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Bldg. 01

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:  09/29/15

Facility Number:  003861

Provider Number:  15G711

AIM Number:  200460460

At this Life Safety Code Survey, AWS 

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 was sprinklered.  

This facility has a fire alarm system with 

smoke detection in the corridors, 

common living areas and hard wired 

smoke detectors in all resident sleeping 

rooms.  The facility has a capacity of 4 

and had a census of 4 at the time of this 

survey.

Calculation of the Evacuation Difficulty 
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Score (E-Score) using NFPA 101 A, 

Alternative Approaches to Life Safety, 

Chapter 6, rated the facility Slow with an 

E-score of 1.6.

Quality Review completed 09/29/15 - 

DA

483.470(j)(1)(i) 

LIFE SAFETY CODE STANDARD 

OTHER LSC DEFICIENCY NOT ON 2786

K 0130

 

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 11 of 13 cylinders 

of nonflammable gases such as oxygen 

were properly chained or supported in a 

proper cylinder stand or cart.  NFPA 99, 

Health Care Facilities, 8-3.1.11.2(h) 

requires cylinder or container restraint 

shall meet NFPA 99, 4-3.5.2.1(b)27 

which requires freestanding cylinders be 

properly chained or supported in a proper 

cylinder stand or cart.  This deficient 

practice could affect one client. 

Findings include:

Based on observation with the Qualified 

Developmental Disability Professional on 

09/29/15 at 12:27 p.m., eleven oxygen 

cylinders were standing or leaning in the 

corner of bedroom "Back Single: without 

support. Based on interview at the time of 

observation, the Qualified Developmental 

Disability Professional acknowledged the 

aforementioned condition.

K 0130 The oxygen supply vendor was 

contacted regarding storage 

ofoxygen cylinders.  The empty 

oxygencylinders were picked up and 

an oxygen stand for additional 

cylinders has beenrequested with 

expected delivery on 10/16/15. The 

remaining cylinders are stored in 

cylinder stands.  All staff are being 

trained on the Benchmark Human 

ServicesOxygen Administration 

Policy, including proper storage of 

oxygen cylinders instand or cart. The 

manager and QDDP will complete 

weekly checks of oxygenstorage to 

ensure the training was 

effective. These checks will be 

documented on an oxygen cylinder 

check sheet for 3months and then 

monthly thereafter.  Theoxygen 

cylinder check sheet will be turned 

into the director to 

ensurecompliance.
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