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 K0000A Life Safety Code Recertification 

Survey was conducted by the Indiana 

State Department of Health in accordance 

with 42 CFR 483.470(j).

Survey Date:  03/02/12

Facility Number:  012527

Provider Number:  15G802

AIM Number:  201024860

Surveyor:  Phillip Komsiski, Life Safety 

Code Specialist

At this Life Safety Code survey, Bona 

Vista Programs 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 32, New 

Residential Board and Care Occupancies.

This one story facility with a basement 

was sprinklered.  The facility has a fire 

alarm system with smoke detection on all 

levels including in the corridors, common 

living areas, all resident sleeping rooms.  

The facility has a capacity of eight and 

had a census of eight at the time of this 

survey.
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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 0.3. 

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 03/08/12. 

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

The administration of every resident board 

and care facility has in effect and available to 

all supervisory personnel written copies of a 

plan for protecting of all persons in the event 

of fire, for keeping persons in place, for 

evacuating persons to areas of refuge, and 

for evacuating person from the building when 

necessary.  The plan includes special staff 

response, including fire protection procedures 

needed to ensure the safety of any resident, 

and is amended or revised whenever any 

resident with unusual needs is admitted to the 

home.  All employees are periodically 

instructed and kept informed with respect to 

their duties and responsibilities under the 

plan.  Such instruction is reviewed by the staff 

no less than every 2 months.  A copy of the 

plan is readily available at all times within the 

facility. 32.7.1, 33.7.1

The door handle was changed to 

a non-locking door handle on 

3/20/12.  The QDDP will check 

the house on a regular basis to 

ensure that all doors are 

accessible by the consumers. 

03/20/2012  12:00:00AMKS147Based on observation and interview, the 

facility failed to provide a plan to 

evacuate 2 of 8 residents when their 

bedroom door is locked from the inside.  

This deficient practice could affect 2 

residents in the basement bedroom as well 

as visitors and staff.

Findings include:

Based on observation on 03/02/12 at 1:29 

p.m. with the House Manager, the door to 

the only resident room in the basement 

locked from the inside and could not be 

unlocked by staff if it became necessary 

to evacuate the residents inside.  

Furthermore a plan was not available to 
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instruct the staff how to do so.  Based on 

interview on 03/02/12 at 1:30 p.m. it was 

acknowledged by the House Manager, the 

aforementioned resident room door could 

be locked from the inside and staff 

present could not unlock it from the 

outside.
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