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K 0000

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: 09/15/15

Facility Number: 000933
Provider Number: 15G419
AIM Number: 100239740

At this Life Safety Code survey,
Rehabilitation Center Developmental
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 sprinklered.
The facility has a monitored fire alarm
system with hard wired smoke detectors
in the corridors, sleeping rooms, and
common living areas. The facility has a
capacity of eight and had a census of
eight 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 Impractical
with an E-Score of 7.2
Quality Review completed 09/17/15 -
DA.
K S018 483.470(j)(1)(i)
LIFE SAFETY CODE STANDARD
Bldg. 01 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.
Based on observation and interview, the K S018 The door handle on sleeping 09/28/2015
facility failed to ensure 1 of 4 client room door'#2 has been
. . replacedwith a more durable
sleeping room doors was smoke resistant handle. The moredurable handle
and would latch into its door frame. This will prevent the client from
deficient practice could affect all clients removing the door handle from
in the facility thedoor which will ensure moving
’ forward that a door handle is
o ) always in place. All group home
Findings include: staff and maintenance havebeen
made aware that a handle must
Based on observation on 09/15/15 at be in pltafcetz atall times. To
) . . prevent future reoccurrence,
19.05 a.m. during a tour ofthe fac111t3{ extra handlesare kept at the
with the Group Home Coordinator, client home to ensure timely change out
sleeping room door #2 (second door on if a handle would be damagedor
left side) was missing its door handle broken. All professional staff
associated with all nine of our
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which left a two inch hole in the door, grouphomes were in-serviced to
furthermore, without the door handle the ensure that door handles that are
. . broken or damagedare replaced
door would not latch into its door frame. as quickly as possible. Thegroup
This was acknowledged by the Group home maintenance repair
Home Coordinator at the time of checklist, which is completed
observation. The Group Home monthly by aIImapagers, has .
. . . . been updated to include checking
Coordinator said a client tore it off. that all door handles are inproper
working condition. A
maintenancework order will be
filled out immediately for the issue
to be corrected if adoor handle is
found to not be functioning
correctly.
K S056 483.470(j)(1)(i)
LIFE SAFETY CODE STANDARD
Bldg. 01 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
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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

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
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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 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.
33.2.3.5.2.

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 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
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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
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.
Based on observation and interview, the K S056 Cypress Group Home recently had 09/28/2015
facility failed to ensure 1 of 1 automatic some repair work done in thearea
. . . that houses the sprinkler
sprinkler system riser was easily o
. . system. Due to the work still being in
accessible and properly protected. This ‘
process, items were moved around
deficient practice could affect all clients, in thisarea. The work in this area
as well as staff and visitors in the facility. has now beencompleted and all
items have been moved back to
Findings include: their proper locations. To prevent
future occurrence, all group
. homestaff, management, and
Based on observation on 09/15/15 at aintenance have been made aware
10:20 a.m. with the Group Home of the importance ofkeeping the
Coordinator present, there were three area around the sprinkler riser clear
large plastic totes, five full cardboard of clutter to ensure
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boxes, an empty water softener tank, and properaccessibility and protection.
two wheel chairs stored directly in front All professional staff associated
fth 1kl ¢ . furth with all nineof our group homes
ol the sprinkler system riser, turthermore, were in-serviced to ensure that
there were two cardboard boxes and a the area around thesprinkler
wheel chair leaning against the sprinkler system is kept clear and free from
riser. This was acknowledged by the clut_tetr. The group home
. . maintenance repair
Group H-ome Coordinator at the time of checklist which is completed
observation. monthly by all managers, has
been updated to includechecking
that the area around the sprinkler
is free of clutter. If clutter is found
around the sprinklersystem,
management has not been
instructed to clean the area
immediately to ensureproper
accessibility and protection of the
sprinkler riser.
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