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A Quality Assurance Walk-thru Survey
was conducted by the Indiana State
Department of Health.

Survey Date: 09/07/12

Facility Number: 000015
Provider Number: 155041
AIM Number: 100273750

Surveyor: Mark Caraher, Life Safety
Code Specialist

At this Quality Assurance Walk-thru
survey, Northwest Manor Health Care
Center was found not in compliance with
410 TAC 16.2-3.1-19(fY).

This one story facility was determined to
be of Type 111 (200) construction and was
fully sprinklered. 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 detectors in all resident sleeping
rooms. The facility has a capacity of 126
and had a census of 116 at the time of this
survey.

The facility was found not in compliance
with state law in regard to sprinkler
coverage. The facility was found in
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compliance with the state law in regard to
smoke detector coverage.
All areas where residents have customary
access were sprinklered. The facility has
one detached building providing laundry
services which was not sprinklered.
Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 09/18/12.
The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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State Findings

3.1-19 ENVIRONMENT AND
PHYSICAL STANDARDS

3.1-19(ff) A health facility licensed under
16-28 and this rule must do the following:
(1) Have an automatic sprinkler system
installed throughout the facility before
July 1, 2012.

(2) If an automatic sprinkler system is not
installed throughout the health care
facility before July 1, 2010, submit before
July 1, 2010 a plan to the department for
completing the installation of the
automatic sprinkler system before July 1,
2012.

(3) Have a battery operated or hard-wired
smoke detector in each resident's room
before July 1, 2012.

This State Rule has not been met as
evidenced by:

Based on observation and interview, the
facility failed to provide sprinkler
coverage for 3 of 4 combustible exterior
canopies which were each wider than 4
feet. NFPA 13, 1999 Edition, Section
5-13.8.1 requires sprinklers shall be
installed under combustible exterior roofs
or canopies exceeding 4 feet in width.
This deficient practice could affect all
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The facility contracted with
SafeCare and they have installed
the sprinklers to the canopies on
the east and west exit doors and
the courtyard porch. The work
has been completed on Sept 19
2012.

09/20/2012

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:

ZNJ021

Facility ID:

If continuation sheet

000015

Page 3 of 4




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 10/02/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

155041

X2) MULTIPLE CONSTRUCTION

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

NORTHWEST MANOR HEALTH CARE CENTER

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

6440 W 34TH ST
INDIANAPOLIS, IN 46224

01

X3) DATE SURVEY

COMPLETED
09/07/2012

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

residents, staff and visitors.
Findings include:

Based on observations with the Chief
Executive Officer (CEO) during a tour of
the facility from 11:20 a.m. to 1:30 p.m.
on 09/07/12, the canopies at the East and
West exit doors from the breezeway and
the Courtyard Porch canopy each
extended six feet from the building, were
of wood construction and were not
provided with automatic sprinklers.
Based on interview at the time of the
observations, the CEO acknowledged
each of the three aforementioned canopies
extended more than four feet from the
building, were of wood construction and
were not provided with automatic
sprinklers.

3.1-19(ff)
3.1-19(b)
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