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K 0000
Bldg. 01
A Post Survey Revisit (PSR) to the Life K 0000 The facility requests that this plan
Safety Code Recertification and State of cqrrechon be, considered its
i credible allegations of
Licensure Survey conducted on 11/04/15 compliance. Submission of this
was conducted by the Indiana State response and Plan of Correction
Department of Health in accordance with is not a legal admission that a
42 CFR 483.70(a) deficiency exits or that this
' ' statement of deficiency was
correctly cited and is also not to
Survey Date: 12/11/15 be construed as an admission of
interest against the facility, the
Facility Number: 000078 Administrator, or any employee,
. ) agents, or other individuals who
Provider Number: 155158 draft or may be discussed in the
AIM Number: 100289310 response and Plan of Correction.
In addition, preparation and
At this PSR survey, Life Care Center of submission of the Plan of
he Will found i b il Correction does not constitute an
the 1 ows vs{as oun ] In substantia admission or agreement of any
compliance with Requirements for kind by the facility of the truth of
Participation in Medicare/Medicaid, 42 any facts alleged or the
CFR Subpart 483.70(a), Life Safety from for;;e@'z:‘,s °:°| a C‘:T‘C'“:"’tz set
. .. . orth in this allegation by the
F¥re and the-2000 edlt.IOI:l of the National survey agency. Accordingly, the
Fire Protection Association (NFPA) 101, facility has prepared and
Life Safety Code (LSC), Chapter 19, submitted this Plan of Correction
Existing Health Care Occupancies and prior to the resolution of Appeal of
410 IAC 16.2 this matter solely because of the
- requirements under State and
Federal law that mandates
This one story facility was determined to submission of the Plan of
be of Type II (111) construction and was Corrt'fe?t'(insl atﬁon'l('j'lttlloq ;0 g
. .. participate in the Title 18 an
fully sprmklerec.L The fac.lhty has a fire Title19 programs. The
alarm system with hard wired smoke submission of Plan of Correction
detection in corridors and areas open to within this timeframe should in no
the corridors. Resident rooms are w:y be of nbort]écofmpr-?nc-?hc-)r
. . admission bythe facility. This
equipped with battery operated smoke. facility respectfully requests
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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The facility has the capacity for 100 and consideration of paper
had a census of 64 at the time of this comphanpe for the cited
deficiencies
survey.
All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered.
Quality Review completed on 12/14/15
by Lex Brashear, LSC Specialist
K 0025 NFPA 101
SS=B LIFE SAFETY CODE STANDARD
Bldg. 01 Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired
glass panels and steel frames. A minimum
of two separate compartments are provided
on each floor. Dampers are not required in
duct penetrations of smoke barriers in fully
ducted heating, ventilating, and air
conditioning systems. 19.3.7.3, 19.3.7.5,
19.1.6.3,19.1.6.4
Based on observation and interview, the K 0025 What corrective action(s) will be 12/18/2015
facility failed to ensure the penetrations accomplished for those residents
. found to have been affected by
caused by the passage of wire and/or the deficient practice:
conduit through 1 of 3 smoke barrier On 12/11/2015, the Maintenance
walls were protected to maintain the Director sealed penetration
smoke resistance of each smoke barrier. measuring 6 inch X 11 inch in smoke
LSC Section 19.3.7.3 requires smoke barrier wall near room 7.
. . How other residents having the
barriers to be constructed in accordance )
i Rk i potential to be affected by the
with LSC Section 8-3. LSC Section same deficient practice will be
8.3.6.1 reqlllres the paSS&ge Of bulldlng identified and what corrective
service materials such as pipe, cable or actions(s) will be taken:
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wire to be protected so the space between An audit was conducted on
the penetrating item and the smoke 12/17/2015 of areas above ceiling
. . . tiles at smoke barrier walls for
barrier shall be filled with a material
. L. unsealed penetrations. No further
capable of maintaining the smoke . -
) ) issues were identified.
resistance of the smoke barrier or be What measures will be put into
protected by an approved device designed place or what systemic changes will
for the specific purpose. This deficient be made to ensure that the
practice could affect staff and at least 25 deficient practice does not recur :
. A monthly audit was created and it
residents. . :
will be documented in the
o . preventative maintenance log to
Findings include: ensure compliance.
How the corrective action(s) will be
Based on observations with the monitored to ensure the deficient
Maintenance Supervisor on 12/11/15 at practice will not recur:
. The Director of Maintenance will
10:52 a.m., the smoke barrier wall near
d 7 had . £d 1 submit audits monthly to the
resident room ada ple'c.e 0 ) rywa Executive Director to be reviewed at
fallen down above the ceiling tile safety committee and QA for a
measuring six inches by eleven inches. period of 6 months to ensure 100%
During the initial survey the Maintenance compliance.
Supervisor confirmed the wall was a fire
wall. Upon inspection of the drywall
piece that had fallen down, it was
revealed that the fire barrier wall was
constructed to one hour. Based on
interview at the time of observation, the
Maintenance Supervisor acknowledged
the aforementioned condition and
provided the measurements.
3.1-19(b)
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