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

PRINTED: 09/11/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G776

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

ADEC INC

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

52035 TARA DR
SOUTH BEND, IN 46628

X3) DATE SURVEY

02 COMPLETED

08/19/2013

(X4) ID
PREFIX
TAG

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

ID
PREFIX
TAG

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

(X5)
COMPLETION
DATE

K020000

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: 08/19/13

Facility Number: 012436
Provider Number: 15G776
AIM Number: 201016860

Surveyor: W. Chris Greeney, Life Safety
Code Specialist

At this Life Safety Code survey, ADEC
Inc. was not found 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 basement
was sprinklered. The facility has a
monitored fire alarm system with smoke
detection on all levels including in the
corridors, in resident sleeping rooms and
in common living areas. The facility has
a capacity of 8 and had a census of § at
the time of this survey.
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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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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 0.55.
Quality Review by Robert Booher, Life
Safety Code Specialist-Medical Surveyor
on 08/23/13.
The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by:
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K020130
Based on observation and interview, the K020130 The fire extinguisher that was out 08/23/2013
facility failed to ensure a yearly fire of compliance has been removed
. . . . on 8/23/13 and a new
extinguisher inspection was performed for N : .
] ) extinguisher that is current with
1 of 4 portable fire extinguishers. NFPA inspections has replaced it. In the
101, Section 4.6.12.2 requires existing future, any extinguisher that is set
life safety features obvious to the public, offin a home will be 'replaced YVith
if not required by the Code, shall be either an extinguisher that is current in
. inspections. The house manager
maintained or removed. NFPA 10, and QIDP will conduct monthly
Standard for Portable Fire Extinguishers, inspections to insure that all
4-4.1 requires extinguishers shall be extinguishers are inspected as
subjected to maintenance at intervals of reguwed b.y Iayv. .Fa.ulure o gomply
. will result in disciplinary action.
not more than 1 year, at the time of Person Responsible: QIDP
hydrostatic test, or when specifically
indicated by an inspection. This deficient
practice could affect all clients and staff.
Findings include:
Based on observation on 08/19/13 at
12:35 p.m. with the House Manager, a
portable fire extinguisher located in the
hallway just off the kitchen had a
Verification of Service tag attached which
indicated the most recent annual
inspection was conducted in May 2012.
Review of the annual Fire Extinguisher
Inspection Record on 8/19/13 indicated
all four of the facility's portable fire
extinguishers had been inspected on
August 29, 2012. Interview with the
House Manager on 8/19/13 at the time of
the observation indicated the discrepancy
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was due to the hallway extinguisher being
replaced by an extinguisher brought in
from another group home after the
original extinguisher had been discharged.
The House Manager verified the tag
attached to the extinguisher indicated the
replacement extinguisher had not had an
annual inspection in the last 12 months.
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K02S043 | 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
No door in any means of escape is locked
against egress when the building is
occupied.
Exception: Delayed egress locks complying
with 7.2.1.6.1 are permitted on exterior
doors. 32.2.2.5.5,33.2.2.5.5.
Based on observations and interview, the K02S043 The latching mechanism on the 09/06/2013
facility failed to ensure 1 of 3 exit doors door cannot be replace.
. - . . Maintenance has measured the
was provided with a releasing device .
. . . door opening and has ordered a
having an obvious method of operation new door for the area. The door
and readily operated under all lighting had this latch upon purchase of
conditions. LSC 33.2.2.5.7 requires the home, and this home has
compliance with LSC 7.2.1.5.4. LSC been inspected for the past three
. years with no concern. In order to
7.2.1.5.4 requires where a latch or other prevent this in the future, the
similar device is provided, the method of facility will only purchase signle
operation of its releasing device must be mechanism '09k3 for exterior and
obvious, even in the dark. The intention interior doo.rs.- if we purchase a
. . ] home we will inspect all locks to
of this requirement is the method of make sure they are compliant.
release is one familiar to the average Person Responsible:
person. Generally, a two step release, Maintenance
such as a knob and independent dead-bolt
is not acceptable. In most occupancies, it
is important a single action to unlatch the
door be present. This deficient practice
affects all residents, staff, and visitors.
Findings include:
Based on observations on 08/19/13 at
12:35 p.m. with the House Manager, the
exit door leading to the back yard outside
required the unlocking of a doorknob and
deadbolt. Based on interview with the
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House Manager on 08/19/13 at the time of
the observation, it was acknowledged the
aforementioned exit door leading to the
outside required the unlocking of more
than one lock.
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K02S056 | 483.470()(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, 33.2.3.5.2 and activates the fire
alarm system in accordance with 33.2.3.4.1.
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. 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 materials
providing a 15 minute thermal barrier.

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
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
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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 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 activates the fire alarm
system in accordance with 33.2.3.4.1. The
adequacy of the water supply is documented
to the authority having jurisdiction.

Exception No. 1: Not Applicable
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
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
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Exception No. 6: Initiation of the fire alarm
system is not required for existing
installations in accordance with 33.2.3.5.5.

IMPRACTICAL

Where an automatic sprinkler system is
installed, for either total or partial building
coverage, the system is in accordance with
Section 9.7 and activates the fire alarm
system in accordance with 33.2.3.4.1. The
adequacy of the water supply is documented
to the authority having jurisdiction.
33.2.35.2.

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 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.
Automatic sprinklers are not required in
bathrooms not exceeding 55 sq. ft., provided
that such spaces are finished with lath and
plaster or materials providing a 15 minute
thermal barrier.

Exception No. 3: Not Applicable.
Exception No. 4: Not Applicable.

Exception No. 5: In impractical 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. All
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habitable areas and closets are sprinklered.
Automatic sprinklers are not required in
bathrooms not exceeding 55 sq. ft., provided
that such spaces are finished with lath and
plaster or materials providing a 15 minute
thermal barrier.

Exception No. 6: Initiation of the fire alarm
system is not required for existing
installations in accordance with 33.2.3.5.5.

facility failed to ensure 1 of over 10
sprinkler heads in the facility were
maintained. NFPA 13R, Standard for the
Installation of Sprinkler Systems in
Residential Occupancies up to and
Including Four Stories in Height, Section
2-4.5.7 states escutcheon plates used to
create a recessed or flush-type sprinkler
shall be part of a listed sprinkler
assembly. This deficient practice could
affect all clients, staff and visitors.

Findings include:

Based on observation with the House
Manager at 12:35 p.m. on 08/19/13, the
laundry room had a sprinkler head
location with a missing escutcheon plate
which left an opening into the ceiling
around the sprinkler head. Based on
interview at the time of observation, the
House Manager acknowledged the
aforementioned sprinkler head location
had a missing escutcheon plate.

Based on observation and interview, the K02S056 The escutcheon plte has been

replaced. This item was never
installed when the system was
put into place. In the future, we
will conduct closer inspection of
installed systems to make sure all
components are in place. Person
Responsible: Maintenance

09/03/2013
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