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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: 12/20/13

Facility Number: 000744
Provider Number: 15G220
AIM Number: 100234860

Surveyor: Lex Brashear, Life Safety
Code Specialist

At this Life Safety Code survey, Stone
Belt ARC 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.

This one story facility with a lower level
was not sprinklered. The facility has a
fire alarm system with hard wired smoke
detectors on all levels including in the
corridors, in five of six sleeping rooms,
in the dining room, and in the west
living room. The facility has a capacity
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of six and had a census of six at 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 0.95.

Quality Review by Robert Booher, Life
Safety Code Specialist-Medical
Surveyor on 12/30/13.

The facility was found not in
compliance with the aforementioned
regulatory requirements as evidenced by
the following:
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K01S147 | 483.470()(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 persons 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 not 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
Based on record review and interview, K01S147 | S$147 Plan of Correction: A 01/17/2014
the facility failed to ensure there was a facility specific emergency fire
. plan was created, please see
complete fire safety plan in place to attachment S147. Facility staff
ensure the safety of 6 of 6 clients. This will receive training. Plan of
deficient practice could affect all clients, Prevention: Facility coordinator
as well as staff and visitors. will make adjustments to the plan
as admissions or discharges to
the facility occur, keeping an
Findings include: accurate facility specific plan.
Quality Assurance Monitoring:
Based on record review on 12/20/13 at ]'(I'hc-ar{)lart\ V;’f'" be retwewed tt)r{
10:30 a.m. with the Client Support acility staft every two monins.
Coordinator present, the facility's
Emergencies Fire plan was very vague
and was not house specific. The Fire
plan was written with all Stone Belt
ARC homes in mind which included
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several homes with sprinkler systems,
which this home does not provide. The
Fire plan does not include mention of
the activation of the fire alarm system by
pull station in the event of a fire, the use
of fire extinguishers by staff, more in
depth response to alarms, isolation of
fire, and more in depth evacuation of the
facility. This was acknowledged by the
Client Support Coordinator at the time
of record review.
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