction, a
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delay not exceeding 30 seconds shall be
permitted. (d) On the door adjacent to the
release device, there shall be a readily
visible, durable sign in letters not less
than 1 inch high and at least 1/8 inch in
stroke width on a contrasting background
that reads:

PUSH UNTIL ALARM SOUNDS.
DOOR CAN BE OPENED IN 15
SECONDS

This deficient practice could affect 22
residents, staff or visitors wanting to exit
the facility using the exit by Room 205.

Findings include:

Based on observation with the
Maintenance Director and the
Administrator during a tour of the facility
from 10:50 a.m. to 1:35 p.m. on 10/25/12,
the exit door by Room 205 is equipped
with a delayed egress lock which was
provided with signage stating the door
could be opened in 15 seconds by pushing
on the door release device, but the exit
door did not release within 15 seconds
when the door was pushed with the
application of force five separate times.
Based on interview at the time of
observation, the Maintenance Director
acknowledged the exit door by Room 205
is equipped with a delayed egress lock
which was provided with signage stating
the door could be opened in 15 seconds
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by pushing on the door release device, but
the exit door did not release within 15
seconds when the door was pushed with
the application of force five separate
times.

3.1-19(b)

2. Based on observation and interview,
the facility failed to ensure 3 of 13
delayed egress exit doors unlocked when
the fire alarm was activated. LSC 19.2.1
requires every aisle, passageway, corridor,
exit discharge, exit location, and access to
be in accordance with Chapter 7. LSC
7.2.1.6.1(a) requires doors with special
locking arrangements such as delayed
egress unlock upon actuation of an
approved automatic fire detection system
in accordance with Section 9.6. This
deficient practice could affect all
residents, staff and visitors if needing to
exit the facility from the two exits in the
Main Dining Room and the exit in
Activities Room.

Findings include:

Based on observations with the
Maintenance Director and the
Administrator during a tour of the facility
from 10:50 a.m. to 1:35 p.m. on 10/25/12,
the two exit doors in the Main Dining
Room and the Activities Room exit door

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

EventID: 9QUNL21 Facility ID:

000172 If continuation sheet

Page 5 of 14




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

PRINTED: 11/15/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES _ |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 01 COMPLETED
A\, BUILDING
155272 L WING 10/25/2012
———————————————————————————————————————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5226 E 82ND ST
KINDRED TRANSITIONAL CARE AND REHAB-CASTLETON INDIANAPOLIS, IN 46250
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
are each equipped with a delayed egress
lock which did not release and remain
unlocked when the fire alarm was
activated at 1:02 p.m. Based on interview
at the time of the observations, the
Maintenance Director acknowledged the
two exit doors in the Main Dining Room
and the Activities Room exit door are
each equipped with a delayed egress lock
which did not release and remain
unlocked when the fire alarm was
activated at 1:02 p.m.
3.1-19(b)
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K0046 NFPA 101
SS=C | LIFE SAFETY CODE STANDARD
Emergency lighting of at least 1% hour
duration is provided in accordance with 7.9.
19.2.9.1.
Based on record review, observation and K0046 K 046 11/24/2012
interview; the facility failed to ensure 2 of
. 1.All residents had the potential
3 battery backup 11ghts were te.sted to be affected. No specific
annually for a 90 minute duration to resident was identified.
ensure the lights would provide lighting 2.All residents had the potential
during periods of power outages to to be affected. The .
protect 107 of 107 residents. LSC documentation O.f th? 90 minute
. o battery back up lighting test was
19.2.9.1 requires emergency lighting shall not placed on the “Emergency
be provided in accordance with Section Generator Log Sheet”.
7.9. Section 7.9.3 requires a functional 3.The Maintenance Director or
test shall be conducted on every required designee will ensure that the
. annual generator test is being
emergency lighting system at 30 day completed and documented on
intervals for not less than 30 seconds. An the “Emergency Generator Log
annual test shall be conducted on every Sheet” as part of the preventive
required battery powered emergency maintenance program. The
L. generator test was completed on
lighting system for not less than 1 1/2 November 2, 2012.
hours. Equipment shall be fully 4.The Maintenance Director or
operational for the duration of the test. designee will ensure the 90
Written records of visual inspections and minute battery back up lighting
test will be completed and
FCStS sh.all be kept by the. owner for documented. The Maintenance
inspection by the authority having director will report to the PI
jurisdiction. This deficient practice could committee.
affect all residents, staff and visitors in The Date of compliance is
o November 24, 2012
the facility.
Findings include:
Based on review of "Emergency
Generator Monthly Log Sheet"
documentation with the Maintenance
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Director during record review from 9:35
a.m. to 10:50 a.m. on 10/25/12,
documentation of an annual 90 minute
duration test of the battery backup light
located inside the building at the transfer
switch and the battery backup light
located outside the building near the
emergency generator was not available for
review. Based on interview at the time of
record review, the Maintenance Director
stated monthly battery backup light
testing is recorded on the "Emergency
Generator Monthly Log Sheet" but
acknowledged documentation of an
annual 90 minute test for the battery
backup light located inside the building at
the transfer switch and the battery backup
light located outside the building near the
emergency generator was not available for
review. Based on observations with the
Maintenance Director and the
Administrator during a tour of the facility
from 10:50 a.m. to 1:35 p.m. on 10/25/12,
the transfer switch location inside the
building and the emergency generator
location were each provided with a
battery operated emergency light which
worked at the time of observation.

3.1-19(b)
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K0048 NFPA 101
SS=B LIFE SAFETY CODE STANDARD
There is a written plan for the protection of
all patients and for their evacuation in the
event of an emergency. 19.7.1.1
Based on record review and interview, the K0048 K 048 11/24/2012
facility failed to include the use of kitchen
. . . . 1.All residents had the potential
fire extinguishers in the written fire safety o
o to be affected. No specific
plan for the facility in the event of an resident was identified.
emergency. LSC 19.2.2.2 requires a 2.All residents had the potential
written health care occupancy fire safety to be affected. The written fire
. - plan was updated on the use of
plan that shall provide for the following: ; L
ABC type fire extinguishers
(1) Use of alarms located in the kitchen in
(2) Transmission of alarm to the fire relationship with the use of the
department kitchen overhead extinguishing
tem.
R 1 SYs
3) esp(?nse to alarms 3.The written fire plan was
(4) Isolation of fire updated on the use of ABC type
(5) Evacuation of immediate area fire extinguisher and K- Class
(6) Evacuation of smoke Compartment extinguisher located in the kitchen
(7) Preparation of floors and building for in relationship W't_h th? use of the
. kitchen range extinguishing
evacuation system. An inservice will be held
(8) Extinguishment of fire with the dietary staff regarding the
This deficient practice affects staff and fire extinguishers and the kitchen
visitors in the vicinity of the kitchen. range extinguishing system.
Y 4 The fire plan will be updated.
o . The inservices of the fire
Findings include: extinguishers were completed for
the dietary staff. The
Based on review of the facility's written M'alnten.ance director or des!gnee
fire di lan labeled "E will monitor to ensure compliance
1re disaster plan .a © ? mergency is met. The Maintenance director
Response Plan: Fire Discovery & will bring the information to the PI
Announcement" and "Fire Prevention/Life committee meeting on a monthly
Safety Training" with the Maintenance basis for thrge months .and
Di duri d ew fi 93 quarterly until substantial
irector during record review from 9:35 compliance is achieved. Dietary
a.m. to 10:50 a.m. on 10/25/12, the fire staff will be inserviced annually on
disaster plans did not address the use of the fire extinguisher system.
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the ABC type fire extinguishers and the
K-class fire extinguisher located in the
kitchen in relationship with the use of the
kitchen overhead extinguishing system.
Based on an interview at the time of
record review, the Maintenance Director
acknowledged the written fire safety plans
for the facility did not include kitchen
staff training to activate the overhead
hood extinguishing system to suppress a
fire before using either the ABC type fire
extinguisher or the K-class fire
extinguisher.

3.1-19(b)

5.The date of compliance is
November 24, 2012

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

EventID: 9UNL21

Facility ID: Q00172 If continuation sheet

Page 10 of 14




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

PRINTED: 11/15/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES __ |[X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 01 COMPLETED
A. BUILDING
155272 L WING 10/25/2012
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5226 E 82ND ST
KINDRED TRANSITIONAL CARE AND REHAB-CASTLETON INDIANAPOLIS, IN 46250
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
K0076 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Medical gas storage and administration
areas are protected in accordance with
NFPA 99, Standards for Health Care
Facilities.
(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation.
(b) Locations for supply systems of greater
than 3,000 cu.ft. are vented to the outside.
NFPA 994.3.1.1.2, 19.3.2.4
Based on observation and interview, the K0076 K 076 11/24/2012
facility failed to ensure 1 of 2 oxygen 1.All residents, staff and visitors
. located in the area of oxygen
storage locations of greater than 3000 .
. . . storage area have the potential to
cubic feet were enclosed with a separation be affected. Any areas greater
of 1 hour fire resistive construction. This than 3,000 cubic feet were
deficient practice could affect 22 residents enclosed must have a separation
C e C of 1 hour fire resistive
and any staff or visitor in the vicinity of .
. construction.
the Brookshire Hall oxygen storage and 2.All residents, staff and visitors
transfilling room. located in the area of oxygen
storage area have the potential to
Findines include: be affected. Any areas greater
& ) than 3,000 cubic feet were
enclosed must have a separation
Based on observation with the of 1 hour fire resistive
Maintenance Director and the construction.
Administrator during a tour of the facility 3'Th,e cenFer has ordered a 1
hour fire resistant door to replace
from 10:50 a.m. to 1:35 p.m. on 10/25/12, the 20 minute fire resistant door.
the entry door to the Brookshire Hall 4.The Mainteance Director or
oxygen storage and transfilling room had designee will report to the
a 20 minute fire resistance rating label Performance Improvement
o Committee to ensure that
attached to the door. Six liquid oxygen compliance has been met.
tanks were observed in the room. Based 5.The date of compliance is
on interview at the time of observation, November 24, 2012
the Maintenance Director acknowledged
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 9QUNL21 Facility ID: 000172 If continuation sheet Page 11 of 14
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the entry door to the Brookshire Hall
oxygen storage and transfilling room had
a 20 minute fire resistance rating label
attached to the door and did not provide
one hour fire resistive construction.

3.1-19(b)
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K0143 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Transferring of oxygen is:
(a) separated from any portion of a facility
wherein patients are housed, examined, or
treated by a separation of a fire barrier of
1-hour fire-resistive construction;
(b) in an area that is mechanically ventilated,
sprinklered, and has ceramic or concrete
flooring; and
(c) in an area posted with signs indicating
that transferring is occurring, and that
smoking in the immediate area is not
permitted in accordance with NFPA 99 and
the Compressed Gas Association.
8.6.2.5.2
Based on observation and interview, the K0143 K143 11/24/2012
facility failed to ensure 1 of 2 liquid
. 1.All residents, staff and visitors
oxygen storage areas where transferring .
located in the area of oxygen
of oxygen takes place was separated from storage area have the potential to
any portion of a facility wherein residents be affected. Any areas greater
are housed, examined, or treated by a than 3,000 cubic feet were
. . enclosed must have a separation
separation of a fire barrier of 1 hour fire ) -
o ] . ] of 1 hour fire resistive
resistive construction. This deficient construction.
practice could affect 22 residents and any 2 All residents, staff and visitors
staff or visitor in the vicinity of the located in the area of oxygen
Brookshire Hall oxygen storage and storage area have the potential to
. be affected. Any areas greater
transfilling room. than 3,000 cubic feet were
enclosed must have a separation
Findings include: of 1 hour fire resistive
construction.
. . 3.The center has ordered a 1
Based on observation with the hour fire resistant door to replace
Maintenance Director and the the 20 minute fire resistant door.
Administrator during a tour of the facility 4.The Maintenance Director or
from 10:50 a.m. to 1:35 p.m. on 10/25/12, designee will report to the
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the entry door to the Brookshire Hall Performance Improvement

Committee to ensure compliance
has been met.

5.The date of compliance is
attached to the door. Six liquid oxygen November 24, 2012

tanks were observed in the room. Based
on interview at the time of observation,
the Maintenance Director acknowledged
the entry door to the Brookshire Hall
oxygen storage and transfilling room had
a 20 minute fire resistance rating label
attached to the door and did not provide
one hour fire resistive construction.

oxygen storage and transfilling room had
a 20 minute fire resistance rating label
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