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K 0000
Bldg. 01
A Life Safety Code Recertification and K 0000 K 000 Preparation and execution of
State Licensure Survey was conducted by this plan of correctionin no way
the Indiana State Department of Health in constitutes an admission o
. agreement by Westminster Village
accordance with 42 CFR 483.70(a). Health& Rehab of the truth of the
facts alleged in this statement of
Survey Date: 10/30/15 deficiencyand plan of correction is
submitted exclusively to comply
Facility Number: 000126 with state andfederal law.
Provider Number: 155221 Westminster Village Health & Rehab
reserves the right tochallenge in
AIM Number: 100266400 legal proceedings, all deficiencies,
statements, findings, factsand
At this Life Safety Code survey, conclusions that form the basis of
Westminster Village Health & Rehab the stated deficiency. This plan
was found not in compliance with ofcorrection serves as the allegation
Requirements for Participation in of Cor_n_p“ar?ce' T_his statement
. L. ofdeficiencies will be taken to
Medicare/Medicaid, 42 CFR Subpart Westminster Village Health &
483.70(a), Life Safety from Fire and the Rehab’s QualityAssurance
2000 edition of the National Fire Performance Improvement
Protection Association (NFPA) 101, Life Committee.
Safety Code (LSC), Chapter 19, Existing We are in full compliance as of
Health Care Occupancies and 410 IAC November 25, 201_5 an_dre_BSpethu”y
16.2. request a desk .re.wew in lieu of a
post survey revisit.
This two story facility was determined to
be Type II (000) construction and was
fully sprinklered except for the second
floor Housekeeping Supply Room. The
facility has a fire alarm system with
smoke detection in the corridors and in
all areas open to the corridor. The
facility has battery operated smoke
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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detectors installed in all resident sleeping
rooms. The facility has a capacity of 78
and had a census of 66 at the time of this
visit.
The facility has elected to utilize
Categorical Waivers pertaining to annual
load bank testing for the emergency
generator and monthly fire pump testing.
All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered except for the second floor
Housekeeping Supply Room.
Quality Review on 11/10/15 - DA
K 0020 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 | Stairways, elevator shafts, light and
ventilation shafts, chutes, and other vertical
openings between floors are enclosed with
construction having a fire resistance rating
of at least one hour. An atrium may be used
in accordance with 8.2.5.6. 19.3.1.1.
Based on observation and interview, the K 0020 K020-LifeSafety Code Standard 11/29/2015
facility failed to enclose 2 of 5 vertical Whatcorrective action(s) will be
. . . . accomplished for those residents
openings with construction having a fire
. . found to havebeen affected by the
resistance rating of at least one hour. defici .
. ] eficient practice?
LSC 8.2.5.2 requires openings shall be Thisdeficient practice could affect
protected as appropriate for the fire visitors, staff and residents. No one
resistance rating of the barrier. LSC sufferedadverse effects as a result of
7.1.3.2.1(a) requires a one hour rating in this practice. We had Crossroads
existing buildings of three stories or less. door andhardware come out to
correct the issues with the doors.
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7.1.3.2.1(c) requires openings in How otherresidents having the
separations shall be protected by fire door potential to be affected by the
assemblies. NFPA 80, the Standard for is:::::i:zc;i:tx;:t:i:;:?Z
Fire Doors and Fire Windows, 1999 action(s) will be taken?
Edition, at 2-1.4.1 requires swinging Allresidents in the facility have the
doors to be equipped with self closing potential to be affected by this
devices which will cause the door to practice. Apreventative maintenance
close and latch each time it is opened. schedule will be put in place.
This deficient practice could affect 20 VIVhat mea:ures will '?e ':“ into il
residents, staff and visitors on the second E:;Z:;r; :;:Z::i:; :h:nges W
floor. deficient practice does not recur?
Added to the
Findings include: preventativemaintenance schedule
monthly.
Based on observations with the How thecorrective action(s) will be
Maintenance Supervisor during a tour of ::_::3::1;::::::::?:fj:v:::nt
the facility from 11:45 a.m. to 1:20 p.m. quality assurance program will be
on 10/30/15, the stairwell door on the put into place.
second floor by the nurse's station and the An audit tool will be created to
stairwell door on the second floor by check that the preventative
Room G222 each had a 90 minute fire maintenance is inplace and checked
resistance rating and was provided with a quarterly times four quarters.
self closing device but the latching
mechanism failed to latch the door into
the door frame when each door was
attempted to self close five separate
times. Based on interview at the time of
the observations, the Maintenance
Supervisor acknowledged the
aforementioned second floor stairwell
doors each failed to latch into the door
frame to provide the vertical opening
with a fire resistance rating of at least one
hour.
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3.1-19(b)
K 0033 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 Exit components (such as stairways) are
enclosed with construction having a fire
resistance rating of at least one hour, are
arranged to provide a continuous path of
escape, and provide protection against fire
or smoke from other parts of the building.
8.2.5.2,19.3.1.1
Based on observation and interview, the K 0033 K033-LifeSafety Code Standard 11/29/2015
facility failed to enclose 1 of 3 stairways Whatcorrective action(s) will be
. . . . accomplished for those residents
with construction having a fire resistance
. found to havebeen affected by the
rating of at least one hour. LSC 8.2.5.2 - .
N ] deficient practice?
requires openings shall be protected as Thisdeficient practice could affect
appropriate for the fire resistance rating visitors, staff and residents. No one
of the barrier. LSC 7.1.3.2.1(a) requires sufferedadverse effects as a result of
a one hour rating in existing buildings of this practice. We had Crossroads
. . d dhard tt
three stories or less. 7.1.3.2.1(c) requires eorandhardware come outto
. . . hall b d correct the issues with the doors.
openings in separatlc?ns shall be protecte How otherresidents having the
by fire door assemblies. NFPA 80, the potential to be affected by the
Standard for Fire Doors and Fire same deficient practicewill be
Windows, 1999 Edition, at 2-1.4.1 identified and what corrective
requires swinging doors to be equipped action(s) will be taken?
. . . . . Allresidents in the facility have th
with self closing devices which will resiaents in the factlity have the
potential to be affected by this
cause the door to close and latch each ) ) .
) - ) ] ) practice. Apreventative maintenance
time it is opened. This deficient practice schedule will be put in place.
could affect 20 residents, staff and What measures will be put into
visitors on the second floor. place or what systemic changes will
bemade to ensure that the
deficient practice does not recur?
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Findings include: Added to the
preventativemaintenance schedule
Based on observations with the monthly.
Mai S . duri £ How thecorrective action(s) will be
amte.n.ance upervisor during a tour o monitored to ensure the deficient
the facility from 11:45 a.m. to 1:20 p.m. practice willnot recur, i.e. what
on 10/30/15, the stairwell door on the quality assurance program will be
second floor by the nurse's station and the put into place.
stairwell door on the second floor by An audit tool will be created to
. heck that th tati
Room G222 each had a 90 minute fire checkthat the preventative
. . . . maintenance is inplace and checked
resistance rating and was provided with a )
] ” ) quarterly times four quarters.
self closing device but the latching
mechanism failed to latch the door into
the door frame when each door was
attempted to self close five separate
times. Based on interview at the time of
the observations, the Maintenance
Supervisor acknowledged the
aforementioned second floor stairwell
doors each failed to latch into the door
frame to provide each stairway with a fire
resistance rating of at least one hour.
3.1-19(b)
K 0048 NFPA 101
SS=D LIFE SAFETY CODE STANDARD
Bldg. 01 There is a written plan for the protection of
all patients and for their evacuation in the
event of an emergency. 19.7.1.1
Based on record review, observation and K 0048 K048- LifeSafety Code Standard 11/29/2015
What corrective action(s) will be
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interview; the facility failed to include accomplished for those
the use of the kitchen range hood fire residentsfound to have been
suppression system in relation to kitchen foemj: by theﬁdef':'ezt prac"fcfe?
fire extinguishers for 1 of 1 written fire asoar:;j: ;Stuhi:;aciic\::si: ects
safety plans for the facility in the event of deficiency couldaffect five staff
an emergency. LSC 19.2.2.2 requires a members in the kitchen. We have
written health care occupancy fire safety updated theEmergency/Disaster
plan that shall provide for the following: Preparedness Plan: Fire Emergencies
(1) Use of alarms to include the writtenfire safety plan
addressing the use of the kitchen
(2) Transmission of alarm to the fire range hoogd fire compressionsystem
department in relationship with the use of the
(3) Response to alarms kitchen K class fire extinguisher.
(4) Isolation of fire How otherresidents having the
(5) Evacuation of immediate area P°te"tia'_t'f’ be affecfed b}’ the
(6) Evacuation of smoke compartment .s:m:_:e:c'e:t p;a‘:'cew'"t'be
(7) Preparation of floors and building for ;:::L;(I:) v:: b‘:t:k::?"ec e
evacuation Allresidents in the facility have the
(8) Extinguishment of fire potential to be affected by this
This deficient practice could affect 5 staff practice. MaintenanceDirector or
in the kitchen. designee and the health center
Administrator will review
L . theemergency/disaster
Flndlngs include: preparedness plan annually.
Whatmeasures will be put into
Based on review of "Emergency/Disaster place or what systemic changes will
Preparedness Plan: Fire Emergencies" be made to ensurethat the
documentation with the Maintenance deficient practice does not recur?
Director during record review from 9:20 Any updates (,jone tothe )
emergency/disaster plan will need
a.m. to 11:45 a.m. on 10/30/15, the approval bythe maintenance
written fire safety plan did not address director or designee and the health
the use of the kitchen range hood fire center administrator.
suppression system in relationship with How thecorrective action(s) will be
the use of the kitchen K class fire monitored to ensure the deficient
extinguisher. The aforementioned pracflce willnot recur, i.e. Wh,at
K quality assurance program will be
written fire safety plan under the put into place?
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K 0056
SS=D
Bldg. 01

"Kitchen Fire" section stated "Fight fire
with Extinguisher as able" and contained
no statement on the use of the range hood
suppression system. Based on interview
at the time of record review, the
Maintenance Director acknowledged the
written fire safety plan did not address
the use of the range hood suppression
system in relationship with the use of the
K Class fire extinguisher. Based on
observation with the Maintenance
Supervisor during a tour of the facility
from 11:45 a.m. to 1:20 p.m. on
10/30/15, one K class fire extinguisher
was located in the kitchen and a placard
was conspicuously placed near the
extinguisher which stated the range hood
fire protection system shall be activated
prior to using the K Class fire
extinguisher.

3.1-19(a)

NFPA 101

LIFE SAFETY CODE STANDARD

If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13,

Maintenance Director or designee
and the health center administrator
willapprove the emergency/disaster
plan annually.
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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 K 0056 K056 -Life Safety Code Standard 11/29/2015
facility failed to ensure automatic Whatcorrective action(s) will be
. . . lished for th ident:
sprinklers were installed in the second accomplished for those residents
a H K . S v R ¢ found to havebeen affected by the
001’- ousekeeping Supply ] oom to deficient practice?
pl‘OVlde coverage for all portions of the No residentssuffered adverse effects
building. This deficient practice could as a result of this practice. This
affect five staff and visitors in the vicinity deficient practice couldaffect five
of the second floor Housekeeping Supply staff and visitors in the vicinity of the
Room second floor housekeepingsupply
' room. We are having Hydro Fire
o ) Protection install an automatic
Findings include: sprinklerhead in the housekeeping
supply room; this has been ordered
Based on observation with the and will beinstalled as soon as Hydro
Maintenance Supervisor during a tour of Fire Protection receives the parts.
- Anticipatedinstallation is th k
the facility from 11:45 a.m. to 1:20 p.m. nuicipatedinstatiation is the wee
of November 30, 2015.
on 10/30/15, the second floor . .
] How other residents having
Housekeeping Supply Room was not thepotential to be affected by the
sprinklered. Based on interview at the same deficient practice will be
time of observation, the Maintenance identified andwhat corrective
Supervisor acknowledged the second action(s) will be taken?
. Allresidents in the facility have the
floor Housekeeping Supply Room was . yhav
K potential to be affected by this
not sprinklered. ) . .
practice. Apreventative maintenance
schedule will be put in place to
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: UJdMzZ21 Facility ID: 000126 If continuation sheet Page 8 of 17
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3.1-19(b) check the sprinklerhead monthly.
3 1_19(ff) What measures will be put into
placeor what systemic changes will
be made to ensure that the
deficient practicedoes not recur, i.e.
what quality assurance program
will be put into place?
Added to thepreventative
maintenance schedule monthly.
How the corrective action(s) will
bemonitored to ensure the
deficient practice will not recur, i.e.
what qualityassurance program will
be put into place?
An audit tool will be created to
check that the preventative
maintenance is inplace and checked
quarterly times four quarters.
K 0062 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
Bldg. 01 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 record review, observation and K 0062 K062 - Life Safety Code Standard 11/29/2015
interview; the facility failed to ensure 1 What corrective action(s) will
of 1 automatic sprinkler system's fire beaccomplished for those residents
. . . . found to have been affected by the
pump was continuously maintained in deficientpractice?
reliable operating condition. NFPA 25’ No residentssuffered adverse effects
5-3.3.1 states an annual test of each pump as a result of this practice. This
assembly shall be conducted under deficiency couldaffect all residents,
minimum, rated and peak flows of the staff and visitors. We are having
fire pump. Section 1-4.4 states the owner Hydro F're_: Protection installa new
updated fire pump panel, we have
or occupant promptly shall correct or this on order and it will be installed
repair deficiencies, damaged parts, or assoon as it arrives. There is a 3-4
impairments found while performing the week delivery and anticipated
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: UJdMzZ21 Facility ID: 000126 If continuation sheet Page 9 of 17
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inspection, test, and maintenance installationis the week of November
requirements of this standard. 30, 2015.
. . How other residents havin
Corrections and repairs shall be &
. . thepotential to be affected by the
performed by qualified maintenance - -
) same deficient practice will be
personnel or a qualified contractor. identified andwhat corrective
Section 1-8 states records of inspections, action(s) will be taken?
tests, and maintenance of the system and Allresidents in the facility have the
its components shall be made available to potential to be affected by this
. . S TOT] ractice. MaintenanceDirector or
the authority having jurisdiction upon P
. N . designee will review all of Hydro Fire
request. This deficient practice affects all b o .
i o rotection’s inspections
remdents, staff and visitors. andimmediately fix any issues if the
pump fails testing. Maintenance
Findings include: Director ordesignee will keep
documentation of all ongoing
. . communication until issues
Based on review of Hydro Fire
o " areresolved and the pump has
Protection's "Fire Pump System .
) passed testing.
documentation dated 07/01/15 and What measures will be put into
10/07/15 during record review with the placeor what systemic changes will
Maintenance Supervisor from 9:20 a.m. be made to ensure that the
to 11:45 a.m. on 10/30’ the fire pump deficient practicedoes not recur, i.e.
. . . . what quality assurance program
inspection for the automatic sprinkler nat quatity prog
d the el o fi will be put into place?
system stated the electric fire pump Hydro fire protections comes to
"failed" testing. In addition, review of inspect quarterly, a
Hydro Fire Protection's "Fire Pump Flow preventativemaintenance will be
Test" documentation dated 10/07/15 generated to remind the
noted the fire pump panel has a faulty maintenance director or designee
o tocheck the inspection for pass/fail.
contactor, the facility has requested a p. . P /
. ) he fi 1 h How the corrective action(s) will
price to replace the fire pump panel as the bemonitored to ensure the
current panel is obsolete and parts for it deficient practice will not recur, i.e.
are no longer available. Based on what qualityassurance program will
interview at the time of record review, be put into place?
the Maintenance Supervisor stated the Maintenance Director or designee
. . will check all hydro fire
fire pump is still operable, parts have i y ) )
protectionsquarterly inspections for
been ordered to replace the panel but pass/fail.
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acknowledged documentation for fire
pump testing within the most recent
twelve month period indicated the fire
pump was listed as failed with no repair
or replace documentation after 07/01/15
available for review. Based on
observation with the Maintenance
Supervisor during a tour of the facility
from 11:45 a.m. to 1:20 p.m. on
10/30/15, one fire pump for the automatic
sprinkler system was noted in the
sprinkler riser room.
3.1-19(b)
K0130 | NFPA 101
SS=F MISCELLANEOUS
Bidg. 01 OTHER LSC DEFICIENCY NOT ON 2786
Based on record review, observation and K 0130 K130 -Life Safety Code Standard 11/29/2015
interview; the facility failed to maintain a Whatcorrective action(s) will be
. . accomplished for those residents
preventive maintenance program for
b d ke d found to havebeen affected by the
' attery oPerate Smo e' etectors ' deficient practice?
installed in 39 of 39 resident sleeping No residentssuffered adverse effects
rooms. LSC 4.6.12.2 requires existing as a result of this practice. This
life safety features obvious to the public, deficiency couldaffect all residents,
if not required by the Code, shall be staff and visitors. Maintenance
. . . . | d all 39 batt ted
either maintained or removed. This cleaneda ateryoperate
. . smoke detectors installed in the
deficient practice could affect all . )
) o resident rooms with clean
residents, staff and visitors. compressedair.
How other residents having
Findings include: thepotential to be affected by the
same deficient practice will be
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Based on review of "Weekly Smoke identified andwhat corrective
Detector Inspection" documentation with action(s) will be taken?
the Maintenance Supervisor during Allresidents in the facility have the
. rd revi from 9:20 a.m. to 11:45 potential to be affected by this
cco eview 1ro -~V a.m. .0 : practice. Wehave cleaned all 39
a.m. on 10/30/15, documentation of an battery operated smoke detectors
itemized list by location of battery installed in the residentrooms with
operated smoke detector cleaning for the clean compressed air. We have
most recent twelve month period was not created a preventative
. . . . maintenanceschedule for
available for review. Based on interview
he ti £ d . h maintenance to clean all 39 battery
at t' ¢ time ot recor .I‘GVICW, the operated smoke detectors inthe
Maintenance Supervisor stated the health center by gently vacuuming
aforementioned weekly battery operated or using clean compressed air. A
smoke detector testing documentation cleaningdocumentation checklist has
only includes functional testing of the been created.
What measures will be put into
detectors and acknowledged : ot svstemi ':‘ i
. . i . placeor what systemic changes wi
documentation of an itemized list by be made to ensure that the
location of battery operated smoke deficient practicedoes not recur, i.e.
detector cleaning for the most recent what quality assurance program
twelve month period was not available will be put into place?
for review. Based on observation with Apreventative maintenance
. . . schedule for maintenance to clean
the Maintenance Supervisor during a tour 1139 batt red smok
... a atteryoperated smoke
of the facility from 11:45 a.m. to 1:20 detectors in the health center by
p.m. on 10/30/15, a Kidde First Alert gently vacuuming or usingclean
ode attery operated Smoke compressed air has been generated.
Model SA340 batt ted k dairhas b d
detector was installed in Room G208. A cleaning documentation checklist
Manufacturer's instructions affixed to the hasbeen created.
back of the battery operated smoke How the corrective action(s) will
bemonitored to ensure the
"
detector stated to "gently vacuum or use deficient practice will not recur, i.e.
: "
clean compressed air once per month" to what qualityassurance program will
clean the smoke detector. Based on be put into place?
interview at the time of observation, the Maintenancedirector or designee
Maintenance Supervisor stated the will monitor monthly for completion
-1 of cleaning checklist.
facility has the same model battery &
operated smoke detector installed in each
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of 39 resident sleeping rooms in the
facility and acknowledged an itemized
list by location of monthly battery
operated smoke detector cleaning
documentation for the most recent twelve
month period was not available for
review.
3.1-19(a)
K 0154 NFPA 101
SS=C LIFE SAFETY CODE STANDARD
Bldg. 01 Where a required automatic sprinkler
system is out of service for more than 4
hours in a 24-hour period, the authority
having jurisdiction is notified, and the
building is evacuated or an approved fire
watch system is provided for all parties left
unprotected by the shutdown until the
sprinkler system has been returned to
service. 9.7.6.1
Based on record review and interview, K 0154 K154-Life Safety Code Standard 11/29/2015
the facility failed to provide a complete What corrective action(s) will
. . o beaccomplished for those residents
written policy containing procedures to
. . found to have been affected by the
be followed in the event the automatic . .
. deficientpractice?
sprlnkler system has to be placed out of No residentssuffered adverse effects
service for four hours or more in a 24 as a result of this practice. This
hour period in order to protect 28 of 28 deficient practicecould affect
visitors, staff and residents. We have
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residents. LSC 9.7.6.2 requires sprinkler updated theEmergency/Disaster
impairment procedures comply with Preparedness Plan: Fire Watch to
NFPA 25, 1998 Edition, the Standard for nelude the fve A renipeople hat
Inspection, Testing and Maintenance of sprinkler system has to beplaced out
Water-Based Fire Protection Systems. of service for four hours or more in a
NFPA 25, 11-5(e) requires the insurance 24 hour period.
carrier, alarm company, building How other residents having
owner/manager and other authorities thepotential to be affected by the
having jurisdiction also be notified. This _S:me_:e::de';t phramce w“! be
deficient practice could affect all ;::::‘(I:) v:: l:: t:(::;remve
reSidentsv staff and visitors. Allresidents in the facility have the
potential to be affected by this
Findings include: practice. MaintenanceDirector or
designee and the health center
Based on review of "Emergency/Disaster administrator W”_I review
Preparedness Plan" and the facility's Life ;t:z;z;g:::syg?;a::ua“y
Safety Code book containing "Policy for What measures will be put‘into
Fire Watch" documentation with the placeor what systemic changes will
Administrator and the Maintenance be made to ensure that the
Director during record review from 9:20 deficient practicedoes not recur, i.e.
am. to 11:45 a.m. on 10/30/15, the what quality assurance program
K . . will be put into place?
written fire watch policy for the facility Any updates done to the
in the event the automatic sprinkler emergency/disaster plan will need
system has to be placed out of service for approval bythe maintenance
four hours or more in a 24 hour period director or designee and the health
did not include notification of the alarm center administrator. ‘
company, the local fire department, the :ow th_‘: cor;e:t've acm::(s) will
insurance carrier and the building owner. d::c?::‘:;fact;:r‘::lr:ot :ecur' e
Based on interview at the time of record what qualityassurance program will
review, the Maintenance Supervisor be put into place?
acknowledged the written fire watch Maintenance Director or designee
policy for the facility in the event the and the health center
automatic sprinkler system has to be :::2L;':;S;:’;!:;’:Zﬁ::ea;ﬁa”y
placed out of service for four hours or
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more in a 24 hour period did not include
notification of the aforementioned
entities.
3.1-19(b)
K 0160 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 All existing elevators, having a travel
distance of 25 ft. or more above or below the
level that best serves the needs of
emergency personnel for fire fighting
purposes, conform with Firefighter's Service
Requirements of ASME/ANSI A17.3, Safety
Code for Existing Elevators and Escalators.
19.5.3,9.4.3.2
Based on record review, observation and K 0160 K160-Life Safety Code Standard 11/29/2015
interview; the facility failed to ensure the What corrective action(s) will
. . beaccomplished for those residents
elevator equipment in 1 of 1 elevator
A ded with found to have been affected by the
equlpm(?nt rooms was provided wi 2'1 deficientpractice?
shunt tl‘lp. ASME/ANSI A17.1 permlts No residentssuffered adverse effects
sprinklers in elevator machine rooms as a result of this practice. This
when there is a means for disconnecting deficiency couldaffect four
the main power supply to the affected residents, staff and visitors.
. . S Engineering C
elevator automatically upon or prior to ycamore Engineering tompany
h i . £ A h andThyssenKrupp Elevator Company
t e'app Ication o .Water rom the i will install a shunt trip in the
sprinkler located in the elevator machine elevator machineroom. We have
room. This deficient practice could ordered the shunt and there is a 3-4
affect four residents, staff and visitors in week delivery on theequipment.
the elevator if the sprinkler system was Installation will occur once the
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activated in the elevator machine room. company has received the
equipment.
Findings include: How other residents having
) thepotential to be affected by the
) . same deficient practice will be
Based on record review with the identified andwhat corrective
Administrator and the Maintenance action(s) will be taken?
Supervisor from 9:20 a.m. to 11:45 a.m. Allresidents in the facility have the
on 10/30/15, documentation of shunt trip potential to be affected by this
. . . . ractice. SycamoreEngineerin
installation in the elevator machine room P Y & €
. . Company and ThyssenKrupp
was not available for review. Based on .
Elevator Company will install a shunt
interview at the time of record review, tripin the elevator machine room.
the Administrator acknowledged What measures will be put into
documentation of shunt trip installation placeor what systemic changes will
in the elevator machine room was not be made to ensure that the
. . deficient practicedoes not recur, i.e.
available for review. Based on P
X . . what quality assurance program
observation with the Maintenance . )
will be put into place?
Superv1sor durlng a tour of the faCIhty An annualinspection is completed by
from 11:45 a.m. to 1:20 p.m. on homeland security and
10/30/15, the elevator machine room was ThyssenKrupp checks theelevators
provided with an automatic sprinkler but monthly for safety and functionality.
. .. . How the corrective action(s) will
no evidence of shunt trip installation was )
i B d . ; he ti ¢ bemonitored to ensure the
noted. Based on interview at the time o deficient practice will not recur, i.e.
observation, the Maintenance Supervisor what qualityassurance program will
acknowledged comprehensive care be put into place?
residents have customary access to the Maintenancedirector or designee
elevator and acknowledged it could not will monitor monthly for completion
. of safety andfunctionality testing.
be assured the aforementioned elevator ¥ v &
machine room was provided with a shunt
trip.
3.1-19(b)
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