DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/27/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

15G640

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

OPPORTUNITY ENTERPRISES INC

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

3102 AIRPORT RD
PORTAGE, IN 46368

X3) DATE SURVEY

01 COMPLETED

06/06/2012

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PERCEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

K0000

A Life Safety Code Recertification
Survey was conducted by the Indiana

State Department of Health in accordance
with 42 CFR 483.470()).

Survey Date: 06/06/12

Facility Number: 001220
Provider Number: 15G640
AIM Number: 100245730

Surveyor: W. Chris Greeney, Life Safety
Code Specialist

At this Life Safety Code survey,
Opportunity Enterprises, 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 the
corridors and common living areas. The
facility has a capacity of 6 and had a
census of 5 at the time of this survey.
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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 Slow with an
E-Score of 2.08.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 06/08/12.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by:
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KS043 483.470()(1)(i)
LIFE SAFETY CODE STANDARD
No door in any means of escape is locked
against egress when the building is occupied.
Exception: Delayed egress locks complying
with 7.2.1.6.1 are permitted on exterior doors.
32.2.2.5.5,33.2.2.5.5.
Based on observation and interview, the KS043 KO043-On 6/11/2012 a 07/06/2012
facility failed to ensure the means of readily visible, durable sign in letters
egress through 1 of 1 delayed-egress locks not léss th,anl, high and at least
dil ble f 1 clients. staff 1/8” inch in width was completed
was rea 11y accessible Tor all chients, sta and posted. The sign reads as “PUSH
and visitors. LSC 7.2.1.6.1, Delayed UNTIL ALARM SOUNDS. DOOR CAN
Egress Locks says all approved, listed, BE OPENED IN 15 SECONDS.” To
delayed egress locks shall be permitted to ensure further compliance, the
be installed on doors serving low and QDDPD will monitor at monthly
ordinary hazard contents in buildings hmfse Y'S'ts that the notice s
maintained and properly posted.
protected throughout by an approved,
supervised automatic fire detection
system installed in accordance with
Section 9.6, or an approved, supervised
automatic sprinkler system installed in
accordance with Section 9.7, and where
permitted in Chapters 12 through 42,
provided: On the door adjacent to the
release device, there shall be a readily
visible, durable sign in letters not less
than 1 inch high and at least 1/8 inch in
stroke width on a contrasting background
that reads: "PUSH UNTIL ALARM
SOUNDS. DOOR CAN BE OPENED IN
15 SECONDS." This deficient practice
could affect all occupants.
Findings include:
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Based on observation with the Director of
Residential Services on 06/06/12 at 9:30
a.m., the front exit door of the home was
provided with a delayed egress magnetic
lock but the door was not provided with a
sign indicating the door could not be
opened for 15 seconds. Based on an
interview with the Director of Residential
Services at the time of observation, the
exit door was required to prevent the
elopement behavior of a resident in the
home.
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