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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:  02/05/13

Facility Number:  005592

Provider Number:  15G736

AIM Number:  200859130

Surveyor:  Bridget Brown, Life Safety 

Code Specialist

At this Life Safety Code survey, Abilities 

Services, 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 facility was fully 

sprinklered.  The facility has a fire alarm 

system with smoke detection in corridors, 

sleeping rooms and in common living 

areas.  The facility has the capacity for 6 

and had a census of 6 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 Slow with an 

E-Score of 2.8.

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 02/08/13.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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In response to K130, Korsen Fire 

Monitoring, which is who ASI 

contracts for smoke and fire 

system monitoring is being 

contacted by the Director of 

Programming to evaulate the 

release of the doors when the fire 

alarm is activated.  This will be 

monitored by the monthly fire 

drills which are overseen by the 

Programming Coordinator and 

Agency Safety Committee.

03/05/2013  12:00:00AMK0130Based on observation and interview, the 

facility failed to ensure 1 of 4 sleeping 

room doors was not prevented from 

closing.  LSC 4.6.12.2  requires life safety 

features, if not required shall be 

maintained or removed.  This deficient 

practice affects all occupants.

Findings include:

Based on observation with the 

Programming Coordinator on 02/05/13 at 

1:45 p.m., the door to the pink curtained 

sleeping room was equipped with a self 

closer and a magnet holding the door 

open.  The door did not close when the 

fire alarm was activated because the 

magnet failed to release the door.  The 

Programming Coordinator said at the time 

of observation, she was unaware of the 

problem. 
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

Every sleeping room and living area has 

access to a primary means of escape 

located to provide a safe path of travel to the 

outside.     33.2.2.2.1.

Where sleeping rooms or living areas are 

above or below the level of exit discharge, 

the primary means of escape is an interior 

stair in accordance with 32.2.2.4 and 

33.2.2.4, an exterior stair, a horizontal exit, 

or a fire escape stair.     32.2.2.2.

In response to KS041, the exit 

that was blocked has been 

cleared.  This will be monitored 

regulary by the weekly site 

checklist completed by the 

Nursing Assistant and or 

Programming Coordinator and  

reviewed monthly by the agency 

Safety Committee.

03/05/2013  12:00:00AMKS041Based on observation and interview, the 

facility failed to maintain a clear path of 

travel for 1 of 3 primary exits to evacuate 

clients to an area of refuge.  This deficient 

practice could affect all occupants.

Findings include:

Based on observation with the 

Programming Coordinator on 02/05/2013 

at 2:05 p.m., one exit door was identified 

on the evacuation plan which exited from 

an office.  The path of egress was 

completely blocked by furniture and an 

accumulation of boxes and miscellaneous 

items in front of the door.  The 

Programming Coordinator agree at the 

time of observation, the obstructions 

interfered with exiting and could not be 

used as a primary exit for the bedroom 

identified as the "one with the pink 

curtains."
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

Utilities comply with Section 9.1.     32.2.5.1, 

33.2.5.1

In response to KS046, the 

electrical outlet covere has been 

replaced and all other covers 

have been checked.  This item 

has been added to the site 

checklist that is completed weekly 

by the nursing assistant and or 

programming coordinator and 

reviewed by the agency safety 

committee monthly.

03/05/2013  12:00:00AMKS046Based on observation and interview, the 

facility failed to maintain an electrical 

outlet in 1 of 3 common areas.  LSC 9.1.2 

requires electrical wiring and equipment 

shall be in accordance with NFPA 70, the 

National Electrical Code.  NFPA 70, 

National Electrical Code 70, 1999 edition, 

Article 410-3, Live Parts, requires 

receptacles to have no live parts normally 

exposed to contact.  This deficient 

practice affects any visitor, staff or 6 

clients in the living room.

Findings include: 

Based on observation with the 

Programming Coordinator on 02/05/13 at 

1:50 p.m., an electrical outlet behind the 

living room door was  uncovered.  The 

Programming Coordinator said at the time 

of observation, she was unaware of the 

uncovered receptacle.  
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

A manual fire alarm system is provided in 

accordance with Section 9.6, 33.2.3.4.1.

Exception No 1: Where there are 

interconnected smoke detectors meeting the 

requirements of 33.2.3.4.3 and there is not 

less than one manual fire alarm box per 

floor arranged to continuously sound the 

smoke detector alarms.

Exception No. 2: Other manually activated 

continuously sounding alarms acceptable to 

the authority having jurisdiction.

In repsonse to KS051, the 

programming coordinator has 

been trained to run a check of fire 

alarm system.  The staff have 

also been trained.  The 

programming coordinator has 

written procedures for running a 

check of the system and the 

procedures are posted in the 

home and are a part of the drill 

procedures for the monthly drills.  

The check of the drills in the 

agency monthly safety meeting 

will identify and issues with this.

03/05/2013  12:00:00AMKS051Based on observation and interview, the 

facility failed to maintain 1 of 1 fire alarm 

systems in accordance with Section 9.6.  

LSC 9.6.1.4 requires that all facilities 

maintain the fire alarm system in 

accordance with National Fire Protection 

Association (NFPA) 72, the National Fire 

Alarm Code.  NFPA 72, 7-4.2 requires all 

apparatus requiring resetting to maintain 

normal operation shall be reset as 

promptly as possible after each test and 

alarm.  This deficient practice could affect 

all 6 clients.

 

Findings include:

Based on observation with the 

Programming Coordinator on 02/05/13 at 

1:30 p.m., the main fire alarm control 

panel LED  and adjunct panel LED in the 

kitchen showed the fire alarm system had 

"trouble."  An audible trouble alarm was 
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annunciated in the kitchen.  The 

Programming Coordinator was asked at 

the time of observations what the trouble 

was and how long this status had been in 

effect.  She said she did not know 

anything about the fire alarm system, had 

been in her position "a few months" and 

she had no training about the operation of 

the fire system.  The surveyor showed her 

how to reset the alarm.  The fire system is 

monitored and the program director did 

not know who to call to notify them the 

alarm would be tested.  After several calls 

to her supervisor and other agency 

employees and the fire alarm contractor, 

the monitoring company was notified a 

test would be done.  The Programming 

Coordinator did not know how to test the 

alarm and was guided through the process 

by the surveyor to ensure the system 

worked.  The alarm sounded and the 

Programming Coordinator was guided by 

the surveyor to silence the alarm, reset the 

pull station, and return the system to 

normal.
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

Approved smoke alarms are provided in 

accordance with 9.6.2.10. These alarms are 

powered from the building electrical system 

and when activated, initiate an alarm that is 

audible in all sleeping areas.  Smoke alarms 

are installed on all levels, including 

basements but excluding crawl spaces and 

unfinished attics. Additional smoke alarms 

are installed for living rooms, dens, day 

rooms, and similar spaces. 33.2.3.4.3.

Exception No 1: Buildings protected 

throughout by an approved automatic 

sprinkler system, in accordance with 

33.2.3.5, that uses quick response or 

residential sprinklers, and protected with 

approved smoke alarms installed in each 

sleeping room in accordance with 9.6.2.10, 

that are powered by the building electrical 

system.

Exception No. 2: Where buildings are 

protected throughout by an approved 

automatic sprinkler system, in accordance 

with 32.3.2.5, that uses quick-response or 

residential sprinklers, with existing 

battery-powered smoke alarms in each 

sleeping room, and where, in the opinion of 

the authority having jurisdiction, the facility 

has demonstrated that testing, maintenance, 

and a battery replacement program ensure 

the reliability of power to smoke alarms.

In response to KS053, Korsen 

Fire Monitoring, which is who ASI 

contracts for smoke and fire 

system monitoring is being 

contacted by the Director of 

Programming to provide ASI with 

the evidence that the smoke 

detectors were tested to ensure 

03/05/2013  12:00:00AMKS053Based on record review and interview, the 

facility failed to provide evidence 10 of 

10 smoke detectors were tested by a 

qualified service technician to ensure they 

were within their listed and marked 

sensitivity range.  LSC 9.6.2.10.1 requires 
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they were within their listed and 

marked sensitivity range.  These 

reports will be submitted to the 

agency safety committee as they 

are completed.  A list of times 

these are performed will by on file 

with safety committee.

smoke alarms shall be in accordance with 

the requirements of NFPA 72, National 

Fire Alarm Code.  NFPA 72 at 7-3 

requires testing to be in accordance 

Section 7-3, Inspection and Testing 

Frequencies.  NFPA 72, 7-3.2.1 states 

detector sensitivity shall be checked 

within 1 year of installation, and every 

alternate year thereafter.  After the second 

required calibration test, if sensitivity 

tests indicate the detector has remained 

within its listed and marked sensitivity 

range, the length of time between 

calibration tests shall be permitted to be 

extended to a maximum of 5 years.  If the 

frequency is extended, records of detector 

caused nuisance alarms and subsequent 

trends of these alarms shall be 

maintained.  In zones or areas where 

nuisance alarms show an increase over 

the previous year, calibration tests shall 

be performed.  To ensure each smoke 

detector is within its listed and marked 

sensitivity range, it shall be tested using 

any of the following methods:

(1) Calibrated test method. 

(2) Manufacturer's calibrated sensitivity 

test instrument.

(3) Listed control equipment arranged for 

the purpose.

(4) Smoke detector/control unit 

arrangement whereby the detector causes 

a signal at the control unit where its 

sensitivity is outside its listed sensitivity 
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range.

(5) Other calibrated sensitivity method 

acceptable to the authority having 

jurisdiction.

Detectors found to have sensitivity 

outside the listed and marked sensitivity 

range shall be cleaned and recalibrated, or 

replaced.  The detector sensitivity cannot 

be tested or measured using any spray 

device administering an unmeasured 

concentration of aerosol into the detector.  

NFPA 72,  7-5.2.2 requires a permanent 

record of all inspections, testing and 

maintenance shall be provided.  This 

deficient practice affects all client, staff 

and visitors.

Findings include: 

Based on a review of records provided by 

the Programming Coordinator on 

02/05/13 at 2:20 p.m., documentation of a 

smoke detector sensitivity test report was 

not included.  The Programming 

Coordinator said at time of record review, 

she had provided all the inspection reports 

for review.
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

The administration of every resident board 

and care facility has in effect and available 

to all supervisory personnel written copies of 

a plan for protecting of all persons in the 

event of fire, for keeping persons in place, 

for evacuating persons to areas of refuge, 

and for evacuating persons from the building 

when necessary. The plan includes special 

staff response, including fire protection 

procedures needed to ensure the safety of 

any resident, and is amended or revised 

whenever any resident with unusual needs is 

admitted to the home.  All employees are 

periodically instructed and kept informed 

with respect to their duties and 

responsibilities under the plan.  Such 

instruction is reviewed by the staff not less 

than every 2 months. A copy of the plan is 

readily available at all times within the 

facility.     32.7.1, 33.7.1

In response to KS147, the 

schedule for the fire drills is 

posted in the home with the 

procedures to run the drill.  The 

programming coordinator is 

overseeing the drill logs are 

completed and turned in within 24 

hours of the drill being 

completed.  If the drill is not 

completed, disciplinary action will 

result and the drill will be run on 

the next shift.  The agency safety 

committee will review all drills 

performed in the monthly safety 

meetings.

03/05/2013  12:00:00AMKS147Based on record review, observation and 

interview; the facility administration 

failed to ensure all employees are 

periodically instructed and kept informed 

with respect to their duties and 

responsibilities under the plan for special 

staff response, including fire protection 

procedures needed to ensure the safety of 

6 of 6 clients, which is amended or 

revised whenever any resident with 

unusual needs is admitted to the home.  

Such instruction is reviewed by the staff 

at least every two months.  This deficient 

practice could affect all clients.

Findings include:
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a.  Based on a Fire Drill Log review with 

the Programming Coordinator on 

02/05/13 at 2:15 p.m., a lapse in staff fire 

safety training time was more than the 

two months allowed as evidenced by the 

lack of any record of a fire drill between 

January 1, 2012 and 10/28/12 for the 

second shift, a lapse of 10 months; 

between 03/24/12 and 09/07/12 for the 

first shift during 2012 a lapse of six 

months; between 02/07/12 and 08/25/12 

on the third shift, a lapse of six months, 

and between 08/25/12 to date on the third 

shift, a lapse of six months.  The 

Programming Coordinator said at the time 

of record review, all the fire drill records 

had been provided, she was aware there 

were drills missing, and no other training 

records were available for review.  

b.  Based on observation on 02/05/13 at 

1:30 p.m. the Programming Coordinator 

could not identify components of the fire 

alarm system such as the manual pull 

station and their function.  She was 

uninformed about the process of testing 

the alarm, resetting the alarm and had no 

knowledge of who the monitoring 

company was in order to inform them of 

testing of the system.  She was unable to 

identify a trouble alarm on the fire alarm 

control panel and understand the LED 

trouble on the fire panels.  The problem 

was evident when the Programming 
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Coordinator was asked at the time of 

observations of the fire alarm panels what 

the trouble was and how long this status 

had been in effect.  She said she did not 

know anything about the fire alarm 

system, had been in her position "a few 

months" and she had no training about the 

operation of the fire system.  The 

surveyor showed her how to reset the 

alarm.  The fire system is monitored and 

the program director did not know who to 

call to notify them the alarm would be 

tested.  After several calls to her 

supervisor and other agency employees 

and the fire alarm contractor, the 

monitoring company was notified a test 

would be done.  The Programming 

Coordinator did not know how to test the 

alarm and was guided through the process 

by the surveyor to ensure the system 

worked.  The alarm sounded and the 

Programming Coordinator was guided by 

the surveyor to silence the alarm, reset the 

pull station, and return the system to 

normal.  She acknowledged at the time of 

interview, observation and assistance; her 

orientation and training had been 

incomplete.
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483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

(1) The facility holds evacuation drills at 

least quarterly for each shift of personnel 

and under varied conditions to - 

(i) Ensure that all personnel on all shifts are 

trained to perform assigned tasks;

(ii) Ensure that all personnel on all shifts are 

familiar with the use of the facility's 

emergency and disaster plans and 

procedures.

(2) The facility must - 

(i) Actually evacuate clients during at least 

one drill each year on each shift; 

(ii) Make special provisions for the 

evacuation of clients with physical 

disabilities: 

(iii) File a report and evaluation on each drill: 

(iv) Investigate all problems with evacuation 

drills, including accidents and take corrective 

action: and 

(v) During fire drills, clients may be 

evacuated to a safe area in facilities certified 

under the Health Care Occupancies Chapter 

of the Life Safety Code.

(3) Facilities must meet the requirements of 

paragraphs (i) (1) and (2) of this section for 

any live-in and relief staff that they utilize.

In response to KS152, the 

schedule for the fire drills is 

posted in the home with the 

procedures to run the drill.  The 

programming coordinator is 

overseeing the drill logs are 

completed and turned in within 24 

hours of the drill being 

completed.  If the drill is not 

completed, disciplinary action will 

result and the drill will be run on 

the next shift.  The agency safety 

03/05/2013  12:00:00AMKS152Based on record review and interview, the 

facility failed to ensure fire and 

evacuation drills were provided for each 

shift for 4 of 4 quarters.  This deficient 

practice affects all occupants.

Findings include:

Based on a Fire Drill Log review with the 

Programming Director on 02/05/13 at 
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committee will review all drills 

performed in the monthly safety 

meetings.

2:15 p.m., fire drill records were not 

provided between January 1, 2012 and 

10/28/12 for the second shift; between 

03/24/12 and 09/07/12 for the first shift; 

between 02/07/12 and 08/25/12 on the 

third shift, and between 08/25/12 to date 

on the third shift.  The Programming 

Director said at the time of record review, 

all the fire drill records had been provided 

and she was aware there were drills 

missing.
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