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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: 08/07/14

Facility Number: 000946
Provider Number: 15G432
AIM Number: 100244570

Surveyor: Mark Caraher, Life Safety
Code Specialist

At this Life Safety Code survey,
REM-Indiana, 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 33, Existing
Residential Board and Care Occupancies.

This one story building was determined
to be fully sprinklered. The facility has a
fire alarm system with smoke detection in
corridors, in bedrooms and in all 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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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 0.9.
Quality Review by Robert Booher, Life
Safety Code Specialist-Medical Surveyor
on 08/12/14.
The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
K010130
Based on observation and interview, the K010130 A maintenance request has been 09/06/2014
facility failed to maintain 1 of 3 smoke |§sued to have USAutomatic
. fixthe barrier door. The door was
barrier doors. LSC 4.6.12.2 states repaired on 8-22-2014.
existing life safety features obvious to the The Home Manager will be
public, if not required by the Code, shall retrained to include
be either maintained or removed. This ma'qﬁnaﬁce'ssﬁles’ on “;:;D
. . . monthly Home Manager,
deficient p'ra.ctlce could affect all clients, checklist. If any problems should
staff and visitors. arise,the Home Manager will
inform the appropriate
Findings include: maintenance personnel.
' Ongoing, the Home Manager will
) ) complete the monthly
Based on observation with the Home HomeManage/PD checklist and
Manager during a tour of the facility from request that any repairs be made
12:35 p.m. to 1:00 p.m. on 08/07/14, the 'F'Q the aPngpgat:t'TJeSf/:aTe- ;
. . esponsible Party: utomatic
smoke barrier door Py the main fire alarm and Home Manager
control panel room is held open by a
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magnetic hold device and did not self
close when the fire alarm system was
activated at 12:50 p.m. The door was
prevented from closing by the carpet
which caught on the bottom of the door
and prevented it from closing. Based on
interview at the time of observation, the
Home Manager acknowledged the
aforementioned smoke barrier door did
not self close when the fire alarm system
was activated.
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