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Bldg. 01
A Post Survey Revisit (PSR) to the Life
Safety Code Recertification and State
Licensure Survey conducted on 09/23/15
was conducted by the Indiana State
Department of Health in accordance with
42 CFR 483.70(a).

Survey Date: 10/30/15

Facility Number: 000366
Provider Number: 155469
AIM Number: 100288900

At this PSR survey, Sebo's Nursing and
Rehabilitation Center 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 IAC
16.2.

This facility was surveyed as three
separate buildings due to the construction
types of three sections of the building:
Building 0102 originally built in 1951 as
a house is of Type V (000) construction
and is fully sprinklered; Building 0202

K 0000

Please accept the following as
the facility’s credible allegation of
compliance. This plan of
correction does not constitute an
admission of guilt or liability by
the facility and is submitted only
in response to the regulatory
requirement.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

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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renovated in 1972 and 1999 was
determined to be of Type II (111)
construction and is now sprinklered; and
Building 0302 built in 1999 was
determined to be of Type V (111)
construction and fully sprinklered,
encompasses the north and southeast
sections of the facility. The facility has
one fire alarm system with smoke
detection in the corridors and spaces open
to the corridors. The facility has smoke
detectors in all resident sleeping rooms.
The facility has a capacity of 138 and a
census of 112 at the time of this survey.

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

Quality Review completed on 11/09/15 -
DA

NFPA 101

LIFE SAFETY CODE STANDARD

Smoking regulations are adopted and
include no less than the following provisions:

(1) Smoking is prohibited in any room, ward,
or compartment where flammable liquids,
combustible gases, or oxygen is used or
stored and in any other hazardous location,
and such area is posted with signs that read
NO SMOKING or with the international
symbol for no smoking.

(2) Smoking by patients classified as not
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responsible is prohibited, except when under
direct supervision.
(3) Ashtrays of noncombustible material and
safe design are provided in all areas where
smoking is permitted.
(4) Metal containers with self-closing cover
devices into which ashtrays can be emptied
are readily available to all areas where
smoking is permitted. 19.7.4
Based on observation and interview, the K 0066 What corrective action(s) will 11/21/2015
facility failed to ensure 1 of 2 areas where be a:°°m|:"5h:d fohr th°:e
. . residents found to have been
k f ff
Smf) 1ng was pert.mtt.ed or staff and affected by the deficient
residents was maintained and the metal practice? Cigarette butts found
container with a self-closing cover was outside of the provided
used for an ashtray. This deficient noncombustible container were
practice could affect at least 6 of 112 P;Ck‘ii up.thHow "_‘: fatcll:y will
. . . identify other residents having
residents who use in the smoking area. the potential to be affected by
the same deficient practice and
Findings include: what corrective action will be
taken; All residents have the
Based on an observation and with the plc;tent:jagtc;. be atﬁeCtetc_’ by;h's
. . alleged deficient practice.
Maintenance Dlrec.tor on 19/30/15 at routine schedule has been made
10:24 a.m., the resident designated to clean the resident smoking
smoking area had least fourty cigarette areas 4 times a week to ensure
butts were observed on the ground in the that cigarette butts are properly
ki Based . . h disposed of. Education was
S_mo 1ng area. .ase on 1nte'rv lew at the provided to the assigned staff for
time of observation, the Maintenance supervision of residents during
Director acknowledged the smoke breaks to encourage
aforementioned condition and provided proper disposal of the cigarette
. . butts. What measures will be
the estimate of cigarette butts. - -
put into place or what systemic
changes will be made to
This deficiency was cited on 09/23/15. ensure that the deficient
The facility failed to implement a practice does not recur;
systemic plan of correction to prevent Maintenance . ,
Supervisor/Designee will audit the
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recurrence.

3.1-19(b)

cleaning schedule of the resident
smoking break area 4 times a
week to ensure that area is kept
clear of cigarette butts.Between
the cleaning schedule and the
Maint Supervisor audits, the area
will be viewed 8 times per week
for clean-up. How the corrective
action(s)will be monitored to
ensure the deficient practice will
not recur, i.e., what quality
assurance programs will be put
into place; The Maintenance
Director /designee will present a
summary of the audits to the
Quality Assurance committee
monthly for three months.
Thereafter, if determined by the
Quality Assurance committee,
auditing and monitoring will be
done quarterly.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

GSK622 Facility ID: 000366 If continuation sheet

Page 4 of 4




