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K0000
A Life Safety Code Recertification K0000
Survey was conducted by the
Indiana State Department of
Health in accordance with 42 CFR
483.470()).
Survey Date: 3/09/12
Facility Number: 004000
Provider Number: 15G715
AIM Number: 200481990
Surveyor: Lex Brashear, Life
Safety Code Specialist
At this Life Safety Code survey,
Life Design Inc. was found not in
compliance with Requirements for
Participation in Medicaid, 42 CFR
Subpart 483.470()), 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 was
sprinklered. The facility has a fire
alarm system with smoke
detection in the corridors,
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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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sleeping rooms, and the living
room. The facility has a capacity
of six and had a census of six at
the time of this survey.

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 1.44.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 03/14/12.

The facility was found not in
compliance with the
aforementioned regulatory
requirements as evidenced by the
following:
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KS053 483.470(j)(1)()
LIFE SAFETY CODE STANDARD
Approved smoke alarms are provided in
accordance with 9.6.2.10, 32.2.3.43.1.
Smoke alarms are installed on all levels,
including basements but excluding crawl
spaces and unfinished attics. Additional
smoke alarms are installed for all living areas
as defined in 3.3.119.
Exception: Smoke alarms are not required in
buildings protected throughout by an
approved automatic sprinkler system in
accordance with 32.2.3.5.
Based on observation and KS053 E’fOOE5)3 o o 04/08/2012
interview, the facility failed to e Designs 1S comm|tte to
supporting a governing body that
ensure a smoke detector was exercises operating direction over
provided in all common living the facility to operate in
areas, such as a living room area substantial compliance with State
T _ | and Federal regulatory Life Safety
This deficient practice could affect Code requirements. Life Designs
all clients during time spent in the Maintenance staff contacted
front living room area. Koorsen on March 19, 2012 to
request a smoke detector be
o . _ installed in the front living
Findings include: room/entrance area at Parklane
group home. Maintenance staff is
i aware that installation needs to
Based on observation on _
03/09/12 at 10:55 a.m. during a be completed by April 8, 2012.
’ T Copies of the e-mails from
tour Of the faCI|Ity W|th DlreCt Cal’e Maintenance staff of the request
Staff # 1, the front living and installation of smoke detector
room/entrance area was not will be available at the Life
. . Designs office.
provided with a smoke detector. g
This was acknowledged by Direct
Care Staff # 1 at the time of
observation.
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