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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:  06/01/21

Facility Number:  000226

Provider Number:  155333

AIM Number:  100267730

At this Emergency Preparedness survey, Paoli 

Health and Living Community was found in 

compliance with Emergency Preparedness 

Requirements for Medicare and Medicaid 

Participating Providers and Suppliers, 42 CFR 

483.73

The facility has 109 certified beds, with a current 

census of 86.

Quality Review completed on 06/04/21

E 0000 Submission of this plan of 

correction in no way constitutes 

an admission by Paoli Health and 

Living or its management 

company that the allegations 

contained in the survey report is a 

true and accurate portrayal of the 

provision of nursing care or other 

services provided in this facility.  

The Plan of Correction is 

prepared and executed solely 

because it is required by Federal 

and State Law.

 

This statement of deficiencies and 

plan of correction will be reviewed 

at the Monthly Quality 

Assurance/Assessment 

Committee meeting.

 

 

 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:  06/01/21

Facility Number:  000226

Provider Number:  155333

AIM Number:  100267730

At this Life Safety Code survey, Paoli Health and 

K 0000 Submission of this plan of 

correction in no way constitutes 

an admission by Paoli Health and 

Living or its management 

company that the allegations 

contained in the survey report is a 

true and accurate portrayal of the 

provision of nursing care or other 

services provided in this facility.  

The Plan of Correction is 

prepared and executed solely 

because it is required by Federal 
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Living Community Inc. was found not in 

compliance with 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 one story facility with a basement was 

determined to be of Type V (111) construction 

and was sprinklered.  The facility has a fire alarm 

system with hard wired smoke detectors in the 

corridors, spaces open to the corridors, and in 

resident sleeping rooms in the 400 and 500 halls, 

furthermore, battery operated smoke detectors 

were located in all other resident sleeping 

rooms.  The facility has a capacity of 109 and had 

a census of 86 at the time of this survey.

All areas where residents have customary access 

were sprinklered and all areas providing facility 

services were sprinklered, except two detached 

wood sheds and one metal shed used for facility 

storage.

Quality Review completed on 06/04/21

and State Law.

 

This statement of deficiencies and 

plan of correction will be reviewed 

at the Monthly Quality 

Assurance/Assessment 

Committee meeting.

 

NFPA 101 

Hazardous Areas - Enclosure 

Hazardous Areas - Enclosure 

Hazardous areas are protected by a fire 

barrier having 1-hour fire resistance rating 

(with 3/4 hour fire rated doors) or an 

automatic fire extinguishing system in 

accordance with 8.7.1 or 19.3.5.9. When the 

approved automatic fire extinguishing system 

option is used, the areas shall be separated 

from other spaces by smoke resisting 

partitions and doors in accordance with 8.4. 

K 0321

SS=E

Bldg. 01
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Doors shall be self-closing or 

automatic-closing and permitted to have 

nonrated or field-applied protective plates 

that do not exceed 48 inches from the bottom 

of the door. 

Describe the floor and zone locations of 

hazardous areas that are deficient in 

REMARKS. 

19.3.2.1, 19.3.5.9

Area Automatic Sprinkler

Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)

c. Repair, Maintenance, and Paint Shops

d. Soiled Linen Rooms (exceeding 64 

gallons)

e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe 

Hazard - see K322)

Based on observation and interview, the facility 

failed to ensure 2 of over 10 hazardous areas 

such as combustible storage rooms (over 50 

square feet in size) were separated from other 

spaces by smoke resistant partitions and doors.  

Doors shall be self closing or automatic closing 

in accordance with 7.2.1.8.  This deficient 

practice could affect over 10 residents, staff, and 

visitors in the vicinity of the Dining Room by 

200 Hall & Medical Records. 

Findings include:

Based on observations with the Maintenance 

Director during a tour of the facility from 1:43 

p.m. to 3:40 p.m. on 06/01/21, the following was 

noted:

K 0321 K 321

 

I.  The corrective actions to be 

accomplished for those 

residents found to have been 

affected by the deficient 

practice.

 

Observation A- The Medical 

Records office is being used for 

more storage and needs a 

self-closing device.

Observation B- The south door 

from the kitchen to dining room 

would not latch properly. 

 

 

06/21/2021  12:00:00AM
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a. the corridor door to the Medical Records 

office, a room of over 50 square feet, in the 

basement was being used to store over 25 

combustible boxes and Personal Protective 

Equipment (PPE). The corridor door to Medical 

Records office was not equipped with a 

self-closing device. 

b. the door from the kitchen to the dining room 

was equipped with a self-closing device but 

would not close and latch after five (5) attempts. 

Based on observation, the protective metal 

covering at the bottom of the door was bent out 

by the hinge, preventing the door from latching. 

Based on interview at the time of observation, 

the Maintenance Director acknowledged the 

door would not latch and stated the carts used for 

meals hit the door and bent out the protective 

metal covering. The kitchen had two partially 

filled 32 gallon trash containers and combustible 

storage.

Based on interview at the time of the 

observations, the Maintenance Director agreed 

the aforementioned hazardous areas were not 

separated from other spaces by smoke resistant 

partitions and doors.  

This finding was reviewed with the Administrator 

during the exit conference.

3.1-19(b)

 

II.   The facility will identify 

other residents that may 

potentially be affected by the 

deficient practice.

 

All Residents and staff could be 

affected by this deficient 

practice.   

 

 

III.  The facility will put into 

place the following systematic 

changes to ensure that the 

deficient practice does not 

recur.

 

Observation A- The Maintenance 

Supervisor has installed a 

self-closing device on the Medical 

Records door.  See attached 

picture labeled “medical records 

door closure” 

Observation B- The Maintenance 

Supervisor has adjusted the metal 

kick plate on the kitchen door so it 

will latch properly.  See attached 

picture labeled “kitchen door 

latch”

 

 

IV    The facility will monitor the 

corrective action by 

implementing the following 

measures.

 

 There is a Monthly TELS Task to 

inspect all doors and self-closing 

devices monthly.  See attached 

TELS Task labeled “door 
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inspection”. 

 

V.  Plan of Correction 

completion date.

 

Plan of Completion date is June 

21st, 2021.

 

 

 

NFPA 101 

Sprinkler System - Maintenance and Testing 

Sprinkler System - Maintenance and Testing

Automatic sprinkler and standpipe systems 

are inspected, tested, and maintained in 

accordance with NFPA 25, Standard for the 

Inspection, Testing, and Maintaining of 

Water-based Fire Protection Systems. 

Records of system design, maintenance, 

inspection and testing are maintained in a 

secure location and readily available. 

  a) Date sprinkler system last checked   

_____________________

  b) Who provided system test  

____________________________

  c) Water system supply source  

__________________________

Provide in REMARKS information on 

coverage for any non-required or partial 

automatic sprinkler system.

9.7.5, 9.7.7, 9.7.8, and NFPA 25

K 0353

SS=E

Bldg. 01

1. Based on record review and interview, the 

facility failed to maintain automatic sprinkler 

systems in accordance with NFPA 25.  LSC 9.7.5 

requires all sprinkler systems shall be inspected, 

tested, and maintained in accordance with NFPA 

25, Standard for the Inspection, Testing, and 

Maintenance of Water-Based Fire Protection 

Systems.  NFPA 25, 2011 Edition, Section 

K 0353 K 353

 

I.  The corrective actions to be 

accomplished for those 

residents found to have been 

affected by the deficient 

practice.

 

08/31/2021  12:00:00AM
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5.3.1.1.1.6 states dry sprinklers that have been in 

service for 10 years shall be replaced or 

representative samples shall be tested and then 

retested at 10-year intervals. NFPA 25, 4.3.1 

requires records shall be made for all 

inspections, tests, and maintenance of the system 

components and shall be made available to the 

authority having jurisdiction upon request.  This 

deficient practice could affect all residents, 

staff, and visitors in the facility.

Findings include: 

Based on review of "Report of Inspection/Test" 

documentation dated 04/12/2021 during record 

review with the Maintenance Director from 9:50 

a.m. to 12:00 p.m. on 06/01/2021, the 'Dry-type 

sprinklers replaced or successfully sampled 

within last 10 years" was marked "No". Under the 

"Deficiencies-General Questions" section, it was 

noted "Unknown if dry sprinklers dated 1988 

have been sample tested. Based on interview at 

the time of record review, the Maintenance 

Director stated the facility has a dry sprinkler 

system and a wet sprinkler system. He further 

stated the facility changed sprinkler vendors 

within the last few months, and this was the first 

time he had seen the dry sprinkler sampling 

noted on an inspection report. The Maintenance 

Director stated he did not know if the dry 

sprinklers had been sample tested in the past. 

This finding was reviewed with the Administrator 

at the exit conference.

2. Based on observation and interview, the 

facility failed to ensure 3 of over 100 sprinkler 

heads in the facility were free of corrosion.  

NFPA 25, Standard for the Inspection, Testing, 

Observation A- The Dry Pipe 

sprinkler system has not had its 

10 year dry pipe sprinkler head 

testing completed.

Observation B- There are 2 

sprinkler heads in the 500 Hall 

shower and 2 in the kitchen 

freezer that have excess debris on 

them and need to be replaced. 

 

 

 

II.   The facility will identify 

other residents that may 

potentially be affected by the 

deficient practice.

 

All Residents and staff could be 

affected by this deficient 

practice.   

 

 

III.  The facility will put into 

place the following systematic 

changes to ensure that the 

deficient practice does not 

recur.

 

Observation A- The Maintenance 

Supervisor has contacted 

Advantage Fire to get a proposal 

for the Dry pendant 

inspections. We have filed a 

waiver for these repairs to request 

an extension due to manufacturing 

and testing delays. We will send 

documentation to State Life Safety 

once received. 

Observation B- The Maintenance 

Supervisor has contacted 
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and Maintenance of Water-Based Fire Protection 

Systems, 2011 Edition, Section 5.2.1.1.1 states 

sprinklers shall not show signs of leakage; shall 

be free of corrosion, foreign materials, paint, and 

physical damage; and shall be installed in the 

correct orientation (e.g., up-right, pendent, or 

sidewall).  Furthermore, Section 5.2.1.1.2 states 

any sprinkler that shows signs of any of the 

following shall be replaced:

(1) Leakage 

(2) Corrosion

(3) Physical Damage 

(4) Loss of fluid in the glass bulb heat responsive 

element 

(5) Loading 

(6) Painting unless painted by the sprinkler 

manufacturer.

In lieu of replacing sprinklers that are loaded 

with dust, it is permitted to clean sprinklers with 

compressed air or by a vacuum provided that the 

equipment does not touch the sprinkler.

This deficient practice could affect over 10 

residents and staff in the 500 hall and vicinity of 

the kitchen.

Findings include:

Based on observation on 06/01/21 during a tour 

of the facility from 1:43 p.m. to 3:40 p.m. with 

the Maintenance Director, the following was 

noted: 

a. two sprinklers in the 500 Hall shower room 

were covered with corrosion.

b. the wax covered sidewall sprinkler in the 

kitchen freezer has had a portion of the wax 

removed and the sprinkler contains corrosion. 

Based on interview at the time of observation, 

the Maintenance Director agreed the sprinkler 

heads in the above mentioned locations were 

covered with corrosion.

Advantage Fire to replace the 3 

deficient sprinkler heads. We 

have filed a waiver for these 

repairs to request an extension 

due to manufacturing delays.  We 

will send documentation and 

pictures to State Life Safety once 

completed.

 

 

IV    The facility will monitor the 

corrective action by 

implementing the following 

measures.

 

 The Maintenance Supervisor will 

inspect all sprinkler heads 

quarterly to ensure that they are 

debris free.

 

V.  Plan of Correction 

completion date.

 

Plan of Completion date is August 

31, 2021..
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These findings were reviewed with the 

Administrator at the exit conference.

3.1-19(b)

NFPA 101 

Electrical Systems - Maintenance and 

Testing 

Electrical Systems - Maintenance and 

Testing

Hospital-grade receptacles at patient bed 

locations and where deep sedation or 

general anesthesia is administered, are 

tested after initial installation, replacement or 

servicing. Additional testing is performed at 

intervals defined by documented 

performance data.  Receptacles not listed as 

hospital-grade at these locations are tested at 

intervals not exceeding 12 months. Line 

isolation monitors (LIM), if installed, are 

tested at intervals of less than or equal to 1 

month by actuating the LIM test switch per 

6.3.2.6.3.6, which activates both visual and 

audible alarm. For LIM circuits with 

automated self-testing, this manual test is 

performed at intervals less than or equal to 

12 months. LIM circuits are tested per 

6.3.3.3.2 after any repair or renovation to the 

electric distribution system. Records are 

maintained of required tests and associated 

repairs or modifications, containing date, 

room or area tested, and results.

6.3.4 (NFPA 99)

K 0914

SS=F

Bldg. 01

Based on observation, record review and 

interview; the facility failed to ensure complete 

documentation was available for all 

nonhospital-grade electrical receptacles in all 

resident room locations tested at least annually.  

NFPA 99, Health Care Facilities Code 2012 

K 0914 K 914

 

I.  The corrective actions to be 

accomplished for those 

residents found to have been 

affected by the deficient 

06/22/2021  12:00:00AM
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Edition, Section 6.3.4.1.3 states receptacles not 

listed as hospital-grade, at patient bed locations 

and in locations where deep sedation or general 

anesthesia is administered, shall be tested at 

intervals not exceeding 12 months.  Additionally, 

Section 6.3.3.2, Receptacle Testing in Patient 

Care Rooms requires the physical integrity of 

each receptacle shall be confirmed by visual 

inspection. The continuity of the grounding 

circuit in each electrical receptacle shall be 

verified.  Correct polarity of the hot and neutral 

connections in each electrical receptacle shall be 

confirmed; and retention force of the grounding 

blade of each electrical receptacle (except 

locking-type receptacles) shall be not less than 

115 grams (4 ounces). This deficient practice 

could affect all residents.

Findings include:

Based on record review on 06/01/21 between 

9:50 a.m. and 12:00 p.m. with the Maintenance 

Director present, there was documentation 

available of an annual resident room receptacle 

test for non-hospital-grade receptacles, however, 

it was incomplete.  The documentation provided 

lacked the following information:

a.  Receptacles in each room were not listed 

individually, only a room number was provided.

Based on interview at the time of record review, 

the Maintenance Director said the Regional 

Facilities Manager conducts the annual 

receptacle testing. He further stated that he 

replaces failed resident room receptacles with 

hospital grade receptacles, but that is not 

documented as far as he knew. Based on 

observations between 1:43 p.m. and 3:40 p.m. 

during a tour of the facility with the Maintenance 

Director, there were at least four to six electrical 

receptacles in each of the resident rooms.

practice.

 

Observation A- The Building failed 

to ensure that the outlet inspection 

in skilled resident rooms was 

completed properly. 

 

 

 

II.   The facility will identify 

other residents that may 

potentially be affected by the 

deficient practice.

 

All Residents and staff could be 

affected by this deficient 

practice.   

 

 

III.  The facility will put into 

place the following systematic 

changes to ensure that the 

deficient practice does not 

recur.

 

Observation A- The Executive 

Director of Facilities has reviewed 

the current report on file from 9 of 

2020 and have attached it to this 

POC.  The next one is scheduled 

for Sept 1st, 2021.  Please let me 

know what other documentation is 

needed at this time. 

 

 

IV    The facility will monitor the 

corrective action by 

implementing the following 

measures.
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This finding was reviewed with the Administrator 

at the exit conference.

3.1-19(b)

The Regional Maintenance 

Director completes these audits 

annually during the community 

CQR.  He has updated his report 

showing that he inspects each 

room when entering from left to 

right including the bathroom GFI. 

The new report will list how many 

outlets are in each room.   

 

V.  Plan of Correction 

completion date.

 

Plan of Completion date is June 

22nd, 2021.

 

NFPA 101 

Electrical Equipment - Power Cords and 

Extens 

Electrical Equipment - Power Cords and 

Extension Cords

Power strips in a patient care vicinity are 

only used for components of movable 

patient-care-related electrical equipment 

(PCREE) assembles that have been 

assembled by qualified personnel and meet 

the conditions of 10.2.3.6.  Power strips in 

the patient care vicinity may not be used for 

non-PCREE (e.g., personal electronics), 

except in long-term care resident rooms that 

do not use PCREE. Power strips for PCREE 

meet UL 1363A or UL 60601-1.  Power strips 

for non-PCREE in the patient care rooms 

(outside of vicinity) meet UL 1363.  In 

non-patient care rooms, power strips meet 

other UL standards.  All power strips are 

used with general precautions.  Extension 

cords are not used as a substitute for fixed 

wiring of a structure.  Extension cords used 

K 0920

SS=E
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temporarily are removed immediately upon 

completion of the purpose for which it was 

installed and meets the conditions of 10.2.4.

10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 

400-8 (NFPA 70), 590.3(D) (NFPA 70), TIA 

12-5

Based on observation and interview, the facility 

failed to ensure 1 of 1 extension cords including 

power strips were not used as a substitute for 

fixed wiring.  LSC 19.5.1 requires utilities to 

comply with Section 9.1.  LSC 9.1.2 requires 

electrical wiring and equipment to comply with 

NFPA 70, National Electrical Code, 2011 

Edition.  NFPA 70, Article 400.8 requires that, 

unless specifically permitted, flexible cords and 

cables shall not be used as a substitute for fixed 

wiring of a structure.  LSC Section 4.5.7 states 

any building service equipment or safeguard 

provided for life safety shall be designed, 

installed, and approved in accordance with all 

applicable NFPA standards.  NFPA 99, Standard 

for Health Care Facilities, 2012 edition, defines 

patient care areas as any portion of a health care 

facility wherein patients are intended to be 

examined or treated.  Patient care vicinity is 

defined as a space, within a location intended for 

the examination and treatment of patients, 

extending 6 ft (1.8 m) beyond the normal 

location of the bed, chair, table, treadmill, or 

other device that supports the patient during 

examination and treatment.  A patient care 

vicinity extends vertically to 7 ft 6 in. (2.3 m) 

above the floor.  NFPA 99, Section 10.4.2.3 

states household or office appliances not 

commonly equipped with grounding conductors 

in their power cords shall be permitted provided 

they are not located within the patient care 

vicinity. This deficient practice could affect over 

10 residents, staff, and visitors.

K 0920 K920

 

I.  The corrective actions to be 

accomplished for those 

residents found to have been 

affected by the deficient 

practice.

 

Observation 1 – The facility failed 

to ensure that there were no 

power strips being used in the 

patient care area.  Room 207 had 

a power strip attached to the wall 

next to the bed.    

 

II.   The facility will identify 

other residents that may 

potentially be affected by the 

deficient practice.

 

The resident in room 207 could be 

affected by this deficient 

practice.   

 

 

III.  The facility will put into 

place the following systematic 

changes to ensure that the 

deficient practice does not 

recur.

 

 The power strip has been 

relocated outside of the patient 

care area.  See attached picture 

06/21/2021  12:00:00AM
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Findings include:

Based on observations with the Maintenance 

Director during a tour of the facility from at 

1:43 p.m. to 3:40 p.m. on 06/01/21 a foot splint, 

a television, and a cell phone charging cable were 

plugged into a power strip mounted on the wall 

three feet from the resident bed nearest the 

window in Room 207. The UL listing of the 

power strip was 1363A.  

Based on interview at the time of the 

observations, the Maintenance Director agreed 

power strips were being used in resident sleeping 

rooms for non-PCREE and as a substitute for 

fixed wiring at the aforementioned locations.  

This finding was reviewed with the Administrator 

at the exit conference.

3.1-19(b)

labeled “power strip”

 

IV    The facility will monitor the 

corrective action by 

implementing the following 

measures.

 

There is a current monthly TELS 

task to inspect rooms for proper 

power strip use.  See attached 

task labeled “TELS Power Strip 

Task”

 

V.  Plan of Correction 

completion date.

 

Plan of Completion date is June 

21st, 2021.
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