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A Quality Assurance Walk-thru Survey
was conducted by the Indiana State

Department of Health in accordance with
42 CFR 483.70(a).

Survey Date: 10/16/12

Facility Number: 000448
Provider Number: 155740
AIM Number: 100275140

Surveyor: W. Chris Greeney, Life Safety
Code Specialist

At this Quality Assurance Walk-thru
survey, Timbercrest Church of Brethren
Home was found not in compliance with

410 IAC 16.2-3.1-19(fY).

This one story facility with a basement
was determined to be of Type V (111)
construction and was fully sprinklered
except for a canopy attached to the
building over the Crestwood wing
courtyard exit. The facility has a fire
alarm system with hard wired smoke
detection in the corridors, areas open to
the corridor and in resident rooms. The
smoke detectors in the resident rooms in
the Crestwood unit provide a visual and
audible signal to the nurses station,
transmit to a central service station and
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connect to the facility fire alarm system.
The smoke detectors in resident rooms in
the 100, 200, 300 and 400 wings are hard
wired with battery backup but only
transmitted to a nurse's call paging
system. These detectors do not connect to
the facility's alarm system. The facility
has a capacity of 65 and had a census of
41 at the time of this survey.

The facility was found not in compliance
with state law in regard to sprinkler
coverage. The facility was found in
compliance with state law in regard to
smoke detector coverage.

All areas where the residents have
customary access were sprinklered,
except for an attached canopy, a salon,
bank, gift shop, assembly room and
chapel all of which were not sprinklered.
A corridor leading from the health center
to the salon, gift shop, bank and assembly
room was also not sprinklered. All areas
providing facility services were
sprinklered except for a detached
maintenance garage.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 10/19/12.
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State Findings K9999 Required sprinkler heads are in 11/01/2012
place under the canopy in
3.1-19 ENVIRONMENT AND question. They were installed
when the building was contructed
PHYSICAL STANDARDS and were verified on the
pre-occupancy LSC Survey
3.1-19(ff) A health facility licensed under conducted in August, 2011. A
16-28 and this rule must do the following: copy of this report is attached
. . along with a photograph of one
(1) Have an automatic sprinkler system of two sprinkler heads in this
installed throughout the facility before area.
July 1, 2012.
(2) If an automatic sprinkler system is not
installed throughout the health care
facility before July 1, 2010, submit before
July 1, 2010 a plan to the department for
completing the installation of the
automatic sprinkler system before July 1,
2012.
(3) Have a battery operated or hard-wired
smoke detector in each resident's room
before July 1, 2012.
This State Rule has not been met as
evidenced by:
Based on observation and interview, the
facility failed to ensure 1 of 3 canopies
over 4 feet in width and attached to the
building were sprinklered and it could not
be determined if the canopies were
noncombustible. This deficient practice
could affect all residents, staff and visitors
of the building.
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Findings include:

Based on observation with the Director of
Maintenance during a facility tour from
10:25 a.m. to 11:55 a.m. on 10/16/12,
one of three canopies exceeding more
than four feet in width and attached to the
building was not sprinklered. A canopy
exceeding 4 feet in width extended over
the courtyard entrance/exit in the
Crestwood wing. During the observation
it could not be determined if the
construction materials were
noncombustible. Interview with the
Director of Maintenance during the
observation indicated he believed a
waiver was granted as sprinklers were in
the original plans but excluded after
modifications were made in the assembly
to the building wall creating a fire barrier.
The Director of Maintenance indicated no
documentation was available to determine
the canopy's construction material was
noncombustible.

3.1-19(ff)
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