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Bldg. 01

A Post Survey Revisit (PSR) to the Life 

Safety Code Recertification and State 

Licensure Survey conducted on 07/27/16 

was conducted by the Indiana State 

Department of Health in accordance with 

42 CFR 483.70(a).

Survey Date:  09/08/16

Facility Number:  000108

Provider Number:  155653

AIM Number:  100267410

At this PSR Survey, Lake County 

Nursing and Rehabilitation Center was 

found in substantial 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 two story facility determined to be 

of Type II (222) construction was fully 

sprinklered.  The facility has a fire alarm 

system with hard wired smoke detection 

in the corridors and in areas opened to the 

corridors.  Battery operated smoke 

K 0000  

September 16, 2016

  

 

  

 

  

Kim Rhoades, Director of Long 

Term

  

Care Indiana State Department of

  

Public Health 2 North Meridian St.

  

Sec 4-B

  

Indianapolis, In 46204-3006

  

 

  

 

  

 

  

 

  

Dear Ms.Rhoades:

  

 

  

Please reference the enclosed 2567 

as “Plan of Correction” for the 

September 8, 2016  Life Safety code 

Survey Revisit that was conducted at 

Lake County Nursing and 

Rehabilitation Center. I will submit 

signature sheets of the in-servicing, 

content of in-service and audit tools 
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detectors are installed in all resident 

sleeping rooms.  The facility has a 

capacity of 117 and a census of 63 at the 

time of this survey.

All areas where residents have customary 

access were sprinklered.  All areas 

providing facility services were 

sprinklered except two detached storage 

sheds.

Quality Review completed on 09/09/16 - 

DA

September 16, 2016. Preparation and 

/ or execution of this plan of 

correction does not constitute 

admission or agreement by the 

provider of the truth facts alleged or 

conclusion set forth in the statement 

of deficiencies. This plan of 

correction is prepared and / or 

executed solely because it is required 

by the provision of the Federal State 

Laws.  This facility appreciates the 

time and dedication of the Survey 

Team; the facility will accept the 

survey as a tool for our facility to use 

in continuing to better our Elders in 

our community.

  

The Plan of Correction submitted on 

September 16, 2016 serves as our 

allegation of compliance. The 

provider respectfully request a Desk 

review on or after October 8, 2016. 

Should you have any question or 

concerns regarding the Plan of 

Corrections, please contact me.

  

 

  

 

  

 

  

Respectfully,
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Neysa Stewart, HFA

 

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=A

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 1 Service 

Corridor Dirty Linen corridor door did 

not have an impediment to latching. This 

deficient practice could affect staff only.

Findings include:

Based on observation with the 

Maintenance Director on 09/08/16 at 

10:28 a.m., the corridor door to the 

K 0018  K018          PLAN OF 

CORRECTION      Please accept 

the following as the facility’s 

plan of correction.  This plan of 

correction does not constitute 

an admission of guilt or liability 

by the facility and is submitted 

only in response to the 

regulatory requirement.      1. 

The corrective action taken for 

the resident found to have 

been affected by the deficient 

practice: No staff employed by 

the facility were identified as 

09/16/2016  12:00:00AM
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Service Corridor Dirty Linen was held 

open by a wire hanging from the ceiling 

which prevented the door from closing 

and latching into the door frame. Based 

on interview at the time of observation, 

the Maintenance Director acknowledged 

the aforementioned condition.

 

3.1-19(b)

This deficiency was cited on 07/27/16. 

The facility failed to implement a 

systemic plan of correction to prevent 

recurrence.

being adversely affected.   1) 

“Based on observation and 

interview, the facility failed to 

ensure 1 of 1 Service Corridor 

Dirty Linen, corridor door did not 

have an impediment to latching.   

    The Maintenance Director & 

Environmental Director 

immediately re-educated the 

Laundry Aide and removed the 

hanging wire from the door knob.   

    2. The corrective action for 

those residents having the 

potential to be affected by the 

same deficient practice:   All 

staff employed by the facility have 

the potential to be affected. No 

staff were identified as being 

adversely affected. Any concerns 

will be addressed immediately.      

3. The measures put into place 

and a systemic change made to 

ensure the deficient practice 

does not reoccur:  The Laundry 

and Housekeeping Department 

and all facility staff were 

re-educated on 9/8/16 & 9/9/16 by 

the Maintenance Director and 

Environmental Director regarding 

not using any device to prop open 

doors. On 9/8/16 Signs were 

place on all doors in the service 

area stating (Do Not Prop Doors 

Open). On 9/8/16 the 

Maintenance Director conducted 

a facility wide audit to ensure all 

doors are free of door stoppers/ 

devices.       4. To ensure the 

deficient practice does not 

reoccur, the monitoring system 

established is to:  Maintenance 

Director / Designee will audit All 
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Doors five days a week for 2 

weeks, then (10 doors on 1st 

Floor & 10 doors on 2nd Floor) 

weekly for 8 weeks, then (5 

facility doors for 2 months) to 

ensure they are free of door 

stoppers / devices to prevent 

impediment of latching.  Any 

issues identified will be 

addressed immediately. The audit 

will be presented and reviewed 

monthly at the Quality Assurance 

meeting for the next 3 months QA 

committee will determine if 

continued auditing is necessary.      

        5. Completion date 

systemic changes will be 

completed: 9/16/16     
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