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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()).

Survey Date: 06/22/12

Facility Number: 000936
Provider Number: 15G422
AIM Number: 100244610

Surveyor: Mark Caraher, Life Safety
Code Specialist,

At this Life Safety Code survey,
Community Alternatives - Adept 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.

This one story building was determined to
be fully sprinklered. The facility has a
fire alarm system with smoke detection in
corridors and in all living areas. The
facility has a capacity of 7 and had a
census of 7 at the time of this survey.
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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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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 06/22/12.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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KS040 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
Doors or paths of travel to a means of
escape are not less than 28 inches.
Exception: Bathroom doors are not less than
24 inches. 33.2.2.5.1
Based on observation and interview’ the KS040 CORRECTION: Doors or paths of 07/22/2012
facility failed to ensure the path of travel travel to a means of escape are
¢ £  less than 28 not less than 28
.0 a me.ans ot escape was not Iess ?n inches.Specifically, the doorway
inches in one of four bedrooms. This adjacent to the home’s front
deficient practice could affect two of entrance will be expanded to 28
seven clients. inches in width. PREVENTION:
Maintenance staff will review the
o . physical environment
Findings include: requirements of the Life Safety
Code to assure all facility
Based on observation with the egresses meet regulatory
. . . i ts. RESPONSIBLE
Maintenance Aide during a tour of the requiremen
facility fi . & . PARTIES: QDDPD,
acility from 10:16 a.m. to 10:35 a.m. on Maintenance Team,Operations
06/22/12, the clear width of the door way Team, Quality Assurance Team
entry into the bedroom by the front
entrance measured 23 inches. Based on
interview at the time of observation, the
Maintenance Aide acknowledged the
clear width of the door way into the
bedroom by the front entrance was less
than 28 inches.
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