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Preparation and/or execution of 

the plan of correction in general, 

or this corrective action in 

particular, does not constitute an 

admission or agreement of 

Nursing Care at Hartsfield Village 

of the facts alleged or conclusion 

set forth in this statement of 

deficiencies.  The plan of 

correction and specific corrective 

actions are prepared and/or 

executed in compliance with 

State and Federal laws.It is the 

intention of this facility that this 

plan of correction serves as the 

facility's credible allegation of 

compliance with all regulatory 

guidelines.

 K0000A Quality Assurance Walk-thru Survey 

was conducted by the Indiana State 

Department of Health.

Facility Number:  0010758

Provider Number:  155662

AIM number:  200229550

Surveyor:  W. Chris Greeney, Life Safety 

Code Specialist,

At this Quality Assurance Walk-thru 

survey, Nursing Care at Hartsfield Village 

was found not in compliance with 410 

IAC 16.2-3.1-19(ff).

The facility is a two story building with a 

one story section and a partial basement.  

The one story section is Type II (000) 

construction and the two story building is 

of Type II (111) construction.  Because 

the one story and two sections of the 

building are not separated by two hour 

rated construction, the building is 

considered one building of Type II (000) 

construction.  The building is fully 

sprinklered except for three vertical shafts 

extended through ceilings to a roof 

access.  The building also has hard wired 

smoke detectors in corridors, resident 

rooms, common areas on all levels.  The 

facility has the capacity for 106 and had a 
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census of 101 at the time of this survey.  

The facility was not in compliance with 

state law in regard to sprinkler coverage, 

but it was in compliance with state law in 

regard to smoke detector coverage.

All areas where the residents had 

customary access were sprinklered except 

for two roof accesses, one located in the 

special care unit and the other on the 

second floor unit of the two story 

addition.   All areas providing facility 

services were sprinklered except for a 

roof access room located in the front 

office area.

   

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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1.Corrections of previous 

timeframes cannot be made.  No 

residents were affected by this 

alleged deficient practice. 2.All 

residents, staff and visitors have 

the potential to be affected by this 

alleged deficient practice, 

however, no residents, staff or 

visitors have been affected.   

Sprinkler protection will be 

installed in the three (3) affected 

roof access areas (Front Office, 

2nd Floor Janitor Closet, and the 

Housekeeping Office) by a 

licensed qualified vendor.3.Once 

the sprinkler protection is installed 

in the three (3) affected roof 

access areas, the deficient 

practice will not recur.  The 

sprinkler protection will be 

permanent and complete.4.Once 

the sprinklers are install, it will 

become part of our 

overall sprinkler system, which 

continues to be serviced by a 

licensed qualified contractor. 

5.Date of completion 9-21-12.

09/21/2012  12:00:00AMK9999State Findings

3.1-19 ENVIRONMENT AND 

PHYSICAL STANDARDS

3.1-19(ff) A health facility licensed under 

16-28 and this rule must do the following:

(1) Have an automatic sprinkler system 

installed throughout the facility before 

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 all areas providing 

services to the facility were sprinklered.  

This deficient practice could affect 101 

residents in the facility as well as staff and 

visitors. 

Findings include:
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During a facility tour with the 

Maintenance Director from 11:08 a.m. to 

12:20 p.m. on 8/22/12, a room was found 

behind a wooden door in the office area at 

the front of the building.  The door was 

labeled "roof access" and opened into an 

approximate four foot by four foot room. 

A ladder extending to the top of the 

building was along the wall across from 

the door.  There was no sprinkler 

protection in this room that extended all 

the way to the roof and the room had four 

walls on each side.  Additionally, there 

were two other roof access points, one 

located in the special care unit and the 

other on the second floor of the two story 

addition.  Each extended up through an 

approximate four foot by four foot 

opening in the ceilings. Each of these 

accesses had openings with no door or 

cover in the ceiling and continued to the 

roof.  Above the opening in the ceilings 

each vertical shaft had four walls. There 

was no sprinkler protection at the top of 

the shaft at both locations.  Interview with 

the Maintenance Director during the tour 

confirmed the three roof accesses were 

not sprinklered.

3.1-19(ff)
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