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K0000
A Post Survey Revisit (PSR) to the K0000 This plan of correction is to serve
Life Safety Code Recertification as Ken.da”w”e Mar?ors credible
) allegation of compliance.
conducted on 03/05/12 was correction does not constitute an
conducted by the Indiana State admission by Kendallville Manor
D f Health i or its management company that
epartment of Health in the allegations contained in the
accordance with 42 CFR 483.70(a). survey report are a true and
accurate portrayal of the provision
f nursing care and other
Survey Date: 04/20/12 °
Y /20/ services in this facility; nor does
this submission constitute an
Facility Number: 000529 agreement or admission of the
Provider Number: 155482 survey allegations.
AIM Number: 100267140
Surveyor: Amy Kelley, Life Safety
Code Specialist
At this PSR survey, Kendallville
Manor 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 19, Existing
Health Care Occupancies and 410
IAC 16.2.
This one story facility was
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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determined to be of Type V(111)
construction and was fully
sprinklered. The facility has a fire
alarm system with smoke
detection in the corridors and
areas open to the corridors. The
facility has a capacity of 60 and
had a census of 26 at the time of
this survey.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 04/23/12.

The facility was found not in
compliance with the
aforementioned regulatory
requirements as evidenced by the
following:
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K0038 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
Exit access is arranged so that exits are
readily accessible at all times in accordance
with section 7.1.  19.21
. . - . Manor to ensure the safety of the
interview, the facility failed to . ure y
i residents at all times. SafeCare
ensure 6 of 6 doors in the path of returned to the facility and
egress equipped with a magnetic repaired the fire alarm system to
locking system remained ensure that the actuation of the
locked with L fth system unlocks the doors in the
unlocked with activation of the direction of egress during the
building fire protective signaling time that the alarm has been
system. LSC 19.2.1 requires every activated and during the silence
corridor and exit be in compliance mode and th?t the .doors remain
] unlocked until the fire alarm
with Chapter 7. LSC 7.2.1.6.2.(d) system has been manually reset.
requires actuation of the fire The system has been re-tested
alarm system shall unlock the x2 since the repair and also
. . . during the monthly fire drill and is
doors in the direction of egress A
) functioning correctly. The system
and the doors shall remain will continue to be tested during
unlocked until the fire alarm the monthly fire drills and also
system has been manually reset. quarterly by SafeCare. The test
This defici . Id aff log will be maintained by the
is deficient practice could affect Maintenance Director and
all occupants. overseen by the Administrator
and reviewed monthly in the QA
Findings include: process which is overseen by the
' Administrator.
Based on observations with the
Administrator and the
Maintenance Supervisor on
04/20/12 from 12:07 p.m. to
12:12 p.m., all of the emergency
exit doors which were equipped
with a magnetic locking system
failed to remain unlocked when
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the fire alarm system was placed
in silence mode. This was
acknowledged by the
Administrator and the
Maintenance Supervisor at the
time of observations.
This deficiency was cited on
03/05/12. The facility failed to
implement a systemic plan of
correction to prevent recurrence.
3.1-19(b)
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