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K 0000
Bldg. 01
A Post Survey Revisit (PSR) to the Life K 0000 Please reference the enclosed
Safety Code Recertification and State 2567 as "Plan of Correction ) fgr
i the September 25, 2015 revisit to
Licensure Survey conducted on 08/11/15 the Life Safety Code Survey of
was conducted by the Indiana State August 11, 2015 that was
Department of Health in accordance with conducted at Hammond Whiting
42 CFR 483.70(a) Care Center. | am respectfully
’ ) requesting paper compliance for
this survey.Preparation and/or
Survey Date: 09/24/15 execution of this plan of
correction does not constitute
Facility Number: 000365 admission or agreement by the
Provid b '. 155423 provider of the truth facts alleged
rovider Number: 155 or conclusion set forth in the
AIM Number: 100287460 statement of deficiencies. This
plan of correction is prepared
At this PSR survey, Hammond-Whiting and/or executed solely because it
Care C found i b al is required by the provision of the
are .enter wgs oun ] In substantia Federal and State Laws. This
compliance with Requirements for facility appreciated the time and
Participation in Medicare/Medicaid, 42 dedication of the Survey Team;
CFR Subpart 483.70(a), Life Safety from the fi:Cllllt)]: will a(;ceﬁ'ttthte survey
. .. . as a tool for our facility to use in
F¥re and the-2000 edlt.IOI:l of the National continuing to better the quality of
Fire Protection Association (NFPA) 101, care provided to our Elders in our
Life Safety Code (LSC), Chapter 19, community.The Plan of
Existing Health Care Occupancies and ;:Ozrgicélon submitted on"Octctn.ber
, serves as our allegation
410 IAC 16.2. of compliance. Should you have
any question or concerns
This one story facility was determined to regarding the Plan of Correction,
be of Type V (111) construction and was ﬁl.ease |Co|gtacctj rEe.Re?pectfully,
fully sprinklered. The facility has a fire D::gc‘tac:ry eadyExecuive
alarm system with hard wired smoke
detection in the corridors, resident rooms
and in common areas. The facility has a
capacity of 80 and had a census of 68 at
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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the time of this survey.
All areas where residents have customary
access were sprinklered. The facility has
one detached building providing storage.
Quality Review completed on 09/28/15 -
DA
K 0130 NFPA 101
Ss=B MISCELLANEOUS
Bldg. 01 OTHER LSC DEFICIENCY NOT ON 2786
Based on observation and interview, the K 0130 What corrective action(s) will be 09/25/2015
facility failed to ensure the penetration in accomplished for those residents
. . found to have been affected by
1 of 2 fire barrier walls was maintained to the deficient practice:The fire wall
ensure the fire resistance of the barrier. was immediately repaired on
LSC 19.1.1.3 requires all health care 9/25/2015 after identification to
facilities to be maintained and operated to E”S‘,”e the flrehret3|st:nc§ Zf::‘e
C arrier - see photo attached.How
minimize the po'ss.1b111ty ofa ﬁre' other residents having the
emergency requiring the evacuation of potential to be affected by the
the occupants. LSC 8.2.3.2.4.2 requires same deficient practice will be
pipes, conduits, bus ducts, cables, wires, identified and what corrective
air ducts, pneumatic tubes and ducts, and a::rflons(gc)‘ WIt" be tak.en:Ng. ol
. 1 . . other residents were immediately
similar building sew1?e equipment that affected by this deficient
pass through fire barriers shall be practice. What measures will be
protected as follows: put into place or what systemic
(1) The space between the penetrating changes will be made to
item and the fire barrier shall meet one of ensure that the deficient
the followine conditions: practice does not recur:The
wing R ) ) Maintenance Supervisor and/or
a. It shall be filled with a material that is designee will audit all fire walls on
capable of maintaining the fire resistance weekly rounds for three month to
of the fire barrier ensure the penetration of fire
' barrier walls are maintained to
b. It. shall b‘? p rote.:cted by an approYed ensure the fire resistance of the
device that is designed for the specific barrier. Any issues identified will
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purpose. be immediately addressed. How
(2) Where the penetrating item uses a the ‘?0”80“"6 action(s) will be
. monitored to ensure the deficient
sleeve to penetrate the fire barrier, the practice will not recur:The above
sleeve shall be solidly set in the fire stated audit results and system
barrier, and the space between the item components will be reviewed by
and the sleeve shall meet on of the the _QA pommﬁtee on a monthly
followi ditions: basis with subsequent plans of
ollowing conditions: correction developed and
a. It shall be filled with a material that is implemented as deemed
capable of maintaining the fire resistance necessary. The criteria for
of the fire barrier. Idetermlnlng that mglr;ltt)orlggt;s no
onger necessary will be 90%
b. It. shall be. protc'acted by an approYed accuracy. If audits do not meet
device that is designed for the specific this criteria, audits shall continue
purpose. at the same schedule for an
This deficient practice could affect staff additional three months. At that
d up to 38 resident time, analysis of data will be done
and up to 38 residents. to ensure the deficient practice
does not reoccur and/or adapt
Findings include: audit schedules.
Based on an observation with the
Maintenance Director on 09/24/15 at
9:36 a.m., a three feet by three feet
penetration from the drywall falling off in
the North fire wall. Based on interview at
the time of observation, the Maintenance
Director acknowledged the
aforementioned condition and provided
the measurement.
3.1-19(b)
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