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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: 06/28/13

Facility Number: 001082
Provider Number: 15G568
AIM Number: 100245520

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 and in all living areas. The
facility has a capacity of 8 and had a
census of 8 at the time of this survey.

Calculation of the Evacuation Difficulty
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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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Score (E-Score) using NFPA 101A,
Alternative Approaches to Life Safety,
Chapter 6, rated the facility Prompt with
an E-Score of 0.3.

Quality Review by Robert Booher, Life
Safety Code Specialist-Medical Surveyor
on 07/03/13.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K010130
Based on observation and interview, the K010130 The maintenance staff fixed the 07/28/2013
facility failed to maintain 1 of 2 smoke smoke barrier door in the back
barrier doors. LSC 4.6.12.2 states hallway so that it will self-close
o ] ) when the fire alarm system is
existing life safety features obvious to the activated. The fire alarm system
public, if not required by the Code, shall was tested and the smoke barrier
be maintained or removed. This deficient QOor now self-cloges when the
practice could affect all clients, staff and fire alarm system is activated.
visitors. All direct care staff will be
retrained to notify the Home
Findings include: Manager and maintenance staff if
there are any issues with the fire
. . . alarm system and/or the smoke
Based on observations with the Direct barrier doors when the fire alarm
Services Provider (DSP) during a tour of system is activated to ensure that
the facility from 1:15 p.m. to 1:40 p.m. on reports are made so that repairs
06/28/13, the smoke barrier door in the rcT.]a:nzzrcompleted in a timely
back hallway near the automatic sprinkler '
system riser which is held open by a Responsible party: Home
magnetic hold device and arranged to Manager, Maintenance staff
automatically close did not self close
when the fire alarm system was activated
at 1:35 p.m. and 1:37 p.m. The magnetic
holding device remained energized and
did not release the door from the held
open position each of the two times the
fire alarm system was activated. Based
on interview at the time of the
observations, the DSP acknowledged the
aforementioned smoke barrier door did
not self close when the fire alarm system
was activated at 1:35 p.m. and 1:37 p.m.
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K01S014 | 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
Interior wall and ceiling finish is Class A or
Class B in accordance with section 10.2,
33.2.3.2. There are no requirements for
interior floor finish.
Exception: Class C interior wall and ceiling
finish is permitted in prompt evacuation
capability facilities.
Based on observation and interview, the KO01S014 Teike Enterprises came to the 07/28/2013
facility failed to ensure the interior finish group home and replaced the
in 1 of 1 natural gas fired water heater drywallin the ceiling closet \.N'.th
furnace mud and taped the joints.
rooms was rated Class A, Class B or (see attached invoice)
Class C. This deficient practice could
affect all clients, staff and visitors. Ongoing, the maintenance staff
and maintenance supervisor will
o . work with Teike Enterprises
Findings include: and/or US Automatic Sprinkler
Company to ensure that all wood
Based on observations with the Direct paneling and drywall has been
Services Provider (DSP) during a tour of tregteq so that the flame spread
o rating is Class A or Class B and
the facility from 1:15 p.m. to 1:40 p.m. on documentation is provided to
06/28/13, a three foot by three foot hole in verify this or that the wood or
the ceiling in the natural gas fired heater drywall is replaced with other fire
room in the back hallway near the retardant material.
automatic sprinkler system exposed the Responsible party: Maintenance
wood frame of the attic. In addition, a staff, maintenance supervisor.
one foot by eight inch section of drywall
was cut out of the wall exposing the wood
frame above the aforementioned water
heater. Based on interview at the time of
the observations, the DSP was unaware if
the wood frame of the attic and wall was
treated with a fire retardant material and
acknowledged there was no
documentation available to show the
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flame spread rating for the wood frame of
the attic and the wood frame of the heater
room.
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K01S051 | 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.
Based on observation and interview, the K01S051 US Automatic Sprinkler Company 07/28/2013
facility failed to ensure 1 of 1 fire alarm came to the group home and
. . installed a new smoke detector in
panels in an area not continuously .
; ] . . the unoccupied locked closet
occupied, was provided with automatic near the back door by the
smoke detection to ensure notification of automatic sprinkler system riser.
a fire at the location before it could be Ongoing, the maintenance staff
. . and maintenance supervisor will
1ncapamtated by ﬁr?' NFPA 72, 1-5.6 work with US Automatic Sprinkler
requires an automatic smoke detector be Company to ensure that all
provided at the location of each fire alarm recommendations of deficiencies
control unit which is not located in an in any inspection reports are
. . . followed up on in a timely
area continuously occupied to provide ;
. . . . manner. Responsible party:
notification of a fire at that location. This Maintenance staff, maintenance
deficient practice affects all clients, staff supervisor.
and visitors.
Findings include:
Based on observation with the Direct
Services Provider (DSP) at 1:30 p.m. on
06/28/13, the main fire alarm control
panel (FACP) was located in an
unoccupied locked closet near the back
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door by the automatic sprinkler system
riser. A smoke detector was not observed
in the aforementioned closet. Based on
interview at the time of observation, the
DSP acknowledged automatic smoke
detection was not installed in the locked
closet where the FACP is located.
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