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K 0000

Bldg. 02
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: 07/30/15

Facility Number: 000962
Provider Number: 15G448
AIM Number: 100249360

At this Life Safety Code survey, Logan
Community Resources 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 two story facility with a partial
basement was sprinklered. The facility
has a monitored fire alarm system with
smoke detection on all levels including in
the sleeping rooms, in corridors and in
common living areas. The facility has a
capacity of 7 and had a census of 7 at the
time of this survey.

Calculation of the Evacuation Difficulty

K 0000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

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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Score (E-Score) using NFPA 101A,
Alternative Approaches to Life Safety,
Chapter 6, rated the facility Prompt with
an E-Score of 1.1.
K S046 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
Bldg. 02 Utilities comply with Section 9.1.  32.2.5.1,
33.2.5.1
Based on observation and interview, the K S046 08/29/2015
facility failed to ensure 1 of 1 flexible The flexible cord that was being
. d bstitute for fixed wiri
cords were not used as a substitute for used as a substitute Tor fxed wiring
. . . has been removed from the home.
ﬁ).(ed w1.r1ng to provide power equipment The staff have been trained that any
with a high current draw. NFPA 70, appliances that have to be plugged
National Electrical Code, 1999 Edition, in, must be plugged in directly into
Article 400-8 requires that, unless an outlet with fixed wiring.
specifically permitted, flexible cords and e s hep
. n the future, the Program
cables shall not be used as a substitute for ) & ) )
o ) . Coordinator and QIDP will routinely
fixed wiring of a structure. This deficient check and monitor the use of
practice affects staff only. smaller electrical devices to ensure
they are plugged directly into the
Findings include: outlet. Additionally, flexible
cords/surge protectors will not be
. . . allowed in the house.
Based on observation with Maintenance
Technician on 07/40/15 at 11:53 a.m., a
dehumidifier was plugged into a surge
protector. Based on interview at the time Persons Responsible: Program
of observation, the Maintenance Coordinator and QIDP/Program
.. M
Technician acknowledged the anager
aforementioned condition.
K S051 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
Bldg. 02 A manual fire alarm system is provided in
accordance with Section 9.6.  32.2.3.4.1.
1. Based on record review and interview, K S051 The SCI alarm company was 08/29/2015
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: D7EB21 Facility ID: 000962 If continuation sheet Page 2 of 14




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/27/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G448

B. WING

X2) MULTIPLE CONSTRUCTION
A. BUILDING

X3) DATE SURVEY

02 COMPLETED

07/30/2015

NAME OF PROVIDER OR SUPPLIER

LOGAN COMMUNITY RESOURCES INC

STREET ADDRESS, CITY, STATE, ZIP CODE
907 COTTAGE GROVE
SOUTH BEND, IN 46628

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE
the facility failed to ensure 1 of 1 fire contacted and made a return visit
alarm systems components and devices, on 8/11/2015. '_A‘n inspection was
completed and included all horns
such as, smoke detectors, horn/strobe and strobe devices testing with
devices, fire alarm boxes, and fire alarm corresponding documentation.
control equipment was tested annually. Additionally, all smoke detector
LSC 9.6.2.10 refers to NFPA 72, gzx'scfstw‘i; ;27Cakle:sfc;rnd e
. . itivity valu
National Fire Alarm Code. NFPA 72, range/values were documented in
7-3.2 requires fire alarm system devices, an inspection report. The Director
such as, smoke detectors, fire alarm of Maintenance has addressed
boxes, horn/strobe devices, and fire alarm with ,th(zSCI Alarm company the
. require
001'1tr01 eqylpment t?e tested annually. documented components in an
This deficient practice could affect all inspection report and the
clients in the facility. importance of a thorough and well
documented inspection report.In
Findi include: the future, the Director of
Indings metude: Maintenance and the Director of
Quality Assurance will carefully
Based on record review on 07/30/15 at review the inspection reports
11:21 a.m. with the Maintenance once completed and received by
. . i the SCI Alarm company. Any
1
Technician, the facﬂle s mo§t recent fire information in the report that
alarm system annual inspection report by indicates all fire safety equipment
SCI Alarm was dated 04/21/15. Review was not tested as well as
of the inspection report indicated the missing sensitivity range values
Smoke device in B t -Center "can't will be identified and addressed
mo"e evice in ' agemen -Center "can with the company in a timely
find." Smoke device in Upper Level - manner.Persons Responsible:
North Bedroom #5 indicated "sleeping." Director of Maintenance and
All the horn and strobe devices were Director of Quality Assurance
noted as "not at this time." No other
documentation was available. Based on
interview at the time of record review,
the Maintenance Technician
acknowledged the lack of complete fire
alarm system test documentation.
2. Based on interview, it could not be
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assured the facility was maintaining and
inspecting 15 of 15 smoke detectors per
the manufacturer's recommendations.
LSC Section 21.3.4.1 requires
ambulatory health care facilities to be in
accordance with LSC Section 9.6. LSC
Section 9.6.1.4 requires a fire alarm
system to be maintained in accordance
with NFPA 72, National Fire Alarm
Code. NFPA 72, at 7-3 requires smoke
detector testing to be in accordance
Section 7-3, Inspection and Testing
Frequencies. NFPA 72, 7-3.2.1 states
detector sensitivity shall be checked
within 1 year of installation, and every
alternate year thereafter. After the
second required calibration test, if
sensitivity tests indicate that the detector
has remained within its listed and marked
sensitivity range, the length of time
between calibration tests shall be
permitted to be extended to a maximum
of 5 years. If the frequency is extended,
records of detector caused nuisance
alarms and subsequent trends of these
alarms shall be maintained. In zones or
areas where nuisance alarms show an
increase over the previous year,
calibration tests shall be performed. To
ensure that each smoke detector is within
its listed and marked sensitivity range, it
shall be tested using any of the following
methods:
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(1) Calibrated test method.

(2) Manufacturer's calibrated sensitivity
test instrument.

(3) Listed control equipment arranged for
the purpose.

(4) Smoke detector/control unit
arrangement whereby the detector causes
a signal at the control unit where its
sensitivity is outside its listed sensitivity
range.

(5) Other calibrated sensitivity method
acceptable to the authority having
jurisdiction.

Detectors found to have sensitivity
outside the listed and marked sensitivity
range shall be cleaned and recalibrated,
or replaced.

NOTE: The detector sensitivity cannot be
tested or measured using any spray
device that administers an unmeasured
concentration of aerosol into the detector.
This deficient practice affects all
occupants in the facility including staff,
visitors and clients.

Findings include:

Based on record review with the
Maintenance Technician on 07/30/15 at
11:21 a.m., the sensitivity report by SCI
Alarm "Inspection Report" indicated
sensitivity values for each device but did
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K 8056

Bldg. 02

not list sensitivity ranges for each device.
Based on interview at the time of record
review, the Maintenance Technician
acknowledged the aforementioned
condition.

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
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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
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
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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
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
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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
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 observation and interview, the K S056 The items that were obstructing 08/29/2015
facility failed to ensure a clearance of at the spray pattern of the sprinkler
I ch L. 1 h head pattern have been removed.
east 18 inches was maintained below the All other closets have been
level of the sprinkler deflector for 1 of 1 checked and any items in the
sprinklers in the activity room storage path of the sprinkler head pattern
closet. NFPA 25, 2-2.1.2 requires have been removed. The staff
ble ob . have been informed that the top
unacceptable obstructions to spray shelf of any shelving unit in a
patterns shall be corrected. Further closet will need to remain empty
NFPA 13, 1999 edition, at 5-5.5.1 says a to ensure the sprinkler will
continuous or noncontinuous obstruction fgnctlon properly in the event of a
! h l'to 18 inches bel h fire emergency. In the future, the
ess' than or equal to 13 inches below the overnight staff will be required to
sprinkler deflector prevents the spray complete documented checks on
pattern from fully developing. This a weekly basis to ensure the
deficient practice affects staff and clients shelves remain free of obstacles
. d th tivit " that could obstruct the sprinkler
in and near the activity room storage head spray pattern.  Persons
closet. Responsible: Program
Coordinator and QIDP/Program
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Finding includes: Manager
Based on observation with the
Maintenance Technician on 07/30/15 at
11:59 a.m. a sprinkler head was
discovered covered with clothes in the
Linen Closet. Based on interview at the
time of observation, the Maintenance
Technician acknowledged the
aforementioned condition.
K S123 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
Bldg. 02 Every bathroom door is designed to allow
opening from the outside during an
emergency when locked. 32.2.2.5.4,
33.2.2.54
Based on observation and interview, the K S123 The pin key to open locked 08/29/2015
facility failed to ensure 2 of 2 bathroom bathroom doors from the _OUtS'de_
. has been replaced. The pin key is
doo.rs could be unlocked f.rom the? outside kept above the bathroom door so
during an emergency. This deficient that it is available, if needed. The
practice could affect anyone locked in the same pin key can be used to
bathroom during a fire or other open all the bathroom doors in
the home. In the future, the
emergency. overnight staff will complete
documented checks once a week
Findings include: in effort to ensure the placement
of the pin is still available. If at
. . any time a new pin key is needed,
Based on observation with the the Program Coordinator will
Maintenance Technician on 07/30/15 at submit a high priority entry into
12:01 p.m. the bathroom door on the first Fhe Sys_ald. system that a new key
is needed immediately. The
floor had a lock that could be locked maintenance technician will in
from inside the bathroom and the second turn replace the pin key in a
timely manner. Persons
floor bathroom also had a lock that could Responsible: QIDP/Program
be locked from inside the bathroom. Manager, Program Coordinator
and Maintenance technician
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: D7EB21 Facility ID: 000962 If continuation sheet Page 10 of 14




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/27/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

15G448

A. BUILDING
B. WING

X2) MULTIPLE CONSTRUCTION

X3) DATE SURVEY

02 COMPLETED

07/30/2015

NAME OF PROVIDER OR SUPPLIER

LOGAN COMMUNITY RESOURCES INC

STREET ADDRESS, CITY, STATE, ZIP CODE
907 COTTAGE GROVE
SOUTH BEND, IN 46628

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

K S147

Bldg. 02

Based on interview at the time of
observation, the Maintenance Technician
was unable to unlock the door when
asked if there was a key or some other
device available to use to unlock the

bathroom doors.

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 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

Based on record review and interview,
the facility failed to ensure the fire
protection plan included the necessary
means for evacuating all clients and
ensuring their safety in the event of fire.
This deficient practice affects 8 of 8
clients.

K S147

The QIDP has revised the FIRE
EVACUATION PROCEDURES
for COTTAGE GROVE to include
instructions to pull a pull station in
the event that smoke or fire are
observed and the fire alarm
system has not been set off. The
revised evacuation plan has been
placed in the house and all the
staff have been made aware of
this revision as well as the

08/29/2015
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Bldg. 02

Findings include:

Based on written review on 07/30/15 at
11:16 a.m. with the Maintenance
Technician the written fire safety plan
titled "Fire Evacuation Procedures for
Cottage Grove" failed to include pulling a
pull station in the event of smoke or a fire
has not yet set off the fire alarm system.
Based on interview at the time of written
review, the Maintenance Technician
acknowledged the aforementioned

condition.

483.470(j)(1)()

LIFE SAFETY CODE STANDARD

The facility holds evacuation drills at least
quarterly for each shift of personnel and
under varied conditions to ensure that all
personnel on all shifts are trained to perform
assigned tasks; and ensure that all
personnel on all shifts are familiar with the
use of the facility's emergency and disaster
plans and procedures.

The facility must -

(i) Actually evacuate clients during at least
one drill each year on each shift;

(ii) Make special provisions for the
evacuation of clients with physical
disabilities;

(iii) File a report and evaluation on each drill;
(iv) Investigate all problems with evacuation
drills, including accidents and take corrective

location of the pull stations are in
the case of emergency. In the
future, incoming staff will be
trained on this revised fire
evacuation plan as well as the
location of the pull stations in the
house. Persons Responsible:
QIDP/Program Manager and
Program Coordinator
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action: and
(v) During fire drills, clients may be
evacuated to a safe area in facilities certified
under the Health Care Occupancies Chapter
of the Life Safety Code.
Facilities meet the requirements of
paragraphs (1) and (2) of this section for any
live-in and relief staff that they utilize.
Based on record review and interview, K S152 08/29/2015
. . . The facility will ensure that fire drills
the facility failed to conduct fire drills Y
are conducted at least quarterly on
quarterly on each shift for 1 of the last 4 every shift. Currently there is an
calendar quarters. This deficient practice internal system in which the
. administrative assistant tracks the
could affect all clients. )
drills that are completed and turned
Findings include: in. This information is compiled into
Based on interview and record review of a form and given to the Program
. . Coordinator as a reference in effort
the fire drill reports titled "Logan
p g to identify which drills have been
Community Living New Drill Report" on completed and which drills still need
07/30/15 at 11:06 a.m., the Maintenance to be completed. Additionally, there
.. . is a specific schedule outlining which
Technician acknowledged documentation )
staff should complete drills, when
for a second shift fire drill for the second they should complete the drills, and
quarter of 2015 was not available for how they should complete the drills.
TeVICw. In the future, the QIDP/Program
Manager will receive the drills
directly before turning them over to
the administrative assistant. This will
allow for a double check and include
the QIDP/Program Manager
checking and monitoring the times
that the drills were completed.
Based on the outcome of the double
check completed, the QIDP/Program
Manager will provide direction and
instruction to the Program
Coordinator and staff to complete
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drills to avoid missing drills.

Persons Responsible: Program
Coordinator, QIDP/Program
Manager, Administrative Assistant
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