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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: 01/12/15

Facility Number: 000076
Provider Number: 155156
AIM Number: 100271060

Surveyor: Phillip Komsiski, Life Safety
Code Specialist

At this Life Safety Code survey,
Aperion-Arbors at Michigan City 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 one story facility was 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, spaces open to the corridors
and hard wired smoke detectors in all
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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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resident sleeping rooms. The facility has
a capacity of 180 and had a census of 144
at the time of this survey.

All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered.

Quality Review by Dennis Austill, Life
Safety Code Specialist on 01/14/15.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:

NFPA 101

LIFE SAFETY CODE STANDARD

If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13,
Standard for the Installation of Sprinkler
Systems, to provide complete coverage for
all portions of the building. The system is
properly maintained in accordance with
NFPA 25, Standard for the Inspection,
Testing, and Maintenance of Water-Based
Fire Protection Systems. It is fully
supervised. There is a reliable, adequate
water supply for the system. Required
sprinkler systems are equipped with water
flow and tamper switches, which are
electrically connected to the building fire
alarm system. 19.3.5

Based on observation and interview, the

K010056

01/19/2015
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facility failed to ensure 1 of 4 steel The facility requests paper
armover sprinkler pipes observed were compliance for this citation.
installed in accordance with the
requirements of NFPA 13, Standard for
the Installation of Sprinkler Systems. This plan of correction is the
NFPA 13, 1999 edition, Section 6-2.3.4 Centelf_'s credible allegation of
states the cumulative horizontal length of compliance.
an unsupported armover to a sprinkler,
sprinkler drop, or sprig-up shall not
exceed 24 inches for steel pipe or 12 Preparation and/ or execution of
. . . this plan of correction does not
inches for copper tube. This deficient . o
] ) ] constitute admission or
practice could affect all residents in the agreement by the provider of the
building if the sprinkler system required truth of the facts alleged or
repair as well as staff or visitors. conclusions set forth in the
statement of deficiencies. The
o . plan of correction is prepared and
Findings include: / or executed solely because it is
required by the provisions of
Based on observations on 01/12/15 at federal and state law.
1:15 p.m. with the Maintenance
Supervisor, the steel sprinkler pipe
armover observed exposed and below the 1. An additional support was
cloth canopy outside the south installed on 1.19.15. (see
JMaintenance exit was at least thirty six attached photo)
inches in l.ength.and unsupported. 2 All residents have the
Based on interview on 01/12/15 potential to be impacted by the
concurrent with the observation with the alleged practice.
Maintenance Supervisor it was . .
Kknowledeed the af oned 1 3.  The Maintenance Director
ac . owle ge the atorementioned stee (or designee) will monitor all
sprinkler pipe armovers exceeded twenty sprinkler installations and/or
four inches in length and was repairs to ensure that horizontal
unsupported. sections are supported at least
every 24 inches.
3.1-19(b) 4.  Sprinkler installations and/or
repairs will be documented by the
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Maintenance Director (or
designee) and such
documentation will be kept on file
in the Maintenance shop.
5.1-19-15
K010062 | NFPA 101
SS=C LIFE SAFETY CODE STANDARD
Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13,
NFPA 25,9.7.5
Based on observation, record review and K010062 01/19/2015
interview; the facility failed to ensure 4 The fallellty r:qut?ts !otatp.er
. compliance for this citation.
of 4 pressure gauges for the sprinkler P
system in the Riser room were
continuously maintained in reliable
operating condition and inspected and This p[an of correction is the
tested periodicallv. NFPA 25. 2-3.2 center’s credible allegation of
) p Y. > compliance.
requires gauges shall be replaced every 5
years or tested every 5 years by Preparation and/ or execution of
comparison with a calibrated gauge. this Fi'f”t of Zorregtion does not
Gauges not accurate to within 3 percent constitute admission or
] agreement by the provider of the
of the full scale shall be recalibrated or truth of the facts alleged or
replaced. This deficient practice affects conclusions set forth in the
all occupants in the facility including statement of deficiencies. The
staff. visitors and residents plan of correction is prepared and
’ ’ / or executed solely because it is
required by the provisions of
Findings include: federal and state law.
Based on observation on 01/12/15 at 1:38
p.m. with the Maintenance Supervisor, 1. Al four sprinkler gauges
four sprinkler pressure gauges in the were replaced on 1.8.15. (see
sprinkler riser room on service hall had attached invoice)
sprinkler vendor replacement dates of
P p 2. Allresidents have the
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2008. Based on Sprinkler Inspection potential to be impacted by the
Records review on 01/12/15 at 3:15 p.m. alleged pract|ce.. T.he valves
h th . . were replaced within 48 hours of
with the Maintenance Supervisor, the survey.
documentation did not reveal the
Sprinkler system gauges had been 3. The Maintenance Director
calibrated or replaced since the last date. (or designee) will nqte the need to
Based . . h replace the gauges in January of
ased on 1nterview on concurrent wit 2020 in the preventative
the observation it was acknowledged by maintenance schedule.
the Maintenance Supervisor the pressure
gauges had exceeded the five year 4. Asprinkle gauge
. f librati replacement reminder will be

requirement for recalibration or added to the facility QAPI agenda
replacement. via the Outlook calendar. The

reminder will be set for December
31—19(b) of 2019.

5. 1-19-15
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