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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:  02/19/14

Facility Number:  000621

Provider Number:  15G077

AIM Number:  100248610

Surveyor:  Amy Kelley, Life Safety 

Code Specialist

At this Life Safety Code survey, 

Pathfinder Services Inc. 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 

33, Existing Residential Board and Care 

Occupancies.

The two story facility with a basement 

was not sprinklered.  The facility has a 

fire alarm system with smoke detection 

on all levels including in the corridors, 

in sleeping rooms and in common living 

areas.  The facility has a capacity of 7 

and had a census of 7 at the time of this 
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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 0.3.

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical 

Surveyor on 02/24/14.

The facility was found not in 

compliance with the aforementioned 

regulatory requirements as evidenced by 

the following:

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 1MJL21 Facility ID: 000621 If continuation sheet Page 2 of 4



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

03/21/2014PRINTED:

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

HUNTINGTON, IN 46750

15G077

01

02/19/2014

PATHFINDER SERVICES INC

317 E FRANKLIN ST

483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

In addition to the primary route, each 

sleeping room in facilities that use Exception 

No. 1 to 32.2.3.5.1 has a second means of 

escape that consists of one of the following:

(a) It is a door, stairway, passage, or hall 

providing a way of unobstructed travel to the 

outside of the dwelling at street or ground 

level that is independent of and remotely 

located from the primary means of escape.

(b) It is a passage through an adjacent 

nonlockable space, independent of and 

remotely located from the primary means of 

escape, to an approved means of escape.

(c) It is an outside window or door operable 

from the inside without the use of tools, 

keys, or special effort that provides a clear 

opening of not less than 5.7 sq. ft. The width 

is not less than 24 inches. The bottom of the 

opening is not more than 44 inches above 

the floor. Such means of escape is 

acceptable where one of the following 

criteria are met:

(1) The window is within 20 ft of grade.

(2) The window is directly accessible to fire 

department rescue apparatus as approved 

by the authority having jurisdiction.

(3) The window or door opens onto an 

exterior balcony.     33.2.2.3

Exception No. 1: If the sleeping room has a 

door leading directly to the outside of the 

building with access to grade or to a 

stairway that meets the requirements of 

exterior stairs in 33.2.3.1.2, that means of 

K01S120
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escape is considered as meeting all the 

escape requirements for the sleeping room.

Exception No. 2: A second means of escape 

from each sleeping room is not required 

where the facility is protected throughout by 

approved automatic sprinkler system in 

accordance with 33.2.3.5.

Exception No. 3: Existing approved means 

of escape is permitted to continue to be 

used.

Based on observation and interview, the 

facility failed to ensure 1 of 7 client 

sleeping rooms was provided with a 

secondary means of escape.  This 

deficient practice could affect 1 of 7 

clients.

Findings include:

Based on an observation with the 

Community Supports Coordinator on 

02/19/14 at 11:40 a.m., the ground floor 

sleeping room adjacent the exercise 

room had a rear door obstructed by a 

recliner and a window obstructed by two 

dressers.  This was acknowledged by the 

Community Supports Coordinator at the 

time of observation. 

We failed to ensure that there 

was a second exit for one of our 

clients due to a piece of furniture 

being placed in front of a 

window.  The house manager 

was there at the time and moved 

the furniture after the survey was 

completed.  On 3/6/14 an email 

was sent to the group home 

requesting that staff be vigilant 

in ensuring that there is always a 

second means of egress from 

each bedroom.  On 3/6/14 there 

was another email sent reminding 

ALL of our group homes to 

ensure there is always a second 

eggress from every bedroom.  

The Monthly Emergency Exit 

Checklist  was changed to ensure 

that all group homes will check to 

ensure that there are always two 

clear exit paths from rooms.  The 

managers have been asked to 

check the Emergency Exit 

Checklist each month to ensure 

that there are always two clear 

exits from the bedrooms.
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