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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: 12/16/14

Facility Number: 012619
Provider Number: 155813
AIM Number: 201238590

Surveyors: Lex Brashear, Life Safety
Code Specialist

At this Life Safety Code Recertification
and State Licensure Survey, The Villages
at Historic Silvercrest 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 18,
New Health Care Occupancies and 410
IAC 16.2.

This facility was located on the second
and third floors of this five story facility
with a basement and was determined to
be of Type II (222) construction and was
fully sprinkled. The facility has a fire
alarm system with hard wired smoke
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continued program participation.
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detectors in the corridors, spaces open to
the corridors, and all resident sleeping
rooms. The facility has a capacity of 54
and had a census of 45 at the time of this
survey.

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

Quality Review by Dennis Austill, Life
Safety Code Specialist on 12/22/14.

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

NFPA 101

LIFE SAFETY CODE STANDARD

Fire drills are held at unexpected times
under varying conditions, at least quarterly
on each shift. The staff is familiar with
procedures and is aware that drills are part
of established routine. Responsibility for
planning and conducting drills is assigned
only to competent persons who are qualified
to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of
audible alarms.  18.7.1.2

Based on record review and interview,
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The Director of Plant Operations
has developed a planning

01/15/2015
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the facility failed to ensure fire drills calendar and has projected when
were held at varied times for 2 of 3 each fire ?’”" will oceur each
. i month to include the time of day,
employee shifts during 4 of 4 quarters. ensuring he projects a varied
This deficient practice could affect all time. He will then note the actual
residen‘[s in the facﬂl‘[y fire drill on the Preventive
Maintenance Calendar to include
. . . shift and time. The Executive
Findings include: Director will audit these drills
every month for a minimum of 6
Based on review of the facility's fire drills months to ensure times are
in the Trilogy Plant Operations Manual varledt. dlqlthetevent.tr;eg are n,ﬁt’
] . repeat drills at a varied time wi
on 12/16/14 at 11:00 a.m. with the be initiated and the auditing will
Director of Plant Operations and continue until 100% compliance
Assistant Director of Plant Operations has been reach for 3 consecutive
present, four of four fire drills on the months. The fire drill will continue
d shif . duri h to be monitored through the
second shift (evening) during the past monthly QA process as well.
twelve months were performed between
3:12 p.m. and 3:31 p.m., furthermore,
four of four fire drills on the third shift
(night) during the past twelve months
were performed between 5:22 a.m. and
5:40 a.m. During an interview at the time
of record review, the Director of Plant
Operations acknowledged the times of
the second and third shift fire drills were
not varied enough.
3-1.19(b)
K010062 | NFPA 101
SS=F LIFE SAFETY CODE STANDARD
Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically. 18.7.6, 4.6.12, NFPA 13,
NFPA 25,9.7.5
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Based on record review, observation and
interview; the facility failed to ensure 6
of 6 private fire hydrants were
continuously maintained in reliable
operating condition and inspected and
tested periodically. NFPA 25, 1998
Edition, the Standard for the Inspection,
Testing, and Maintenance of
Water-Based Fire Protection Systems at
Section 4-2.2.4 requires dry barrel
hydrants to be inspected annually and
after each operation. Hydrants shall be
inspected and the necessary corrective
action shall be taken. This deficient
practice could affect all residents, staff,
and visitors.

Findings include:

Based on review of the preventive
maintenance records in the Trilogy Plant
Operations Manual on 12/16/14 at 11:20
a.m. with the Director of Plant
Operations and Assistant Director of
Plant Operations present, there was no
documentation to show the facility's six
fire hydrants have had an annual
inspection. Based on interview at the
time of record review, the Director of
Plant Operations said the facility's six fire
hydrants have not been inspected during
the past twelve months. Based on
observation on 12/16/14 between 12:00
p.m. and 2:00 p.m. during a tour of the

K010062

All fire hydrants on facility
property will be inspected and will
continue to be inspected
annually. The Director of Plant
Operations will track this
inspection by utilizing the
Preventative Maintenance
calendar. This will be audited by
the Executive Director and will be
tracked by our current QA proess
by tracking due dates in the QA
minutues and reviewed monthly
by the QA Committee.

01/15/2015
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facility with the Director of Plant
Operations and Assistant Director of
Plant Operations, it was confirmed there
were six private fire hydrants on the
facility's property.
3.1-19(b)
K010130 | NFPA 101
SS=F MISCELLANEOUS
OTHER LSC DEFICIENCY NOT ON 2786
Based on observation, interview and K010130 These water heaters will be 01/15/2015
record review; the facility failed to ensure ::zg:ztzg SZSr(;%TJtI:tlijoentct)obe
3 of 3 fuel fired water heaters had ensure the safety of residents and
inspection certificates that were current visitors. Inspection due dates will
to ensure the water heaters were in safe be tracked on the Preventative
operating condition. NFPA 101 in .l\/lamtetr?ancglfzslendzlrt. ;—?Sth
. inspection will be audited by the
19.1.1.3 requires all health facilities to be Executive Director and will be
designed constructed, maintained and monitored through the QA
operated to minimize the possibility of a process by tracking the due dates
fire emergency requiring the evacuation for inspection in the QA minutes
£ This defici . and reviewed at the monthly QA
of occupants. 1§ eficient practice Committee meeting for continued
could affect all residents as well as staff compliance.
and visitors in the facility.
Findings include:
Based on observations on 12/16/14
between 12:00 p.m. and 2:00 p.m. during
a tour of the facility with the Director of
Plant Operations and Assistant Director
of Plant Operations, there were no
inspection certificates or inspection tags
on any of the three water heaters. The
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tags on the water heaters said they were
100 gallon tank water heaters,
furthermore, all three were gas fired
water heaters. During interview at the
time of observations, the Director of
Plant Operations acknowledged there
were no inspection certificates or
inspection tags on the 100 gallon gas
fired water heaters.
3.1-19(b)
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