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An Emergency Preparedness Survey was 

conducted by the Indiana Department of Health in 

accordance with 42 CFR 483.73.

Survey Date:  09/16/24

Facility Number:  000074

Provider Number:  155154

AIM Number:  100290050

At this Emergency Preparedness survey, Spring 

Mill Meadows was found in compliance with 

Emergency Preparedness Requirements for 

Medicare and Medicaid Participating Providers 

and Suppliers, 42 CFR 483.73.

The facility has 130 certified beds.  At the time of 

the survey, the census was 84.

Quality Review completed on 09/18/24

E 0000  

 K 0000

 

Bldg. 01

A Life Safety Code Recertification and State 

Licensure Survey was conducted by the Indiana 

Department of Health in accordance with 42 CFR 

483.90(a).

Survey Date:  09/16/24

Facility Number:  000074

Provider Number:  155154

AIM Number:  100290050

 

At this Life Safety Code survey, Spring Mill 

Meadows was found not in compliance with 

K 0000 Please accept the submission of 

the Plan of Correction responses 

noted on state form 2567 for the 

alleged deficiency sited during the 

annual Life Safety Code survey.  

The facility is requesting desk 

review in lieu of a PSR after 

10-7-24. Thank you for considering 

this request.
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Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 483.90(a), 

Life Safety from Fire and the 2012 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 two-story facility with a partial basement was 

determined to be of Type II (000) construction and 

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 installed in all 

resident sleeping rooms. The facility has a 

capacity of 130 and had a census of 84 at the time 

of this survey.

All areas where residents have customary access 

were sprinklered. The facility has one detached 

storage shed providing facility storage services 

which was not sprinklered.  

Quality Review completed on 09/18/24

NFPA 101 

Subdivision of Building Spaces - Smoke 

Barrie 

K 0374

SS=E

Bldg. 01

Based on observation and interview, the facility 

failed to ensure 1 of 6 sets of smoke barrier doors 

would restrict the movement of smoke for at least 

20 minutes. LSC 19.3.7.8 requires doors in smoke 

barriers shall comply with LSC Section 8.5.4.  LSC 

8.5.4.1 requires doors in smoke barrier shall close 

the opening leaving only the minimum clearance 

necessary for proper operation. This deficient 

practice could affect as many as 12 residents, 4 

staff and 2 visitors within the facility.   

Findings include:

K 0374 K374  It is the policy of this facility 

to ensure smoke barrier doors will 

restrict the movement of smoke for 

at least 20 minutes. 

 

What corrective action(s) will be 

accomplished for those residents 

found to have been affected by the 

deficient practice? 

The smoke barrier doors closest 

to the environmental services 

10/07/2024  12:00:00AM
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Based on observations made during a tour of the 

facility on 09/16/24 at 1:10 p.m. with the Director of 

Maintenance and the Field Maintenance 

Supervisor, the set of smoke barrier doors nearest 

to the Environmental Services office did not close 

completely or latch when tested on three separate 

occasions. There was a one-inch gap between the 

doors when closed to their fullest. Based on an 

interview at the time of observation, the Director 

of Maintenance acknowledged these smoke 

barrier doors did not close completely or latch 

stating that he would have them adjusted as soon 

as possible.

This finding was reviewed with the Administrator, 

the Director of Maintenance and the Field 

Maintenance Supervisor at the exit conference.

3.1-19(b)

office, were adjusted on 9-19-24. 

How will you identify other 

residents having the potential to 

be affected by the same deficient 

practice and what corrective action 

will be taken? 

Residents at the facility have the 

potential to be affected by this 

alleged deficient practice. 

The smoke barrier doors closest 

to the environmental services 

office were adjusted on 9-19-24.  

What measures will be put into 

place or what systemic changes 

you will make to ensure that the 

deficient practice does not recur? 

The Maintenance 

Director/designee will monitor the 

all smoke barrier doors in the 

facility, Mon-Fri on daily rounds.   

The Maintenance Director was 

re-educated by the ED by 10-7-24 

on the smoke barrier door 

requirement. 

 

How the corrective action(s) will be 

monitored to ensure the deficient 

practice will not recur, i.e., what 

quality assurance program will be 

put into place? 

Weekly LSC QA tool will be 
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utilized weekly x 4 weeks, 

monthly thereafter for 6 months 

with results reported to the Quality 

Assurance and Performance 

Improvement Committee overseen 

by the Executive Director.   

If a threshold of 95% is not 

achieved, an action plan will be 

developed to ensure compliance. 

 

Date of correction: ¿10-7-2024 
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