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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: 06/22/15

Facility Number: 000231
Provider Number: 155338
AIM Number: 100267900

At this Life Safety Code survey,
Manorcare Health Services - Prestwick
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), and 410 TIAC 16.2.
Building 0101, the original building, was
surveyed using Chapter 19, Existing
Health Care Occupancies.

This one story facility was surveyed as
two separate buildings due to the
construction dates of two sections of the
building. Building 0101, built prior to
March 1, 2003, was determined to be of
Type V (111) construction and was fully
sprinklered. The facility has a fire alarm
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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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system with smoke detection in the
corridors and in all areas open to the
corridor. The facility has battery
operated smoke detectors installed in 63
of 78 resident sleeping rooms and has
smoke detectors hard wired to the fire
alarm system installed in 15 of 78
resident sleeping rooms. The facility has
a capacity of 140 and had a census of 77
at the time of this survey.
All areas where the residents have
customary access were sprinklered and
all areas providing facility services were
sprinklered.
K 0069 NFPA 101
SS=D LIFE SAFETY CODE STANDARD
Bldg. 01 Cooking facilities are protected in
accordance with 9.2.3. 19.3.2.6, NFPA 96
Based on record review and interview, K 0069 _ . 07/21/2015
the facility failed to ensure 1 of 1 kitchen Pr'eparatlon and/or. execution of
. this plan of correction does not
exha.lust systems was inspected N constituteadmission or agreement
semiannually. NFPA 96, 1998 Edition, by the provider of the truth of the
Standard for Ventilation Control and Fire facts alleged or conclusions set
Protection of Commercial Cooking forth n the statement of
) | ) h . deficiencies. The plan of
Operations, 8-3.1 requires the entire correction is prepared and/or
exhaust system shall be inspected by a executed solely because it is
properly trained, qualified, and certified required by the provisions of
company or person(s) in accordance with federal and state law.
Table 8-3.1. Ta?ble 8-3.1, Exhaust. It is the practice of this facility to
System Inspection Schedule, requires ensure that the entire exhaust
systems serving moderate volume system be inspected by properly
cooking operations shall be inspected trained, qualified, and certified
company or person(s) in
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semiannually. NFPA 96, 8-3.1.1 says, accordance with Table 8-3.1.
upon inspection, if found to be Consistent with this practice, the
. d ’ hd o f following actions have been
contaminated wit §p0s1ts rom grease taken:l. What corrective
laden vapors, the entire exhaust system action(s) will be accomplished
shall be cleaned in accordance with for those residents found to
Section 8-3. NFPA 8-3.1 requires hoods, have been affected by the
grease removal devices, fans, ducts, and deficient practice; A work order
was completed on 06.23.15 for
other appurtenances shall be cleaned to SafeCare to complete
bare metal at frequent intervals prior to suppression hood cleaning and
surfaces becoming heavily contaminated inspection no later than 07.10.15.
with grease or oily sludge. After the
exhaust system is cleaned to bare metal,
it shall not be coated with powder or Il. What corrective action(s) will
other substance. This deficient practice be accomplished for those
could affect three staff and visitors in the residents found to have been
kitchen affected by the deficient
) practice; A comprehensive
o ' review of documentation of
Findings include: completed exhaust system
inspections was completed to
Based on review of Hoodz "Job Service .ensuretlthat all other sy?teTs
. inspections were compliant.
Report" documentation dated 02/11/15 P P
and Koorsen Environmental Services
"Kitchen Exhaust Cleaning Work Order"
documentation dated 07/10/14 with the !”-tWhlat measuhrets W"l be put
. . . nto place or what systemic
Maintenance Director during record . — Y I
i changes will be made to
review from 9:30 a.m. to 11:20 a.m. on ensure that the same deficient
06/22/15, documentation of kitchen practice does not
exhaust system inspection every six recur; Maintenance personnel
months was not available for review. will be re'e(:ucitzigg tgg hich
. . requirements o whic
fl"hef afore@entloned documentation requires the entire exhaust
indicated it had been greater than seven system to be inspected by
months in between the two most recent properly trained, qualified, and
kitchen exhaust system inspections. certified company or person(s) in
Based ntervi t the 6 £ d accordance with Table 8-3.1. A
ased on inferview at the time ol recorn QAPI tool has been developed to
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review, the Maintenance Director stated monitor ongoingcompliance fitled,
the facility changed kitchen exhaust K'QGQ thaF the_ .Admm|stra.tor or
. . ithin th designee will utilize to monitor
system inspection contractors within the weely, on scheduled days of
most recent twelve month period and work, times 4 weeks that
acknowledged documentation of compliance is maintained.
semiannual kitchen exhaust system
. i . th ¢ IV. How the corrective
mSPeC ton every.sm MONTAS was no action(s) will be monitored to
available for review. ensure the deficient practice
will not recur; i.e., what quality
3.1-19(b) assurance program will be put
into place; Audit findings will be
presented to QAPI committee
weekly for 4 weeks and monthly
thereafter. Ongoing monitoring
will continue for a minimum of six
months. QAPI committee will
review findings and determine
need for further monitoring until a
threshold of 100% is reached.
K 0130 NFPA 101
SS=B MISCELLANEOUS
Bldg. 01 OTHER LSC DEFICIENCY NOT ON 2786
Based on record review, observation and K 0130 07/21/2015
interview; the facility failed to maintain a K130
preventive maintenance program for
battery operated smoke detectors
installed in 63 of 78 resident sleeping
rooms. LSC 4.6.12.2 requires existing
life safety features obvious to the public,
if not required by the Code, shall be Preparation and/or execution of
either maintained or removed. This this plan of correction does not
deficient practice could affect over 50 constituteadmission or agreement
. .. by the provider of the truth of the
residents, staff and visitors. .
facts alleged or conclusions set
forth in the statement of
Findings include: deficiencies. The plan of
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DVSZ21 Facility ID: 000231 If continuation sheet Page 4 of 20




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

PRINTED: 07/09/2015
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: A. BUILDING 01 COMPLETED
155338 B. WING 06/22/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER 445 S CR 525 E
MANORCARE HEALTH SERVICES - PRESTWICK AVON, IN 46123
(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
correction is prepared and/or
Based on review of "Direct Supply exeguted solely becggse itis
] required by the provisions of
TELS: Test battery operated smoke federal and state law.
detectors" documentation with the
Maintenance Director during record Itis the practice of this facility to
review from 9:30 a.m. to 11:20 a.m. on ensure that the a preventative
. . .. maintenance program is in place
06/22/15, an itemized listing of battery for every battery operated smoke
operated smoke detector testing and detector installed individually in
cleaning for the 52 week period of accordance with LSC 4.6.12.2.
06/23/14 through 06/19/15 was not Consistent with this practice, the
lable f . Th lts of following actions have been
ava¥ able for review. e results taken:|. What corrective
testing battery operated smoke detectors action(s) will be accomplished
in resident sleeping rooms are for those residents found to
documented as being all were tested on a have been affected by the
weekly basis and all were cleaned on an def'?'e"t practice; The form
| basis. Based b . th provided on the ISDH website
annua . asis. ase' ono SCI’?’athIlS wit! was implemented to monitor the
the Maintenance Director during a tour of preventative maintenance
the facility from 11:20 a.m. to 1:20 p.m. conducted on each individual
on 06/22/15, battery operated smoke battery operated smokg deteptor
d . lled i h of 63 throughout the facility, including
et'ectors are 1'nsta © 1n.eac .0 ) those identified during the survey
resident sleeping rooms in Building 0101. conducted on 06.22.15.
Manufacturer's specifications affixed to
each Kidde Model 19040 smoke detector
stated to test weekly and t.o clean the II. What corrective action(s) will
detector on an annual basis. Based on be accomplished for those
interview at the time of record review residents found to have been
and of the observations, the Maintenance affected by the deficient
Director acknowledged an itemized m A comprehe.nswe
listi b d ke d review of documentation of
1st1.ng of battery 'operate smoke detector completed on all battery
testing and cleaning for the operated smoke detectors
aforementioned period was not available throughout the facility to ensure
for review. that each were included on the
newly implemented preventative
maintenance tracking form..
3.1-19(a)
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K 0147

NFPA 101

Ill. What measures will be put
into place or what systemic
changes will be made to
ensure that the same deficient
practice does not
recur; Maintenance personnel
will be re-educated on the
requirements of LSC 4.6.12.2
which requires a preventative
maintenance program is in place
for every battery operated smoke
detector installed individually in
accordance with LSC 4.6.12.2.
A QAPI tool has been developed
to monitor ongoingcompliance
titled, “K-130” that the
Administrator or designee will
utilize to monitor weekly, on
scheduled days of work, times 4
weeks that compliance is
maintained.

IV. How the corrective action(s)
will be monitored to ensure the
deficient practice will not
recur; i.e., what quality
assurance program will be put
into place; Audit findings will be
presented to QAPI committee
weekly for 4 weeks and monthly
thereafter. Ongoing monitoring
will continue for a minimum of six
months. QAPI committee will
review findings and determine
need for further monitoring until a
threshold of 100% is reached.
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SS=E LIFE SAFETY CODE STANDARD
Bldg. 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 _ _ 07/21/2015
facility failed to ensure 1 of 1 extension Prleparatlon and/or. execution of
. . . this plan of correction does not
cords including power strips were not constituteadmission or agreement
used as a substitute for fixed wiring. by the provider of the truth of the
NFPA 70, Article 400-8 requires, unless facts alleged or conclusions set
specifically permitted, flexible cords and forth n th,e statement of
bles shall b d bsti f deficiencies. The plan of
cables shall not be used as a substitute for correction is prepared and/or
fixed wiring of a structure. This deficient executed solely because it is
practice could affect 21 residents, staff required by the provisions of
and visitors in the vicinity of Room 600. federal and state law.
o ) It is the practice of this facility to
Findings include: ensure electrical wiring and
equipment is in accordance with
Based on observation with the NFPA 70, National Electric Code
Mai Di duri fih 9.1.2. Consistent with this
a.11.1tenance irector during a tour of the practice, the following actions
facﬂlty from 11:20 a.m. to 1:20 p.m. on have been taken:l. What
06/22/15, a refrigerator was plugged into corrective action(s) will be
a power strip in Room 600. Based on accomplished for those
interview at the time of observation, the "::'df':ifo::‘ndd“;_h_avet been
i : affected by the deficien
Mamtenapce DII'CC.tOI‘ acknowledged .a ractice: A work order was
power Strlp was belng used as a Substlmte Comp|eted on 06.23.15 to have
for fixed wiring at the aforementioned the refrigerator plug removed
location. from the power strip and plugged
directly into the wall socket. This
work order was completed on
3.1-19(b) 06.23.15.
Il. What corrective action(s) will
be accomplished for those
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DVSZ21 Facility ID: 000231 If continuation sheet Page 7 of 20
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residents found to have been
affected by the deficient
practice; A comprehensive
review of all resident rooms was
conducted to ensure electrical
wiring and equipment is compliant
with NFPA 70, National Electric
Code 9.1.2.

11l. What measures will be put
into place or what systemic
changes will be made to
ensure that the same deficient
practice does not

recur; Maintenance personnel
and staff will be re-educated on
the requirements of NFPA 70,
National Electric Code 9.1.2. A
QAPI tool has been developed to
monitor ongoing compliance
tittled, “K-147" that the
Administrator or designee will
utilize to monitor weekly, on
scheduled days of work, times 4
weeks that compliance is
maintained.

IV. How the corrective action(s)
will be monitored to ensure the
deficient practice will not
recur; i.e., what quality
assurance program will be put
into place; Audit findings will be
presented to QAPI committee
weekly for 4 weeks and monthly
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system is out of service for more than 4
hours in a 24-hour period, the authority
having jurisdiction is notified, and the
building is evacuated or an approved fire
watch system is provided for all parties left
unprotected by the shutdown until the
sprinkler system has been returned to
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thereafter. Ongoing monitoring
will continue for a minimum of six
months. QAPI committee will
review findings and determine
need for further monitoring until a
threshold of 100% is reached.
K 0154 NFPA 101
SS=C LIFE SAFETY CODE STANDARD
Bldg. 01 Where a required automatic sprinkler

service. 9.7.6.1
Based on record review and interview, K 0154 07/21/2015
the facility failed to provide a complete K154
written policy containing procedures to
be followed in the event the automatic
sprinkler system has to be placed out of
service for four hours or more in a 24
hour period in order to protect 77 of 77
residents. LSC 9.7.6.2 requires sprinkler Preparation and/or execution of
impairment procedures comply with this plan of correction does not
NFPA 25, 1998 Edition, the Standard for constituteadmission or agreement
Inspection, Testing and Maintenance of ?ayctzzl‘;;g\ggirrc;fot:;:;%?]:];ter;e
Water-Based Fire Protection Systems. forth in the statement of
NFPA 25, 11-5(e) requires the insurance deficiencies. The plan of
carrier, alarm company, building correction is prepared anc_i/c_)r
owner/manager and other authorities ?;;;:Zdbsyo::g;i?/?;éﬁs't;?
having jurisdiction also be notified. This federal and state law.
deficient practice could affect all
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residents’ staff and visitors. It is the practice of this facility to
ensure that the written fire watch
Sy . . policy for the facility in the event
Findings include: the automatic sprinkler system
has to be placed out of service for
Based on record review with the four hours or more in a 24 hour
Maintenance Director from 9:30 a.m. to period does include notification of
. the Indiana State Department of
11:20 a.m. on 06/22/15, written fire Health (ISDH). Consistent with
watch policies for the facility in the event this practice, the following actions
the automatic sprinkler system has to be have been taken:|. What
placed out of service for four hours or °°"e°t"|’_e :Ct":"(S:‘W'" be
more in a 24 hour period did not include accomplis ed for those
. . . residents found to have been
notification of the Indiana State affected by the deficient
Department of Health (ISDH) which is practice; The facility’s Fire
the authority having jurisdiction. A Watch Procedure was updated
review of the 2012 version of on 06.24.15 to |nclude.that |p the
"B R M I Fi event that the automatic sprinkler
mergency Response Manual. Fire system has to be placed out of
Watch Procedures" noted the statement service for four hours or more in a
"be sure to confirm with the State Facility 24 hour period notification of the
Inspector who is exactly to be notified as :—rlldlellt%a Isstgtfl I?epartrper;t of
. . ea is required.
well as the means of notification and ( ) g
specify clearly in the space provided in
the Fire Watch Procedures Section of the
Life Safety Code Documentation Il. What corrective action(s) will
Manual" but the policy did not include be accomp lished for those
. . . residents found to have been
notification of ISDH. Review of affected by the deficient
Attachment C and Appendix L of the practice;
Emergency Response Manual for
additional fire watch procedures also did -
not include IlOtlfiC'a'[IOIl.Of ISDH in the The facility's Fire Watch
event the automatic sprinkler system has Procedure was updated on
to be placed out of service for four hours 06.24.15 to include that in the
or more in a 24 hour period. Based on event that the automatic sprinkler
. . . . system has to be placed out of
interview at the time of record review, ) .
] ) service for four hours or more in a
the Maintenance Director acknowledged 24 hour period notification of the
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DVSZ21 Facility ID: 000231 If continuation sheet Page 10 of 20
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written fire watch policies in the event
the automatic sprinkler system has to be
placed out of service for four hours or
more in a 24 hour period did not include
notification of ISDH which is the
authority having jurisdiction.

3.1-19(b)

Indiana State Department of
Health (ISDH) is required.

Ill. What measures will be put
into place or what systemic
changes will be made to
ensure that the same deficient
practice does not
recur; Maintenance personnel
will be re-educated on the
updated Fire Watch Procedure
which requires ISDH notification
in the event that the automatic
sprinkler system has to be placed
out of service for longer than for
hours within a 24 hour period. A
QAPI tool has been developed to
monitor ongoingcompliance titled,
“K-154" that the Administrator or
designee will utilize to monitor
weekly, on scheduled days of
work, times 4 weeks that
compliance is maintained.

IV. How the corrective action(s)

will be monitored to ensure the
deficient practice will not
recur; i.e., what quality
assurance program will be put
into place; Audit findings will be
presented to QAPI committee
weekly for 4 weeks and monthly
thereafter. Ongoing monitoring
will continue for a minimum of six
months. QAPI committee will
review findings and determine
need for further monitoring until a
threshold of 100% is reached.
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K 0155 NFPA 101
SS=C LIFE SAFETY CODE STANDARD
Bldg. 01 Where a required fire alarm system is out of
service for more than 4 hours in a 24-hour
period, the authority having jurisdiction is
notified, and the building is evacuated or an
approved fire watch is provided for all parties
left unprotected by the shutdown until the
fire alarm system has been returned to
service. 9.6.1.8
Based on record review and interview, K 0155 Preparation and/or execution of 07/21/2015
the facility failed to provide a complete this p!an of cor.rec.tlon does not
. . o constitute admission or
written policy containing procedures to agreement by the provider of the
be followed in the event the fire alarm truth of the facts alleged or
system has to be placed out of service for conclusions set forth in the
four hours or more in a 24 hour period in s}aterr;ent of dt.ef|0|.en0|es. Tze
accordance with LSC, Section 9.6.1.8 in zf;/:r ecferz(iéznslc;;;eszgzuse it
order to protect 77 of 77 residents. This is required by the provisions of
deficient practice could affect all federal and state law.  Itis the
residents, staff and visitors. practice of this facility to ensure
that the written fire watch policy
for the facility in the event the
Findings include: automatic sprinkler system has to
be placed out of service for four
Based on record review with the hours or more in a 24 hour period
. . does include notification of the
Maintenance Director from 9:30 a.m. to Indiana State Department of
11:20 a.m. on 06/22/15, written fire Health (ISDH). Consistent with
watch policies for the facility in the event this practice, the following actions
the fire alarm system is out of service for have been taken: |. What
four hours or more in a 24 hour period correctlv'e action(s) will be
. . . . . accomplished for those
did not include notification of the Indiana residents found to have been
State Department of Health (ISDH) affected by the deficient
which is the authority having jurisdiction. practice; The facility’s Fire
A review of the 2012 version of Watch Procedure was updated
"Emergency Response Manual: Fire on 06.24.15 to include that in the
’ event that the automatic sprinkler
Watch Procedures" noted the statement system has to be placed out of
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"be sure to confirm with the State Facility service for four hours or more in a
Inspector who is exactly to be notified as 24 hour period nofification of the
. . Indiana State Department of
well as the means of notification and Health (ISDH) is required. 1.
specify clearly in the space provided in What corrective action(s) will
the Fire Watch Procedures Section of the be accomplished for those
Life Safety Code Documentation residents found to have been
Manual" but the policy did not include affect.ed by the defl'clle,n t .
. . . practice; _ The facility’s Fire
notification of ISDH. Review of Watch Procedure was updated
Attachment C and Appendix L of the on 06.24.15 to include that in the
Emergency Response Manual for event that the automatic sprinkler
additional fire watch procedures also did systgm has to be placed out °f,
. . . service for four hours or more in a
not include notification of ISDH the 24 hour period nofification of the
event the fire alarm system is out of Indiana State Department of
service for four hours or more in a 24 Health (ISDH) is required. Il
hour period. Based on interview at the What measures will be put into
. . . place or what systemic
time of record review, the Maintenance .
. . changes will be made to
Director acknowledged written fire watch ensure that the same deficient
policies in the event the fire alarm system practice does not recur;
is out of service for four hours or more in Maintenance personnel will be
a 24 hour period did not include \r/?/-(idﬁcsted Zn the L;piated Eire
. . C atch Procedure which requires
notification of ISDH which is the ISDH notification in the event that
authority having jurisdiction. the automatic sprinkler system
has to be placed out of service for
3.1-19(b) longer than for hours within a 24
hour period. A QAPI tool has
been developed to monitor
ongoing compliance titled,
“K-155" that the Administrator or
designee will utilize to monitor
weekly, on scheduled days of
work, times 4 weeks that
compliance is maintained. V.
How the corrective action(s)
will be monitored to ensure the
deficient practice will not
recur; i.e., what quality
assurance program will be put
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into place; Audit findings will
be presented to QAPI committee
weekly for 4 weeks and monthly
thereafter. Ongoing monitoring
will continue for a minimum of six
months. QAPI committee will
review findings and determine
need for further monitoring until a
threshold of 100% is reached.
K 0000
Bldg. 02
A Life Safety Code Recertification and K 0000
State Licensure Survey was conducted by
the Indiana State Department of Health in
accordance with 42 CFR 483.70(a).
Survey Date: 06/22/15
Facility Number: 000231
Provider Number: 155338
AIM Number: 100267900
At this Life Safety Code survey,
Manorcare Health Services - Prestwick
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), and 410 TAC 16.2.
Building 0202, which consisted of the
Therapy Care Unit (TCU) wing, was
surveyed using Chapter 18, New Health
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K 0154
ss=C
Bldg. 02

Care Occupancies.

This one story facility was surveyed as
two separate buildings due to the
construction dates of two sections of the
building. Building 0202, built in 2007,
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 battery operated smoke
detectors installed in 63 of 78 resident
sleeping rooms and has smoke detectors
hard wired to the fire alarm system
installed in 15 of 78 resident sleeping
rooms. The facility has a capacity of 140
and had a census of 77 at the time of this
survey.

All areas where the residents have
customary access were sprinklered and
all areas providing facility services were
sprinklered.

NFPA 101

LIFE SAFETY CODE STANDARD
Where a required automatic sprinkler
system is out of service for more than 4
hours in a 24-hour period, the authority
having jurisdiction is notified, and the
building is evacuated or an approved fire
watch system is provided for all parties left
unprotected by the shutdown until the
sprinkler system has been returned to
service. 9.7.6.1
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Based on record review and interview, K 0154 07/21/2015
the facility failed to provide a complete K154
written policy containing procedures to
be followed in the event the automatic
sprinkler system has to be placed out of
service for four hours or more in a 24
hour period in order to protect 77 of 77
impairment procedures comply with this plan of correction does not
NFPA 25, 1998 Edition, the Standard for gor;f]tltutea(.idmlss:cotrr: OI aﬁ:eiThe”t
Inspection, Testing and Maintenance of y Ine provider of the fruth of e
) ) facts alleged or conclusions set
Water-Based Fire Protection Systems. forth in the statement of
NFPA 25, 11-5(e) requires the insurance deficiencies. The plan of
carrier, alarm company, building correction |slplrepared and/or
owner/manager and other authorities ?;;;L:;Zdbilotﬁey ;i(\:/?;zﬁslt;
having jurisdiction also be notified. This federal and state law.
deficient practice could affect all
residents, staff and visitors. It is the practice of this facility to
ensure that the written fire watch
o . policy for the facility in the event
Findings include: the automatic sprinkler system
has to be placed out of service for
Based on record review with the four hours or more in a 24 hour
Maintenance Director from 9:30 a.m. to period does include notification of
O o the Indiana State Department of
11:20 a.m. on 06/22/15, written fire Health (ISDH). Consistent with
watch policies for the facility in the event this practice, the following actions
the automatic sprinkler system has to be have been taken:|. What
placed out of service for four hours or corrective action(s) will be
. . . . accomplished for those
more in a 24 hour period did not include residents found to have been
notification of the Indiana State affected by the deficient
Department of Health (ISDH) which is practice; The facility’s Fire
the authority having jurisdiction. A Watch Procedure was updated
review of the 2012 version of on 06.24.15 to include that in the
" L event that the automatic sprinkler
Emergency Response Manual: Fire system has to be placed out of
Watch Procedures" noted the statement service for four hours or more in a
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: DVSZ21 Facility ID: 000231 If continuation sheet Page 16 of 20




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

PRINTED: 07/09/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ~ [X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A.BUILDING 02 COMPLETED
155338 B. WING 06/22/2015
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
445 S CR 525 E
MANORCARE HEALTH SERVICES - PRESTWICK AVON, IN 46123
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ i _ (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

"be sure to confirm with the State Facility
Inspector who is exactly to be notified as
well as the means of notification and
specify clearly in the space provided in
the Fire Watch Procedures Section of the
Life Safety Code Documentation
Manual" but the policy did not include
notification of ISDH. Review of
Attachment C and Appendix L of the
Emergency Response Manual for
additional fire watch procedures also did
not include notification of ISDH in the
event the automatic sprinkler system has
to be placed out of service for four hours
or more in a 24 hour period. Based on
interview at the time of record review,
the Maintenance Director acknowledged
written fire watch policies in the event
the automatic sprinkler system has to be
placed out of service for four hours or
more in a 24 hour period did not include
notification of ISDH which is the
authority having jurisdiction.

3.1-19(b)

24 hour period notification of the
Indiana State Department of
Health (ISDH) is required.

1. What corrective action(s) will
be accomplished for those
residents found to have been
affected by the deficient

practice;

The facility’s Fire Watch
Procedure was updated on
06.24.15 to include that in the
event that the automatic sprinkler
system has to be placed out of
service for four hours or more in a
24 hour period notification of the
Indiana State Department of
Health (ISDH) is required.

Ill. What measures will be put
into place or what systemic
changes will be made to
ensure that the same deficient
practice does not
recur; Maintenance personnel
will be re-educated on the
updated Fire Watch Procedure
which requires ISDH notification
in the event that the automatic
sprinkler system has to be placed
out of service for longer than for
hours within a 24 hour period. A
QAPI tool has been developed to
monitor ongoingcompliance titled,
“K-154" that the Administrator or
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designee will utilize to monitor
weekly, on scheduled days of
work, times 4 weeks that
compliance is maintained.
IV. How the corrective action(s)
will be monitored to ensure the
deficient practice will not
recur; i.e., what quality
assurance program will be put
into place; Audit findings will be
presented to QAPI committee
weekly for 4 weeks and monthly
thereafter. Ongoing monitoring
will continue for a minimum of six
months. QAPI committee will
review findings and determine
need for further monitoring until a
threshold of 100% is reached.
K 0155 NFPA 101
SS=C LIFE SAFETY CODE STANDARD
Bldg. 02 Where a required fire alarm system is out of
service for more than 4 hours in a 24-hour
period, the authority having jurisdiction is
notified, and the building is evacuated or an
approved fire watch is provided for all parties
left unprotected by the shutdown until the
fire alarm system has been returned to
service. 9.6.1.8
Based on record review and interview, K 0155 Preparation and/or execution of 07/21/2015
the facility failed to provide a complete this p!an of corregtmn does not
. . T constitute admission or
written policy containing procedures to agreement by the provider of the
be followed in the event the fire alarm truth of the facts alleged or
system has to be placed out of service for conclusions set forth in the
four hours or more in a 24 hour period in s}aterr:cent of ci.eflmlenmes. Tt:je
accordance with LSC, Section 9.6.1.8 in 2:;/; :f;zct;gnslcj;;es:;use it
order to protect 77 of 77 residents. This is required by the provisions of
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deficient practice could affect all federal and state law.  Itis the
residents. staff and visitors practice of this facility to ensure
’ ) that the written fire watch policy
for the facility in the event the
Findings include: automatic sprinkler system has to
be placed out of service for four
Based on record review with the hours or more in a 24 hour period
. . f . does include notification of the
Maintenance Director from 9:30 a.m. to Indiana State Department of
11:20 a.m. on 06/22/15, written fire Health (ISDH). Consistent with
watch policies for the facility in the event this practice, the following actions
the fire alarm system is out of service for have b;a.en takt(.an: . %
four hours or more in a 24 hour period Sofrective ac lon(s) will be
] ] . . ] accomplished for those
did not include notification of the Indiana residents found to have been
State Department of Health (ISDH) affected by the deficient
which is the authority having jurisdiction. practice; The facility’s Fire
A review of the 2012 version of Watch Procedure was updated
"E R M I Fi on 06.24.15 to include that in the
mergency kesponse vianual. rire event that the automatic sprinkler
Watch Procedures" noted the statement system has to be placed out of
"be sure to confirm with the State Facility service for four hours or more in a
Inspector who is exactly to be notified as 24 hour period notification of the
1l as th Fnotificati d Indiana State Department of
well as the means of notiication and. Health (ISDH) is required. II.
specify clearly in the space provided in What corrective action(s) will
the Fire Watch Procedures Section of the be accomplished for those
Life Safety Code Documentation residents found to have been
Manual" but the policy did not include affectt.ed by EIPhe ‘:ef'_‘l:.f[e,"tF,
. . . practice; _ The facility’s Fire
notification of ISDH. Rev1.ew of Watch Procedure was updated
Attachment C and Appendix L of the on 06.24.15 to include that in the
Emergency Response Manual for event that the automatic sprinkler
additional fire watch procedures also did system Pasf to bﬁ placed out of
. . . service for four hours or more in a
not include notification of ISDH the 24 hour period notification of the
event the fire alarm system is out of Indiana State Department of
service for four hours or more in a 24 Health (ISDH) is required. M.
hour period. Based on interview at the What measures will b.e put into
time of record review, the Maintenance place of wl?at systemic
. Knowledeed wri fi h changes will be made to
Director acknowledged written fire watc ensure that the same deficient
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policies in the event the fire alarm system
is out of service for four hours or more in
a 24 hour period did not include
notification of ISDH which is the
authority having jurisdiction.

3.1-19(b)

practice does not recur;
Maintenance personnel will be
re-educated on the updated Fire
Watch Procedure which requires
ISDH natification in the event that
the automatic sprinkler system
has to be placed out of service for
longer than for hours within a 24
hour period. A QAPI tool has
been developed to monitor
ongoing compliance titled,
“K-155" that the Administrator or
designee will utilize to monitor
weekly, on scheduled days of
work, times 4 weeks that
compliance is maintained. V.
How the corrective action(s)
will be monitored to ensure the
deficient practice will not
recur; i.e., what quality
assurance program will be put
into place; Audit findings will
be presented to QAPI committee
weekly for 4 weeks and monthly
thereafter. Ongoing monitoring
will continue for a minimum of six
months. QAPI committee will
review findings and determine
need for further monitoring until a
threshold of 100% is reached.
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