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Bldg. 01

A Life Safety Code Recertification and 

State Licensure Survey was conducted by 

the Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  06/23/16

Facility Number:  000373

Provider Number:  155839

AIM Number:  100288730

At this Life Safety Code survey, Summit 

Convalescent Center was found not in 

compliance with Requirements for 

Participation in 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 determined to 

be of Type II (000) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors and spaces open to the corridors 

with battery powered smoke detectors in 

all resident sleeping rooms.  The facility 

has a capacity of 34 and had a census of 

26 at the time of this survey.

K 0000 Submission of this plan of 

correction shall not constitute or 

be construed as an admission by 

Summit Convalescent Center that 

the allegations contained in the 

survey report are accurate or 

reflect accurately the provision of 

care and service to the residents 

at Summit Convalescent Center. 

The facility requests the following 

plan of correction be considered 

its allegation of compliance the 

facility also respectfully requests 

paper compliance due to the low 

scope and severity and number of 

tags written.     
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All areas where residents have customary 

access were sprinklered.  All areas 

providing facility services were 

sprinklered.

NFPA 101 

LIFE SAFETY CODE STANDARD 

Doors protecting corridor openings in other 

than required enclosures of vertical 

openings, exits, or hazardous areas shall be 

substantial doors, such as those constructed 

of 13/4 inch solid-bonded core wood, or 

capable of resisting fire for at least 20 

minutes. Clearance between bottom of door 

and floor covering is not exceeding 1 inch. 

Doors in fully sprinklered smoke 

compartments are only required to resist the 

passage of smoke. There is no impediment 

to the closing of the doors. Hold open 

devices that release when the door is 

pushed or pulled are permitted. Doors shall 

be provided with a means suitable for 

keeping the door closed. Dutch doors 

meeting 19.3.6.3.6 are permitted. Door 

frames shall be labeled and made of steel or 

other materials in compliance with 8.2.3.2.1. 

Roller latches are prohibited by CMS 

regulations in all health care facilities. 

19.3.6.3

K 0018

SS=B

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 1 set of 

double leaf corridor doors on Center hall 

K 0018 The hardware was replaced on 

the central supply double doors, 

so now the doors latch 

independently of each other. 

07/15/2016  12:00:00AM
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could latch independently into their door 

frames.  This deficient practice could 

affect 10 residents as well as visitors and 

staff.

Findings include:

Based on observation on 06/23/16 at 1:00 

p.m. with the Administrator, the set of 

double leaf corridor doors on Center hall 

leading into the Central Supply closet 

required one door to be latched manually 

into the door frame before the second 

door would latch into the first door and 

secure them both tightly into the door 

frame.

Based on interview concurrent with the 

observation it was acknowledged by the 

Administrator, the aforementioned set of 

corridor doors would not latch 

independently into their door frame.

3.1-19(b)

Maintenance director will check 

on a monthly basis that the doors 

function correctly and latch 

independent of each other. POC 

Date: 7/15/16.     

NFPA 101 

LIFE SAFETY CODE STANDARD 

Electrical wiring and equipment shall be in 

accordance with National Electrical Code. 

9-1.2 (NFPA 99) 18.9.1, 19.9.1

K 0147

SS=E

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 6 powerstrips 

observed including extension cords and 

non-fused multiplug adapters were not 

used as a substitute for fixed wiring.  

LSC 19.5.1 requires utilities to comply 

K 0147 Refrigerator was removed from 

the MDS office and placed in area 

where could be plugged into fixed 

wiring.   The refrigerator was only 

in this office for a few days due to 

facility renovation.   Refrigerator 

does not contain any food or 

resident medications and is for 

07/05/2016  12:00:00AM
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with Section 9.1.  LSC 9.1.1 requires 

electrical wiring and equipment to 

comply with NFPA 70, National 

Electrical Code, 1999 Edition.  NFPA 70, 

Article 400-8 requires that, unless 

specifically permitted, flexible cords and 

cables shall not be used as a substitute for 

fixed wiring of a structure.  This deficient 

practice would affect 12 residents on 

Center hall north, as well as visitors and 

staff.

Findings include:

Based on observation on 06/23/16 at 1:50 

p.m. with the Administrator, there was a 

mini size refridgerator plugged into a 

surge protector in the MDS office on 

Center hall north.

Based on interview concurrent with the 

observation it was acknowledged a surge 

protective device was used to power a 

mini size refridgerator in the MDS office 

on Center hall north. 

3.1-19(b)

staff use only.  Maintenance 

director makes monthly facility 

rounds to ensure power strips are 

not used inappropriately.  POC 

Date: 7/5/16
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