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K010000
K010000 This Plan of Correction is the
center's credible allegation of
A Post Survey Revisit (PSR) to the Life Comp”ance_ Preparation and
Safety Code Recertification and State execution of this plan of
Licensure Survey conducted on 03/17/14 was correction does not constitute
conducted by the Indiana State Department admission or agreement by the
of Health in accordance with 42 CFR provider of the truth of the facts
483.70(a). alleged or conclusions set forth in
the statement of deficiencies.
Survey Date: 04/15/14 The plan of correction is prepared
and/or executed solely because it
Facility Number: 000476 is required by the provisions of
Provider Number: 155446 federal and state law.
AIM Number: 100290870
Surveyor: Amy Kelley, Life Safety Code
Specialist
At this PSR survey, Covington Manor Health
and Rehabilitation Center 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 IAC 16.2. The
original building consisting of the West wing,
East wing, Bed and Breakfast unit and the
service hall was surveyed with Chapter 19,
Existing Health Care Occupancies.
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 corridors, in
areas open to the corridors and battery
operated smoke detectors in the resident
rooms. The facility has a capacity of 149 and
had a census of 123 at the time of this
survey.
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SS=E

All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered, except a shed used for general
storage and a garage used for maintenance
storage.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on
04/21/14.

The facility was found not in compliance with
the aforementioned regulatory requirements
as evidenced by the following:

NFPA 101

LIFE SAFETY CODE STANDARD

Any door in an exit passageway, stairway
enclosure, horizontal exit, smoke barrier or
hazardous area enclosure is held open only
by devices arranged to automatically close
all such doors by zone or throughout the
facility upon activation of:

a) the required manual fire alarm system;

b) local smoke detectors designed to detect
smoke passing through the opening or a
required smoke detection system; and

c) the automatic sprinkler system, if
installed. 19.2.2.2.6, 7.2.1.8.2

Based on observation and interview, the
facility failed to ensure 2 of 2 laundry room
corridor doors were held open only by a
device which would allow it to close
automatically upon activation of the fire alarm
system. This deficient practice could affect
visitors, staff and 20 or more residents in the
main dining room should they be evacuated

K010021

K-0021 - The facility will ensure
both laundry room doors are able
to close automatically upon
activation of the fire alarm.
Maintenance has removed the
metal wire that was used to prop
open the door along with the
chair. Laundry staff educated on
not propping the laundry doors
open. Maintenance will add this

05/02/2014
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through the service hall in the event of an to the visual checks and follow up
emergency. monthly. Results of the monthly
check will be brought to the
Findings include: facility monthly QA committee for
a review and follow up for a
Based on observation with the Maintenance minimum of 3 months and until
Assistant on 04/15/14 at 1:51 p.m., one the facility sustains a consistent
corridor door leading into the laundry room pattern of compliance with a
was propped open with a chair and the subsequent plan developed and
remaining door was held open with a metal implemented as necessary.
wire. This was acknowledged by the
Maintenance Assistant at the time of
observation.
3.1-19(b)
K020000
K020000 This Plan of Correction is the
center's credible allegation of
A Post Survey Revisit (PSR) to the Life Comp“ance_ Preparation and
Safety Code Recertification and State execution of this plan of
Licensure Survey conducted on 03/17/14 was correction does not constitute
conducted by the Indiana State Department admission or agreement by the
of Health in accordance with 42 CFR provider of the truth of the facts
483.70(a). alleged or conclusions set forth in
the statement of deficiencies.
Survey Date: 04/15/14 The plan of correction is prepared
and/or executed solely because it
Facility Number: 000476 is required by the provisions of
Provider Number: 155446 federal and state law.
AIM Number: 100290870
Surveyor: Amy Kelley, Life Safety Code
Specialist
At this PSR survey, Covington Manor Health
and Rehabilitation Center 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
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Safety Code (LSC) and 410 IAC 16.2. The
new section of the building consisting of the
Rehabilitation wing was surveyed with

Chapter 18, New Health Care Occupancies.

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 corridors, in
areas open to the corridors and battery
operated smoke detectors in the resident
rooms. The facility has a capacity of 149 and
had a census of 113 at the time of this
survey.

All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered, except a shed used for general
storage and a garage used for maintenance
storage.
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