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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: 05/18/12

Facility Number: 000001
Provider Number: 155001
AIM Number: 100275310

Surveyor: Mark Caraher, Life Safety
Code Specialist

At this Life Safety Code survey,
Hooverwood was found in substantial
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 TAC 16.2.

This two story facility with a basement
was determined to be of Type II (111)
construction and was fully sprinklered.
The facility has a fire alarm system with
smoke detection in the corridors, resident
rooms and in all areas open to the
corridor. The facility has a capacity of
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188 and had a census of 175 at the time of
this survey.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 05/21/12.

The facility was found in substantial
compliance with the aforementioned
regulatory requirements as evidenced by
the following:
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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 K048 06/04/2012
facility failed to include the use of kitchen
fire extinguishers in 1 of 1 written fire 1. Hooverwood's “Code
safety plans for the facility. LSC 19.7.2.2 Red-Fire / Smoke” policy will be
requires written health care occupancy revised to include the necessary
fire safety plans shall provide for the language reg.ardu?g the use of the
followine: overhead extinguishing system.
ollowng. {See Attachment A-policy} This
(1) Use of alarms system will be utilized before the
(2) Transmission of alarm to the fire use of either the K-Class fire
department extinguisher or the ABC type fire
extinguishers.
(3) Response to alarms
(4) Isolation of fire 2. As aresult of this plan of
(5) Evacuation of immediate area correction which will include
(6) Evacuation of smoke compartment policy revision, inservice
7P . £l d buildine f education, and new employee
() reparatlon ot tloors and building Tor orientation, no other residents will
evacuation have the potential of being
(8) Extinguishment of fire affected by this same deficient
This deficient practice affects any practice.
remds:nt, staff and visitor in the vicinity of 3 Hooverwood's revised “Code
the kitchen. Red-Fire / Smoke” policy will be
reviewed with Hooverwood’s
Findings include: Maintenance and Food Service
personnel, nursing supervisors,
) o ) and management staff. {See
Based on a review of the facility's written Attachment B-inservice
fire safety plan titled "Emergency attendance} This policy will be
Procedure - Code Red, Section F: Food rewelwed andnuglly :I‘”th all ¢
Services" during record review with the employees dliring Hooverwooa's
) ) annual inservice on Emergency
Maintenance Supervisor at 2:00 p.m. on Procedures. In addition, this
05/18/12, the fire safety plan did not policy will also be reviewed during
address the use of ABC type fire new employee orientation.
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extinguishers and the K-class fire
extinguisher located in the kitchen in 4. During scheduled fire drills
lationshi th th £ the kitch as well as any real incidents of
relationship with the use of the kitchen fire or smoke, staff response will
overhead extinguishing system. Based on be carefully reviewed by the
interview at the time of record review, the Maintenance Director to assure
Maintenance Supervisor acknowledged thaF itis in gccordance with th|s
h . f f lan for the facili revised policy. Any observations
the written fire safety plan for the factlity or tends of deficient practice will
did not include the policy to activate the be immediately addressed and
overhead hood extinguishing system to reported at the Quality
suppress a fire before using either the Imprqvement Comm-lt.tee
ABC 5 . sh he Kecl Meetings. Any specific follow-up
ty.pe %re extinguisher or the K-class intervention including disciplinary
fire extinguisher. action, policy development,
inservice education, etc., will be
3.1-19(b) implemented and monitored as
necessary.
5. Date of Completion:
6/4/12
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