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LSC QA POC-Altenheim

K0000

I.                    The facility’s awning 

is being replaced to ensure the fire 

rating.  The facility is also replacing 

the smoke detectors identified in 

the survey to ensure compliance.

II.                  The facility does not 

have any other exterior awnings and 

all rooms have been checked for 

smoke detectors.  All rooms are in 

compliance regarding current 

hardwired smoke detectors.

III.                The systemic change 

will be that the facility will place 

each hardwired smoke detector on 

semiannual monitoring.

IV.                The sensitivity checks 

will be completed per company 

policy.  The results of the audits will 

be reviewed at the monthly facility 

Quality Assurance Committee 

meeting.

V.                  Systemic changes will 

be completed by September 8, 2012.

 K0000A Quality Assurance Walk-thru Survey 

was conducted by the Indiana State 

Department of Health.  

Survey Date:  08/08/12

Facility Number:  000103

Provider Number:  155196

AIM Number:  100290000

Surveyor:  Dennis Austill, Life Safety 

Code Supervisor 

At this Quality Assurance Walk-thru 

survey, Altenheim Health & Living 

Community was found not in compliance 

with 410 IAC 16.2-3.1-19(ff)

This facility occupied the A, B and C 

wings of the first floor of a building 

determined to be of Type II (222) 

construction and was fully sprinklered.  A 

and B wings were located in a one story 

portion of the facility with a stairwell 

connecting the basement to the ground 

floor and C wing was located on the first 

floor of a two story portion of the facility 

with a stairwell connecting the basement 

to the second floor.  The facility has a fire 

alarm system with smoke detection in the 

corridors and areas open to the corridor.  

The  facility has hard wired smoke 
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detectors in 43 resident rooms that 

provide a visual and audible signal to the 

nurse call system.  The facility has a 

capacity of 72 and had a census of 71 at 

the time of this survey.

The facility was found not in compliance 

with state law in regard to sprinkler 

coverage and in compliance with state 

law in regard to smoke detector coverage.

All areas where residents have customary 

access were sprinklered except the 

employee entrance canopy attached to the 

building.  The facility did not have any 

detached structures that were providing 

facility services.

Quality Review by Robert Booher, REHS, Life 

Safety Code Specialist-Medical Surveyor on 

08/27/12.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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K9999I.  The facility’s awning is 

being replaced to ensure the fire 

rating.  The facility is also 

replacing the smoke detectors 

identified in the survey to ensure 

compliance.II.  The facility does 

not have any other exterior 

awnings and all rooms have been 

checked for smoke detectors.  All 

rooms are in compliance 

regarding current hardwired 

smoke detectors.III.  The 

systemic change will be that the 

facility will place each hardwired 

smoke detector on semiannual 

monitoring.IV.  The sensitivity 

checks will be completed per 

company policy.  The results of 

the audits will be reviewed at the 

monthly facility Quality Assurance 

Committee meeting.V.  Systemic 

changes will be completed by 

September 8, 2012. 

09/08/2012  12:00:00AMK9999State Findings

3.1-19 ENVIRONMENT AND 

PHYSICAL STANDARDS

3.1-19(a) The facility must be designed, 

constructed, equipped and maintained to 

protect the health and safety of residents, 

personnel and the public.

This state Rule has not been met as 

evidenced by:

Based on record review, observation and 

interview; the facility failed to maintain a 

resident room smoke detector preventive 

maintenance program in 43 of 43 resident 

rooms.  Health Facilities Rule 3.1-19(a) 

requires the facility must be designed, 

constructed and maintained to protect the 

health and safety of residents, personnel 

and the public.  This deficient practice 

could affect 71 residents in the facility.

Findings include:

Based on observation and interview with 

the Maintenance Assistant on 08/08/12 

between 9:00 a.m. and 10:50 a.m., the 

resident rooms were each provided with a 

hard wired smoke detector with battery 

back up which when activated, provided 

an audible and visual signal at the nurses 
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station.  Additionally, based on 

observation, each hard wired smoke 

detector had a listed sensitivity range.  32 

smoke detectors had a manufacturer's date 

of 4/96 and 11 smoke detectors had a 

manufacturer's date of 1/2008.  Based on 

interview at the time of observation, the 

Maintenance Assistant indicated 

documentation of sensitivity testing of the 

resident room hard wired smoke detectors 

was not available for review and the 

batteries were replaced annually but 

battery replacement was not documented.

3.1-19(a)

3.1-19(ff) A health facility licensed under 

16-28 and this rule must do the following:

(1) Have an automatic sprinkler system 

installed throughout the facility before 

July 1, 2012.

(2) If an automatic sprinkler system is not 

installed throughout the health care 

facility before July 1, 2010, submit before 

July 1, 2010 a plan to the department for 

completing the installation of the 

automatic sprinkler system before July 1, 

2012.

(3) Have a battery operated or hard-wired 

smoke detector in each resident's room 

before July 1, 2012.

This State Rule has not been met as 

evidenced by:
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Based on observation and interview, the 

facility failed to provide sprinkler 

coverage throughout the facility before 

July 1, 2012.  This deficient practice 

could affect any occupant using the 

employee entrance.

Findings include:

Based on observation with the 

Maintenance Assistant on 08/08/12 

between 9:00 a.m. and  10:50 a.m., the 

Employee Entrance was covered by a 20 

foot canvas awning attached to the 

building which lacked sprinkler coverage.  

Based on interview during the time of 

observation, the Maintenance Assistant 

acknowledged the facility lacked 

documentation indicating the canvas 

material was inherently flame retardant.

3.1-19(ff)
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