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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:  05/16/12

Facility Number:  000745

Provider Number:  15G221

AIM Number:  100234850

Surveyor:  W. Chris Greeney, Life Safety 

Code Specialist

At this Life Safety Code survey, ADEC, 

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 fully sprinklered.  The facility has a 

monitored fire alarm system with smoke 

detection on all levels including in the 

corridors, client sleeping rooms and 

common living areas.  The facility has a 

capacity of 8 and had a census of 8 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 0.32.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 05/17/12. 

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 

OTHER LSC DEFICIENCY NOT ON 2786

On 5/17/12 the fire extinguisher 

was hung on the wall. This was 

not done when the house was 

built. Will make sure all fire 

extinguishers are hung on the 

wall during monthly inspection 

and if we would build another 

home will make sure the 

extinguishers are hung.Person 

Responsible: QDDP

05/21/2012  12:00:00AMK0130Based on observation and interview, the 

facility failed to ensure 1 of 5 portable fire 

extinguishers was mounted on a wall. 

NFPA 101, Section 4.5.7 states any 

device equipment or system required for 

compliance with this Code shall thereafter 

be maintained unless the Code exempts 

such maintenance.  NFPA 10, Standard 

for Portable Fire Extinguishers, Section 

1-6.7 requires portable fire extinguishers 

shall be securely installed on the hangar 

or in the bracket supplied or placed in 

cabinets or wall recesses. The hanger or 

bracket shall be securely and properly 

anchored to the mounting surface in 

accordance with manufacturer's 

instructions.  Section 1-6.10 states, in no 

case shall the clearance between the 

bottom of the extinguisher and the floor 

be less than 4 inches.  This deficient 

practice could affect any staff and/or 

clients.

Findings include: 

Based on observation at 12:20 p.m. on 

5/16/12 with the facility's House 

Manager, the portable fire extinguisher 

located in the furnace/utility room in the 

basement was sitting directly on the 

cement floor.  Interview with the House 
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Manager at 12:20 p.m. on 5/16/12 

indicated the fire extinguisher had always 

been stationed directly on the floor and 

there was no hanger or bracket attached to 

the wall to secure the extinguisher.
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