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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: 05/12/14

Facility Number: 000688
Provider Number: 15G679
AIM Number: 100234470

Surveyor: Dennis Austill, Life Safety
Code Specialist

At this Life Safety Code survey, Logan
Community Resources 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 partial
basement was determined to be
sprinklered. The facility has a fire alarm
system with smoke detection in the
sleeping rooms, in common living areas
and in the basement. The facility has a
capacity of 8 and had a census of 8 at the
time of this survey.
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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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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 1.84.
Quality Review by Robert Booher, Life
Safety Code Specialist-Medical Surveyor
on 05/13/14.
The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
K020130 | 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
OTHER LSC DEFICIENCY NOT ON 2786
Based on observation and interview, the K020130 Additional canister sleeve 06/11/2014
facility failed to ensure 4 of 11 small stands have been ordered and all
_. . . oxygen E-cylinders are properly
(E-size) oxygen cylinders were c.halned supported in a sleeve stand, If the
or supported by an approved cylinder local distributor of the oxygen
stand or cart. NFPA 99, Health Care E-cylinders does not provide a
Facilities, in Chapter 13, Other Health sleeve stand for each canister on
yess ) . delivery, they will be immediately
Car§ Facilities, at 13-3.8 requires gfis contacted so that this can be
equipment shall conform to the patient corrected immediately and each
equipment requirements of Chapter 8. cylinder is secured in a sleeve
NFPA 99, 8-3.1.11.2, Storage for stand. The Program Coordinator
nonflammable gases less than 3000 cubic will complete .regular checks to
. . ensure all cylinders are properly
feet at 8.3.1.11.2(h) requires cylinder or secured in canister sleeves.
container restraint shall meet Additionally, a Program Assistant
4-3.5.2.1(b)27 which requires will also be assigned to complete
freestanding cylinders shall be properly regular checks to ensure al
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chained or supported in a proper cylinder cylinders are properly secured in
stand or cart. The deficient practice cgn|§ter sIeeye stands. The local
1d aff T 0 th h distributor will be contacted
could attect two clients 1n the southeast immediately if any sleeve stand is
bedroom. missing so that delivery is made
of additional canister sleeve
Findings include: stands.During routine visits and
observations, the Program
Manager/QIDP and the Director
Based on observations at 1:22 p.m. on of Quality Assurance will check
05/12/14 with the Program Assistant and the oxygen E-cylinders to ensure
the Maintenance Technician, four oxygen they are sgfely sc'acured and
E-cvlind tandi rted supported in canister sleeve
] —c.y 1nders were standing unsupporte stands.Persons Responsible:
inside the closet of the southeast Program Coordinator, Program
bedroom. Based on interview of the Manager/QIDP, Director of
Program Assistant at the time of Quality Assurance.
observation, "The client in that room
recently has been using more oxygen than
usual."
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