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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:  06/16/14

Facility Number:  000574

Provider Number:  155386

AIM Number:  100266430

Surveyor:  Amy Kelley, Life Safety Code 

Specialist

At this Life Safety Code survey, Laurels 

of Dekalb was found not in 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) and 410 IAC 16.2.  

The original building consisting of the 

100, 200, 300 and 400 halls, the main 

dining room and the service hall was 

surveyed with Chapter 19, Existing 

Health Care Occupancies.

This one story facility was determined to 

be of Type V (000) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in in 

K010000 The Laurels of DeKalb wishes to 

have this submitted plan of 

correction stand as our written 

allegation of compliance. 

Preparation and/or execution of 

this plan does not constitute 

admission to, nor agreement with, 

either the existence of or the 

scope and severity of any of the 

cited deficiencies, or conclusions 

set forth in the statement of 

deficiencies. This plan is 

prepared and/or executed to 

ensure continued compliance with 

regulatory requirements. Our date 

of compliance is July 16, 2014.   

 The facility respectfully requests 

a desk review-paper compliance 

in lieu of a facility revisit.
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the corridors, in areas open to the 

corridors and battery operated smoke 

detectors in the resident rooms.  The 

facility has a capacity of 101 and had a 

census of 89 at the time of this survey.

All areas where residents have customary 

access were sprinklered.  The facility had 

a detached garage providing facility 

services including storage of beds, 

mattresses and snow blowers that was not 

sprinklered.  

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 06/19/14.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

NFPA 101 

LIFE SAFETY CODE STANDARD 

One hour fire rated construction (with ¾ 

hour fire-rated doors) or an approved 

automatic fire extinguishing system in 

accordance with 8.4.1 and/or 19.3.5.4 

protects hazardous areas.  When the 

approved automatic fire extinguishing 

system option is used, the areas are 

separated from other spaces by smoke 

resisting partitions and doors.  Doors are 

self-closing and non-rated or field-applied 

K010029

SS=E
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protective plates that do not exceed 48 

inches from the bottom of the door are 

permitted.     19.3.2.1

Based on observation and interview, the 

facility failed to ensure the corridor door 

to 1 of 2 record storage rooms with 

combustibles, measuring over 50 square 

feet in size, and 1 of 3 laundry room 

corridor doors were self closing and 

latched into the door frame.  This 

deficient practice could affect any of the 

21 residents on the 300 hall and residents 

evacuated through the service hall in the 

event of an emergency.  

 

Findings include:

a.  Based on observation with the 

Director of Maintenance on 06/16/14 at 

1:20 p.m., the corridor door to the 300 

hall record storage room lacked a self 

closing device.  The storage room 

measured 126 square feet and contained 

21 cardboard boxes of resident records 

and five cardboard boxes of copier paper.  

Measurements were provided by the 

Director of Maintenance at the time of 

observation. 

b.  Based on observation with the 

Director of Maintenance and the 

Administrator on 06/16/14 at 2:17 p.m., 

the corridor door entering the soiled linen 

storage area of the laundry room failed to 

latch into the door frame.  This was 

K010029 By 7/16/14 the storage room 

located on the 300 hall will be 

equipped with a self-closing 

device.  On 6/17/14 the Director 

of Maintenance made repairs to 

the door entering the soiled linen 

storage area and ensure it 

latched into the door frame.  No 

other areas of the facility were 

found to be in violation of the 

regulation.  Continued 

compliance of the regulation will 

be monitored by the Maintenance 

Director throught the facility's 

Preventative Maintenance 

Program.  Variances will be 

corrected at the time of 

observation and trends will be 

reported to the facility's monthly 

Safety Committee and Quality 

Assurance Committee.    The 

Administrator is responsible for 

the continued compliance of this 

regulation.

07/16/2014  12:00:00AM
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acknowledged by the Director of 

Maintenance at the time of observation.

3.1-19(b)

NFPA 101 

LIFE SAFETY CODE STANDARD 

Exit access is arranged so that exits are 

readily accessible at all times in accordance 

with section 7.1.     19.2.1

K010038

SS=E

1.  Based on observation and interview, 

the facility failed to ensure 1 of 7 exit 

doors was accessible.  Health care 

occupancies permit delayed-egress locks 

if all the conditions of LSC, Section 

7.2.1.6.1 are met.  LSC 7.2.1.6(c) 

requires an irreversible process shall 

release the lock within 15 seconds upon 

application of a force to the release 

device.  This deficient practice could 

affect any residents evacuated through 

the service hall from the main dining 

room in the event of an emergency.  This 

deficient practice could affect 1 of 7 

smoke compartments.        

Findings include:

Based on observation with the 

Administrator and the Director of 

K010038 On 6/17/14 the Director of 

Maintenance made repairs to the 

patio exit door and ensured that it 

would release per the regulation.   

The facility respectfully requests 

an IDR for example 

2. The Service Hall is not 

an Emergency Exit and is labeled 

and treated as an alternate exit to 

the facililty.   The Service Hall 

Door's code is posted at the 

entrance of the Service Hall.    

Continued compliance of the 

regulation will be monitored by 

the Maintenance Director through 

the facility's Preventative 

Maintenance Program.  

Variances will be corrected at the 

time of observation and trends 

will be reported to the facility's 

monthly Safety Committee and 

Quality Assurance Committee.   

The Administrator is responsible 

for the compliance of the 

regulation.

07/23/2014  12:00:00AM
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Maintenance on 06/16/14 at 1:38 p.m., 

the patio exit door was equipped with a 

electromagnetic lock.  When the 

Administrator applied force to the door 

for 30 seconds there was no alarm and 

the door failed to release.  A sign on the 

door indicated it would release in 15 

seconds.  The door did release upon 

activation of the fire alarm system.  The 

Director of Maintenance acknowledged 

the exit door did not release after 30 

seconds.  

3.1-19(b)

2.  Based on observation and interview, 

the facility failed to ensure 1 of 1 service 

hall doors in the path of egress, equipped 

with a locking device, remained unlocked 

with activation of the building fire 

protective signaling system.  LSC 19.2.1 

requires every corridor and exit be in 

compliance with Chapter 7.  LSC 

7.2.1.6.2.(d) requires actuation of the fire 

alarm system shall unlock the doors in 

the direction of egress and the doors shall 

remain unlocked until the fire alarm 

system has been manually reset.  This 

deficient practice could affect any 

residents evacuated through the service 

hall in the event of an emergency.

Findings include:

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: ZCXZ21 Facility ID: 000574 If continuation sheet Page 5 of 19



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

08/04/2014PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

BUTLER, IN 46721

155386 06/16/2014

LAURELS OF DEKALB

520 W LIBERTY ST

01

Based on an observation with the 

Administrator and the Director of 

Maintenance on 06/16/14 at 2:57 p.m., 

the service hall exit door which was 

equipped with a locking device  failed to 

unlocked upon activation of the fire 

alarm system.  Additionally, the code was 

not posted.  Based on an interview with 

the Administrator at the time of 

observation, the door lock was not 

designed to release upon activation of the 

fire alarm system.  

3.1-19(b)  

NFPA 101 

LIFE SAFETY CODE STANDARD 

Exit and directional signs are displayed in 

accordance with section 7.10 with 

continuous illumination also served by the 

emergency lighting system.     19.2.10.1

K010047

SS=E

Based on observation, record review and 

interview, the facility failed to ensure a 

continuously illuminated exit sign where 

the exit or way to reach the exit was not 

apparent was immediately visible for 1 of 

7 ways to the exit.   LSC 7.10.1.4 

requires access to exits shall be marked 

by approved, readily visible signs in all 

cases where the exit or way to reach the 

exit is not apparent to the occupants.  

This deficient practice could affect 

K010047 The facility respectfully requests 

an IDR for this deficiency.  The 

facility's evacuation map is 

attached, showing the service hall 

entrance is not an emergency exit 

is submitted.   By 7/16/14 the 

facility will install an illuminated 

Exit Sign by the service hall.  No 

other exits were identified or 

found to be in violation of the 

regulation.  Continued 

compliance of the regulation will 

be monitored by the Maintenance 

Director through the facility's 

07/16/2014  12:00:00AM
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residents evacuated through the service 

hall in the event of an emergency.  

Findings include:

Based on an observation with the 

Administrator and the Director of 

Maintenance on 06/16/14 at 2:20 p.m., 

the service hall lacked an illuminated exit 

sign.  Based on an interview with the 

Administrator and the Director of 

Maintenance at the time of observation, 

the service hall was used as an 

emergency exit.  Review of the 

evacuation maps posted throughout the 

facility confirmed the service hall was 

used as an emergency exit.  

3.1-19(b)

Preventative Maintenance 

Program.    Variances will be 

corrected at the time of 

observation and trends will be 

reported to the facility's monthly 

Safety Committee and Quality 

Assurance Committee.  The 

Administrator is responsible for 

compliance of this regulation.

NFPA 101 

LIFE SAFETY CODE STANDARD 

A fire alarm system required for life safety is 

installed, tested, and maintained in 

accordance with NFPA 70 National Electrical 

Code and NFPA 72. The system has an 

approved maintenance and testing program 

complying with applicable requirements of 

NFPA 70 and 72.     9.6.1.4

K010052

SS=F

Based on record review and interview, K010052 By 7/16/14 the fire systems 17 07/16/2014  12:00:00AM
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the facility failed to ensure 1 of 1 fire 

alarm systems was maintained in 

accordance with the applicable 

requirements of NFPA 72, National Fire 

Alarm Code.  NFPA 72, 7-3.2 requires 

testing shall be performed in accordance 

with the schedules in Chapter 7 or more 

often if required by the authority having 

jurisdiction.  Table 7-3.2 shall apply.  

Table 7-3.2 "Testing Frequencies" 

requires alarm notification appliances, 

batteries, and initiating devices to be 

tested at least annually.  This deficient 

practice could affect all occupants. 

Findings include:

Based on record review with the 

Administrator and the Director of 

Maintenance on 06/16/14 at 12:13 p.m., 

the SimplexGrinnell fire alarm inspection 

titled "Fire Alarm Inspection Report" 

dated 03/18/14, listed 17 audio/visual 

signal devices and one visual signal 

device that did not received an annual 

test.  This was confirmed by the 

Administrator after placing a telephone 

call to SimplexGrinnell. 

3.1-19(b)

audio/visual signal devices will be 

tested by SimplexGrinnell.  Any 

audio/visual signal devices not 

functioning properly based on the 

inspection will be corrected by 

SimplexGrinnell.  No other fire 

system reports were found to be 

in violation of the regulation.  

Continued compliance of the 

regulation will be monitored by 

the Maintenance Director. 

Variances will be corrected at the 

time of observation and trends 

will be reported to the facility's 

monthly Safety Committee and 

Quality Assurance Committee.  

The Administrator is responsible 

for compliance with this 

regulation.

NFPA 101 

LIFE SAFETY CODE STANDARD 

If there is an automatic sprinkler system, it is 

K010056

SS=E
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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 

facility failed to ensure 2 of 6 service hall 

sprinkler heads were separated by at least 

six feet as required by NFPA 13.  NFPA 

13, Section 5-6.3.4 requires sprinklers be 

located no closer than six feet measured 

on center.  This deficient practice could 

affect any resident evacuated through the 

service hall in the event of a fire 

emergency.

Findings include:

Based on an observation with the 

Administrator and the Director of 

Maintenance on 06/16/14 at 2:15 p.m., 

the service hall had two sprinkler heads 

located 51 1/2 inches apart.  

Measurements were provided by the 

Director of Maintenance at the time of 

observation.

3.1-19(b)

K010056 By 7/16/14 J.O. Mory, Inc. will 

move 1 of 2 sprinkler heads 

located in the service hall to 

ensure they are separated by six 

feet as required by the regulation.  

No other sprinkler heads were 

found to be in violation of the 

regulation.  Continued 

compliance of the regulation will 

be monitored by the Maintenance 

Director through the facility's 

Preventative Maintenance 

Program. Variances will be 

corrected at the time of 

observation and trends will be 

reported to the facility's monthly 

Safety Committee and Quality 

Assurance Committee.   The 

Administrator is responsible for 

the continued compliance of this 

regulation.

07/16/2014  12:00:00AM
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NFPA 101 

LIFE SAFETY CODE STANDARD 

Heating, ventilating, and air conditioning 

comply with the provisions of section 9.2 and 

are installed in accordance with the 

manufacturer's specifications.     19.5.2.1, 

9.2, NFPA 90A,  19.5.2.2

K010067

SS=F

1.  Based on observation and interview, 

the facility failed to ensure 5 of 6 egress 

corridors were not being used as a 

portion of the return air plenum for 

heating, ventilating and air conditioning 

ductwork (HVAC) serving adjoining 

areas.  NFPA 90A, the Standard for the 

Installation of Air Conditioning and 

Ventilation Systems at 2-3.11.1 requires 

egress corridors shall not be used as a 

portion of a supply, return, or exhaust air 

system serving adjoining areas.  This 

deficient practice affects the 100, 200, 

300 and 400 halls therefore affecting all 

residents.

Findings include:

Based on observations with the 

Administrator and the Director of 

Maintenance on 06/16/14 during the 

facility tour from 12:40 a.m. to 3:00 p.m., 

all resident rooms on the 100, 200, 300 

and 400 halls were using the egress 

corridor as a return air system.  Based on 

an interview at the time of observation, 

K010067 The facility respectfully requests a 

waiver of K067. The Life Safety 

Waiver request will be received 

by the State by 7/1/14.

07/16/2014  12:00:00AM
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the Administrator confirmed the return 

air was exhausted into the corridor for all 

resident rooms.  

3.1-19(b)

2.  Based on record review and interview, 

the facility failed to ensure 10 of 10 

dampers were inspected and provided 

necessary maintenance at least every four 

years in accordance with NFPA 90A.  

LSC 9.2.1 requires air conditioning, 

heating, ventilating ductwork and related 

equipment shall be in accordance with 

NFPA 90A, Standard for the Installation 

of Air-Conditioning and Ventilating 

Systems.  NFPA 90A, 1999 Edition, 

3.4.7, Maintenance, requires at least 

every 4 years, fusible links shall be 

removed; all dampers shall be operated to 

verify they fully close; the latch, if 

provided, shall be checked, and moving 

parts shall be lubricated as necessary.  

This deficient practice affects all 

occupants. 

Findings include:

Based on record review with the 

Administrator and the Director of 

Maintenance on 06/16/14 at 12:40 p.m., 

the ten fire dampers located throughout 

the facility were inspected by Fire 

Protection Inc. on 07/02/09.  Based on an 
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interview with the Director of 

Maintenance at the time of record review, 

he confirmed the dampers had not been 

inspected since 07/02/09.

3.1-19(b)

NFPA 101 

MISCELLANEOUS 

OTHER LSC DEFICIENCY NOT ON 2786

K010130

SS=E

Based on observation and interview, the 

facility failed to ensure the penetrations 

in 3 of 6 fire barrier walls were 

maintained to ensure the fire resistance of 

the barrier.  LSC 19.1.1.3 requires all 

health care facilities to be maintained and 

operated to minimize the possibility of a 

fire emergency requiring the evacuation 

of the occupants.  LSC 8.2.3.2.4.2 

requires pipes, conduits, bus ducts, 

cables, wires, air ducts, pneumatic tubes 

and ducts, and similar building service 

equipment that pass through fire barriers 

shall be protected as follows:

(1) The space between the penetrating 

item and the fire barrier shall meet one of 

the following conditions:

a. It shall be filled with a material that is 

K010130 By 7/16/14 the Director of 

Maintenance will ensure 3 of the 

6 fire barrier walls will be filled 

with a material capable of 

maintaining the fire resistance of 

the fire barrier.   No other areas 

were found to be in violation of 

the regulation.  Continued 

compliance of the regulation will 

be monitored by the Maintenance 

Director through the facility's 

Preventative Maintenance 

Program.  Variances will be 

corrected at the time of 

observation and trends will be 

reported to the facility's monthly 

Safety Committee and Quality 

Assurance Committee.  The 

Administrator is responsible 

for compliance of the regulation.   

 

07/16/2014  12:00:00AM
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capable of maintaining the fire resistance 

of the fire barrier.

b. It shall be protected by an approved 

device that is designed for the specific 

purpose.

(2) Where the penetrating item uses a 

sleeve to penetrate the fire barrier, the 

sleeve shall be solidly set in the fire 

barrier, and the space between the item 

and the sleeve shall meet on of the 

following conditions:

a. It shall be filled with a material that is 

capable of maintaining the fire resistance 

of the fire barrier.

b. It shall be protected by an approved 

device that is designed for the specific 

purpose.

This deficient practice could affect 

residents in 5 of 7 smoke compartments.        

Findings include:

Based on observations with the 

Administrator and the Director of 

Maintenance on 06/16/14 from 2:28 p.m. 

to 2:45 p.m., the following was noted:

a. at the fire barrier wall in the attic near 

the main entrance there was a two inch 

unsealed penetration around telephone 

lines. 

b. at the 400 hall fire barrier wall in the 

attic, there was a one inch unsealed 

penetration around telephone lines. 

c. at the 200 hall fire barrier wall above 
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the drop down ceiling, the drywall was 

broken leaving an unsealed gap 

measuring eight inches long and two 

inches wide. 

Measurements were provided by the 

Director of Maintenance at the time of 

observations.   

3.1-19(b)

 K020000

 

A Life Safety Code Recertification and 

State Licensure Survey Survey was 

conducted by the Indiana State 

Department of Health in accordance with 

42 CFR 483.70(a).

Survey Date:  06/16/14

Facility Number:  000574

Provider Number:  155386

AIM Number:  100266430

Surveyor:  Amy Kelley, Life Safety Code 

Specialist

At this Life Safety Code survey, Laurels 

of Dekalb was found not in compliance 

with Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 

K020000 The Laurels of DeKalb wishes to 

have this submitted plan of 

correction stand as our written 

allegation of compliance. 

Preparation and/or execution of 

this plan does not constitute 

admission to, nor agreement with, 

either the existence of or the 

scope and severity of any of the 

cited deficiencies, or conclusions 

set forth in the statement of 

deficiencies. This plan is 

prepared and/or executed to 

ensure continued compliance with 

regulatory requirements. Our date 

of compliance is July 16, 2014.   

 The facility respectfully requests 

a desk review-paper compliance 

in lieu of a facility revisit.
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483.70(a), Life Safety from Fire and the 

2000 edition of the National Fire 

Protection Association (NFPA) 101, Life 

Safety Code (LSC) and 410 IAC 16.2.  

The new section of the building 

consisting of the 300 hall Therapy gym 

was surveyed with Chapter 18, New 

Health Care Occupancies.

This one story facility was determined to 

be of Type V (000) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors, in areas open to the corridors 

and battery operated smoke detector in 

the resident rooms.  The facility has a 

capacity of 101 and had a census of 89 at 

the time of this survey.

All areas where residents have customary 

access were sprinklered.  The facility had 

a detached garage providing facility 

services including storage of beds, 

mattresses and snow blowers that was not 

sprinklered.  

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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NFPA 101 

LIFE SAFETY CODE STANDARD 

A fire alarm system required for life safety is 

installed, tested, and maintained in 

accordance with NFPA 70 National Electrical 

Code and NFPA 72. The system has an 

approved maintenance and testing program 

complying with applicable requirements of 

NFPA 70 and 72.     9.6.1.4

K020052

SS=F

Based on record review and interview, 

the facility failed to ensure 1 of 1 fire 

alarm systems was maintained in 

accordance with the applicable 

requirements of NFPA 72, National Fire 

Alarm Code.  NFPA 72, 7-3.2 requires 

testing shall be performed in accordance 

with the schedules in Chapter 7 or more 

often if required by the authority having 

jurisdiction.  Table 7-3.2 shall apply.  

Table 7-3.2 "Testing Frequencies" 

requires alarm notification appliances, 

batteries, and initiating devices to be 

tested at least annually.  This deficient 

practice could affect all occupants. 

Findings include:

Based on record review with the 

Administrator and the Director of 

Maintenance on 06/16/14 at 12:13 p.m., 

the SimplexGrinnell fire alarm inspection 

titled "Fire Alarm Inspection Report" 

dated 03/18/14, listed 17 audio/visual 

signal devices and one visual signal 

device that did not received an annual 

K020052 By 7/16/14 the fire systems 17 

audio/visual signal devices will be 

tested by SimplexGrinnell.  Any 

audio/visual signal devices not 

functioning properly based on the 

inspection will be corrected by 

SimplexGrinnell.  No other fire 

system reports were found to be 

in violation of the regulation.  

Continued compliance of the 

regulation will be monitored by 

the Maintenance Director. 

Variances will be corrected at the 

time of observation and trends 

will be reported to the facility's 

monthly Safety Committee and 

Quality Assurance Committee.  

The Administrator is responsible 

for compliance with this 

regulation.

07/16/2014  12:00:00AM
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test since 03/2013.  This was confirmed 

by the Administrator after placing a 

telephone call to SimplexGrinnell. 

3.1-19(b)

NFPA 101 

LIFE SAFETY CODE STANDARD 

Heating, ventilating, and air conditioning 

comply with the provisions of section 9.2 and 

are installed in accordance with the 

manufacturer's specifications.     9.2, 

18.5.2.1, 18.5.2.2, NFPA 90A

K020067

SS=F

Based on record review and interview, 

the facility failed to ensure 10 of 10 

dampers were inspected and provided 

necessary maintenance at least every four 

years in accordance with NFPA 90A.  

LSC 9.2.1 requires air conditioning, 

heating, ventilating ductwork and related 

equipment shall be in accordance with 

NFPA 90A, Standard for the Installation 

of Air-Conditioning and Ventilating 

Systems.  NFPA 90A, 1999 Edition, 

3.4.7, Maintenance, requires at least 

every 4 years, fusible links shall be 

removed; all dampers shall be operated to 

verify they fully close; the latch, if 

provided, shall be checked, and moving 

parts shall be lubricated as necessary.  

This deficient practice affects all 

occupants. 

Findings include:

K020067 The facility respectfully requests a 

waiver of K067. The Life Safety 

Waiver request will be received 

by the State by 7/1/14.

07/16/2014  12:00:00AM
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Based on record review with the 

Administrator and the Director of 

Maintenance on 06/16/14 at 12:40 p.m., 

the ten fire dampers located throughout 

the facility were inspected by Fire 

Protection Inc. on 07/02/09.  Based on an 

interview with the Director of 

Maintenance at the time of record review, 

he confirmed the dampers had not been 

inspected since 07/02/09.

3.1-19(b)

NFPA 101 

LIFE SAFETY CODE STANDARD 

Electrical wiring and equipment is in 

accordance with NFPA 70,  National 

Electrical Code. 9.1.2

K020147

SS=E

Based on observation and interview, the 

facility failed to ensure 1 of 1 flexible 

cords was not used as a substitute for 

fixed wiring to provide power for 

medical equipment or equipment with a 

high current draw.  NFPA 70, National 

Electrical Code, 1999 Edition, Article 

400-8 requires, unless specifically 

permitted, flexible cords and cables shall 

not be used as a substitute for fixed 

wiring of a structure.  This deficient 

practice could affect 4 residents in the 

Therapy gym.  

K020147 On 6/16/14 the Director of 

Maintenance removed the 

extension cord power strip in the 

Therapy Gym.  On 6/16/14 the 

Administrator in-serviced the 

Rehab Service Director on the 

Policy including Items not Allowed 

in the facility.    No other areas 

were found to be in violation of 

the regulation.    Continued 

compliance of the regulation will 

be monitored by the Maintenance 

Director through the Preventative 

Maintenance Program.  All 

variances will be corrected at the 

time of observation and trends 

will be reported to the facility's 

07/16/2014  12:00:00AM
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Findings include:

Based on observation and interview with 

the Director of Maintenance on 06/16/14 

at 1:07 p.m., the Director of Maintenance 

acknowledged a refrigerator and a 

microwave were supplied electricity by 

an extension cord power strip in the 

Therapy gym.   

3.1-19(b)  

monthly Safety Committee and 

Quality Assurance Committee.  

The Administrator is responsible 

for compliance with this 

regulation.
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