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A Life Safety Code Recertification
Survey was conducted by the Indiana
State Department of Health in
accordance with 42 CFR 483.470(j).

Survey Date: 02/21/14

Facility Number: 012034
Provider Number: 15G760
AIM Number: 200970250

Surveyor: Bridget Brown, Life Safety
Code Specialist

At this Life Safety Code survey,
Dungarvin Indiana LLC was found not
in compliance with Requirements for
Participation in Medicaid, 42 CFR
Subpart 483.470(j), Life Safety from
Fire and the 2000 edition of the National
Fire Protection Association (NFPA)

101, Life Safety Code (LSC), Chapter
32, New Residential Board and Care
Occupancies.

This one story facility with a basement
was fully sprinklered. The facility has a
fire alarm system with smoke detection
on all levels, in corridors, in sleeping
rooms and in all common living areas
except the dining room. The facility has
a capacity of 4 and had a census of 4 at

K010000
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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.
Calculation of the Evacuation Difficulty
Score (E-Score) using NFPA 101A,
Alternative Approaches to Life Safety,
Chapter 6, rated the facility Prompt with
an E-Score of 0.5.
Quality Review by Robert Booher, Life
Safety Code Specialist-Medical
Surveyor on 03/03/14.
The facility was found not in
compliance with the aforementioned
regulatory requirements as evidenced by
the following:
K010130 | 483.470()(1)()
LIFE SAFETY CODE STANDARD
OTHER LSC DEFICIENCY NOT ON 2786
Based on observation, record review and K010130 K130 02/21/2014
interview; the facility failed to ensure 1 483.470G)()G) LIFE SAFETY
£1 t CODE STANDARD
o ) err.lergency ger'lera ors VK./aS ) The QDDP, House Manager,
maintained to provide electrical service Program Director, Maintenance
within 10 seconds of normal electrical Director, and Lead Counselor will be
power failure. NFPA 99, Health Care retrained on this expectation. Once
Facilities, in Chapter 13, "Other" Health per week, staff will document when
C F lt . 13 1 tat "th. the emergency generator
are raciities mn 15-1 sta es’. 1 automatically turns on. If the
chapter addresses safety requirements generator does not start as expected,
for facilities, or portions thereof, that staff will notify the House Manager
provide diagnostic and treatment who will then notify the Maintenance
services to patients in health care Director who will promptly arrange
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facilities other than hospitals, nursing for the repair of the unit to ensure the
homes, or limited care facilities as generator is functioning per code.
Femors e i vl e
13-3.3.2.1 requires the essential required inspections at least two
electrical distribution system to conform times per year and the records will be
to the Type 3 system requirements as maintained and available for
described in Chapter 3. NFPA 99, inspection.
3-6.4.1.1(a) requires the generator set be System que’ all House Managers,
Program Directors, and QDDPs will
maintained so it is capable of supplying review this standard and ensure that
service within the 10 second interval this requirement is being applied to
specified in 3-4.1.1.8. NFPA 99, 3-6.4.2 all Dungarvin ICF-MR's.
requires a written record of inspection, Completed 2/21/14
. . . Persons Responsible: House
performance, exercising period and Manager and Maintenance
repairs shall be regularly maintained and Director
available for inspection by the authority
having jurisdiction. This deficient
practice affects all occupants.
Findings include:
Based on record review with the house
manager on 02/21/14 at 1:30 p.m., a
Preventive Maintenance Schedule
provided as evidence of emergency
generator testing. Documentation for
monthly testing was noted under "Load
check gen", with the last decipherable
entry date of 06/09/13, 06/08/13 and ?.
These dates noted "4 x start", "2 x start"
and 1 x start". A note at the bottom of
the page said,"Sunset Generator 3 x to
start ...(undecipherable)...not running
weekly....(undecipherable). Prior dates
on the same page had a check mark.
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There was nothing documented as to the
action taken when the generator required
repeated starts to operate under load. A
document provided by the house manage
noted a weekly generator check was last
done 02/17/14. The House manager said
at the time of record review, the
generator ran automatically each week.
She knew because, "we can hear it."
She said the generator had worked in
recent weeks when there had been a
power outage. She could not explain
why there was no further documentation
of testing and maintenance of the
generator.
K01S051 | 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
A manual fire alarm system is provided in
accordance with Section 9.6. 32.2.3.4.1.
Based on record review and interview, K01S051 K0051 03/14/2014
the facility failed to provide testing and 483.470(G)(1)(1) LIFE SAFETY
. tion d tation for 1 of 1 CODE STANDARD
inspec 1(?n ocumentation for o. The QDDP, House Manager,
automatic fire alarm systems during the Maintenance Director, and Lead
past year. LSC 9.6.1.4 requires fire Counselor will be retrained on this
alarm systems to be installed, tested, and expectation. The fire alarm system
maintained in accordance with NFPA bas befndteswi a111d V;]f“ﬂ?e tested and
. . inspected quarterly. ere are any
72, National F.lre Alar'm Code. NEPA issues identified that indicate the
72, 7-3.2 requires testing be done in system is not operating according to
accordance with the schedules in code, the system will be promptly
Chapter 7 and Table 7-3.2, Testing repaired. All reports and evidence of
Frequencies. NFPA 72, Table 7-3.2.15 servicing will be maintained and
. hitiatine devi ’ h K available for inspection.

requires 1nitiating devices such as smoke System wide, all House Managers,
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detectors, release devices, and fire alarm Program Directors, and QDDPs will
boxes to be tested annually. NFPA 72 review this standard and ensure that
. b
. . this requirement is being applied to
Table 7-3.2.19 requires annual testing of .
ab. e7-3 9 equ e.s annua _teSt go all Dungarvin ICF-MR's.
audible and visual devices. This Completed 3/14/14
deficient practice affects all occupants, Persons Responsible: House
including clients, staff and visitors. Manager and Maintenance
Director
Findings include:
Based on a review of fire safety records
with the house manager on 02/21/14 at
1:20 p.m., the fire alarm inspection and
test record provided for review was
dated 10/10/12. The house manager said
at the time of record review, this was the
most current record available.
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K01S056

483.470(j)(1)(i)

LIFE SAFETY CODE STANDARD
PROMPT

Where an automatic sprinkler system is
installed, for either total or partial building
coverage, the system is in accordance with
Section 9.7 and initiates the fire alarm
system in accordance with 32.2.3.4.1,
32.2.3.5.2. The adequacy of the water
supply is documented to the authority having
jurisdiction.

Exception No. 1: In prompt evacuation
facilities, an automatic sprinkler system in
accordance with NFPA 13D, Standard for
the Installation of Sprinkler Systems in One
and Two Family Dwellings and
Manufactured Homes, is permitted.
Facilities with more than eight residents are
permitted. Facilities with more than eight
residents are treated as two-family dwellings
with regard to water supply. Additionally,
entrance foyers are sprinklered.

Exception No. 2: Not applicable

Exception No. 3: In prompt and slow
evacuation capability facilities where an
automatic sprinkler system is in accordance
with NFPA 13, Standard for the Installation
of Sprinkler Systems, automatic sprinklers
are not required in closets not exceeding 24
sq. ft and in bathrooms not exceeding 55 sq.
ft., provided that such spaces are finished
with lath and plaster or material providing a
15 minute thermal barrier.

Exception No. 4: In prompt and slow
evacuation capability facilities up to and
including four stories in height, systems in
accordance with NFPA 13R, Standard for
the Installation of Sprinkler Systems in
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Residential Occupancies up to an Including
Four Stories in Height, are permitted.

Exception No. 5: Not applicable

Exception No. 6: Initiation of the fire alarm
system is not required for existing
installations in accordance with 33.2.3.5.5.

SLOW

Where an automatic sprinkler system is
installed, for either total or partial building
coverage, the system is in accordance with
Section 9.7 and initiates the fire alarm
system in accordance with 32.2.3.4.1. The
adequacy of the water supply is documented
to the authority having jurisdiction.

Exception No. 2: In slow and impractical
evacuation capability facilities, an automatic
sprinkler system in accordance with NFPA
13D, Standard for the Installation of
Sprinkler Systems in One and Two Family
Dwellings and Manufactured Homes, with a
30 minute water supply, is permitted. All
habitable areas and closets are sprinklered.
Facilities with more than eight residents are
treated as two family dwellings with regard
to water supply.

Exception No. 3: In prompt and slow
evacuation capability facilities where an
automatic sprinkler system is in accordance
with NFPA 13, Standard for the Installation
of Sprinkler Systems, automatic sprinklers
are not required in closets not exceeding 24
sq. ft. and in bathrooms not exceeding 55
sq. ft., provided that such spaces are
finished with lath and plaster or material
providing a 15 minute thermal barrier.

Exception No. 4: In prompt and slow
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evacuation capability facilities up to and
including four stories in height, systems in
accordance with NFPA 13R, Standard for
the Installation of Sprinkler Systems in
Residential Occupancies up to and Including
Four Stories in Height, are permitted.

Exception No. 5: Not Applicable

Exception No. 6: Initiation of the fire alarm
system is not required for existing
installations in accordance with 32.2.3.5.5.

MPRACTICAL

Where an automatic sprinkler system is
installed, for either total or partial building
coverage, the system is in accordance with
Section 9.7 and shall initiate the fire alarm
system in accordance with 32.2.3.4.1. The
adequacy of the water supply isdocumented
to the authority having jurisdiction.
32.2.3.5.2.

Exception No. 1: Not Applicable.

Exception No. 2: In slow and impractical
evacuation capability facilities, an automatic
sprinkler system in accordance with NFPA
13D, Standard for the Installation of
Sprinkler system in One and Two Family
Dwellings and Manufactured Homes, with a
30 minute water supply, is permitted. All
habitable areas and closets are sprinklered.
Facilities with more than eight residents are
treated as two family dwellings with regard
to water supply.

Exception No. 3: Not Applicable.
Exception No. 4: Not Applicable.

Exception No. 5: In impractical evacuation
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capability facilities up to and including four
stores in height, systems in accordance with
NFPA 13R, Standard for the Installation of
Sprinkler Systems in Residential
Occupancies up to and Including Four
Stores in Height, are permitted. All habitable
areas and closets are sprinklered.
Exception No. 6: Initiation of the fire alarm
system is not required for existing
installations in accordance with 33.2.3.5.5.
Based on record review and interview, K01S056 K0056 03/14/2014
the facility failed to ensure sprinkler 483.470()(1)(i)) LIFE SAFETY
terfl | devi tested CODE STANDARD
waterflow alarm devices were teste The QDDP, House Manager,
quarterly for 4 of 4 quarters. LSC 9.7.5 Maintenance Director, and Lead
requires sprinkler systems be maintained Counselor will be retrained on this
in accordance with NFPA 25, Standard expectation. The sprinkler waterflow
for the Inspection, Testing and alarm devices have been tested and
. ’ . will be tested and inspected
Maintenance of Water-Based Fire .
] quarterly. If there are any issues
Protection Systems. NFPA 25, at 2-3.3 identified that indicate the system is
requires waterflow alarm devices not operating according to code, the
including but not limited to mechanical system will be promptly repaired.
All reports and evidence of servicing
water motor gongs, vane type waterflow . o }
devi d iches th will be maintained and available for
ev1(.:es an .pressure. sw1tc. es that inspection.
provide audible or visual signals be System wide, all House Managers,
tested quarterly. This deficient practice Program Directors, and QDDPs will
could affect all clients and staff, review this standard and ensure that
this requirement is being applied to
L el all Dungarvin ICF-MR's.
Findings include: Completed 3/14/14
Persons Responsible: House
Based on review of fire system records Manager and Maintenance
provided on 02/21/14 at 1:05 p.m. with Director
the house manager, automatic sprinkler
system inspection and testing records
titled, "Semi Annual Sprinkler System
Inspection" were provided. They were
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 1HCG21 Facility ID: 012034 If continuation sheet Page 90of 12
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dated 07/06/13 and 11/14/13. The house
manager agreed at the time of record
review, the inspection dates reflected a
four month time lapse. She said she had
no other information and didn't know
anything about the scheduling of
inspections.
K01S154 | 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
Where a required automatic sprinkler
system is out of service for more than 4
hours in a 24-hour period, the authority
having jurisdiction shall be notified, and the
building shall be evacuated or an approved
fire watch system be provided for all parties
left unprotected by the shutdown until the
sprinkler system has been returned to
service. 9.7.6.1
Based on record review and interview, K01S154 K0154 483.470(j)(1)(i) LIFE 03/13/2014
the facility failed to provide a written SAFETY CODE STANDARD The
licy includi 1 ired d QDDP, House Manager, and
poticy meid mg all required proce ure§ Lead Counselor will be retrained
to be followed in the event the automatic on this expectation. The Fire
sprinkler system has to be placed out of Watch Policy and tracking sheet
service for four hours or more in a 24 \ISVIII n(:-tte thet1t I?llii)H an?f.thg 'Flrt?]
. . epartment will be notified in the
hour period to pr'otect 4 of4 c.hents.. event the Fire Watch Procedure
board and care facility to have in effect Policy is located in the site
and available to all supervisory specific, “Policy and Procedure
. for Emergency Situations”.
personnel a plan for the protection of all .
i ] ) System wide, all House
persons. This deficient practice could Managers, Program Directors,
affect all occupants. and QDDPs will review this
standard and ensure that this
.. . . requirement is being applied to all
Findings include: Dungarvin ICF-MR's. Completed
3/13/14 Persons Responsible:
Based on review of the Fire Watch QDDP, House Manager, and
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Policy dated January 2013 on 02/21/14 Lead Counselor
at 1:15 p.m. with the house manager, the
policy states, "In the event of the
Sprinkler System and/or Fire Alarm
system not functioning...DSP or
Designee will begin fire watch..."
Nothing in the policy provided for the
notification of ISDH and the fire
department. The house manager said
she had no other information to provide.
K01S155 | 483.470(j)(1)(i)
LIFE SAFETY CODE STANDARD
Where a required fire alarm system is out of
service for more than 4 hours in a 24-hour
period, the authority having jurisdiction shall
be notified, and the building shall be
evacuated or an approved fire
watch shall be provided for all parties left
unprotected by the shutdown until the fire
alarm system has been returned to service.
9.6.1.8
Based on record review and interview, KO01S155 KO0155 03/12/2014
the facility failed to provide a written 483.470G)(1)(1) LIFE SAFETY
licy includi 1l ired d CODE STANDARD
policy inclu 1ng all required procedures The QDDP, House Manager, and
to be followed in the event the fire alarm Lead Counselor will be retrained on
system has to be placed out of service this expectation. The Fire Watch
for four hours or more in a 24 hour Policy and tracking sheet will note
period to protect 4 of 4 clients. LSC th.at ISDH ,and ﬂ_]e Fire Depaﬂmem
3371 . dential board will be notified in the event the Fire
. requlre.s every res% ential boar Watch Procedure needs to be
and care facility to have in effect and implemented.
available to all supervisory personnel a System wide, all House Managers,
Program Directors, and QDDPs will
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: 1HCG21 Facility ID: 012034 If continuation sheet Page 11 of 12
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Persons Responsible: QDDP,
Findings include: House Manager, and Lead
Counselor
Based on review of the Fire Watch
Policy dated January 2013 on 02/21/14
at 1:15 p.m. with the house manager, the
policy states, "In the event of the
Sprinkler System and/or Fire Alarm
system not functioning ...DSP or
Designee will begin fire watch..."
Nothing in the policy provided for the
notification of ISDH and the fire
department. The house manager said
she had no other information to provide.
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