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Bldg. 01

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:  07/22/15

Facility Number:  012373

Provider Number:  15G765

AIM Number:  200993530

At this Life Safety Code survey, 

Pathfinder Services 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 was 

nonsprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors, sleeping rooms and common 

living areas.  The facility has a capacity 

of 4 and had a census of 4 at the time of 

this survey.

Calculation of the Evacuation Difficulty 

Score (E-Score) using NFPA 101A, 
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Alternative Approaches to Life Safety, 

Chapter 6 rated the facility Prompt with 

an E-score of 0.4.

483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

Doors are provided with latches or other 

mechanisms suitable for keeping the doors 

closed. No doors are arranged to prevent 

the occupant from closing the door.     

32.2.3.6.3, 32.2.3.6.4, 33.2.3.6.3, 33.2.3.6.4

Doors are self-closing or automatic closing 

in accordance with 7.2.1.8

Exception: Door closing devices are not 

required in buildings protected throughout by 

an approved automatic sprinkler system in 

accordance with 32.2.3.5.1 and 33.2.3.5.2.

K S018

 

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 4 client 

sleeping room doors would self close and 

latch into the door frame in accordance 

with 7.2.1.8.  This deficient practice 

affects 1 client in the facility.

findings include:

Based on observation during a tour of the 

facility on 07/22/15 at 12:02 p.m. with 

the Community Support Assistant 

Director, self closing devices had been 

provided on the client doors for this 

nonsprinklered facility but the self 

closing device on the door of Back Single 

Room #1 failed to operate.  Based on 

interview at the time of observation, this 

K S018 A Maintenance request has been 

completed to have the door 

repaired so that it self closes. All 

other doors were checked and 

currently do self close. A 

reminder has been sent to all 

staff to monitor bedroom doors 

and at any time if they do not self 

close, to complete a Maint. 

Request for repair. We have a 

Monthly Inspection checklist 

where checking the doors is a set 

task to be completed monthly in 

all group homes. All group home 

staff will be reminded to always 

be aware of these doors and to 

complete a Maint. Request as 

needed if they do not perform as 

needed. The Q’s and Coord., are 

in the homes weekly and will also 

check bedroom doors on their 

visits.
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was acknowledged by the Community 

Support Assistant Director.

483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

Where smoking is permitted, 

noncombustible safety type ashtrays or 

receptacles are provided in convenient 

locations.     32.7.4.2, 33.7.4.2

K S149

 

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 1 smoking 

areas was provided with a 

noncombustible safety type ashtrays or 

receptacles in a convenient location.  

This deficient practice could affect all 

clients in the event of a fire emergency.

Findings include:

Based on observation during a tour of the 

facility with the Community Support 

Assistant Director on 07/22/15 at 12:10 

p.m., a metal coffee can with a plastic lid 

was being used as an ashtray dump on the 

back deck, and the ashtray provided was 

an open plastic ashtray.  Based on 

interview, this was acknowledged by the 

Community Support Assistant Director at 

the time of observation.

K S149 The coffee can and ash tray have 

been disposed of. A smoker’s 

outpost has been put into place at 

the house. All staff have been 

trained on what is the proper 

receptacle for smoking. All group 

homes have been checked with 

to make sure they also have the 

proper container for smoking and 

these are in place. The containers 

will be maintained and replaced 

as needed. The Q’s and Coord. 

will check the smoking container 

on their visits to the group home 

which is on a weekly basis.
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