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A Life Safety Code Recertification and
State Licensure Survey was conducted by
the Indiana State Department of Health in
accordance with 42 CFR 483.70(a).

Survey Date: 08/11/14

Facility Number: 000389
Provider Number: 15E245
AIM Number: 100288920

Surveyor: Mark Caraher, Life Safety
Code Specialist

At this Life Safety Code survey, St.
Augustine Home for the Aged was found
not in compliance with Requirements for
Participation in Medicaid, 42 CFR
Subpart 483.70(a), Life Safety from Fire
and the 2000 edition of the National Fire
Protection Association (NFPA) 101, Life
Safety Code (LSC), Chapter 19, Existing
Health Care Occupancies and 410 IAC
16.2.

This facility located on the second and
third floor of a three story building
determined to be of Type II (222)
construction was fully sprinklered. The
facility has a fire alarm system with
smoke detection in the corridors and in
all areas open to the corridor. The
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facility has smoke detectors hard wired to
the fire alarm system in all resident
rooms. The facility has a capacity of 42
and had a census of 33 at the time of this
visit.

All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered.

Quality Review by Robert Booher, Life
Safety Code Specialist-Medical Surveyor
on 08/18/14.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:

NFPA 101

LIFE SAFETY CODE STANDARD

A fire alarm system required for life safety is
installed, tested, and maintained in
accordance with NFPA 70 National Electrical
Code and NFPA 72. The system has an
approved maintenance and testing program
complying with applicable requirements of
NFPA70and 72. 9.6.1.4

Based on observation and interview, the
facility failed to maintain 1 of 275 smoke
detectors in accordance with NFPA 72,
National Fire Alarm Code. NFPA 72,

2-3.5.1 requires in spaces served by air

K010052

Smoke detector in corridor
outside room 247 will be moved
to a location meeting code
regulations.Smoke detector
outside room 247 has been
moved to a location meeting code
regulations. A complete facility

09/10/2014
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handling systems, smoke detectors shall
not be located where airflow prevents
operation of the detectors. NFPA 72,
A-2-3.5.1 explains smoke detectors
should not be located in a direct airflow
nor closer than 3 feet from an air supply
diffuser or return air opening. This
deficient practice could affect 12
residents, staff and visitors in the vicinity
Room 247.

Findings include:

Based on observation with the
Maintenance Assistant during a tour of
the facility from 11:20 a.m. to 2:00 p.m.
on 08/11/14, the smoke detector in the
corridor outside Room 247 was located
on the ceiling within eight inches of an
air return vent. Based on interview at the
time of observation, the Maintenance
Assistant acknowledged the
aforementioned smoke detector was
located on the ceiling less than three feet
from an air return vent.

3.1-19(b)

NFPA 101
LIFE SAFETY CODE STANDARD
Medical gas storage and administration

inspection has been performed
andall smoke detection devices
are in compliance.Inspections will
be performed on a semi-annual
basis to ensure all devices fall
within regulation.
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areas are protected in accordance with
NFPA 99, Standards for Health Care
Facilities.
(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation.
(b) Locations for supply systems of greater
than 3,000 cu.ft. are vented to the outside.
NFPA 994.3.1.1.2, 19.3.24
Based on observation and interview, the K010076 Excessive gap in bottom of 09/10/2014
facility failed to ensure 1 of 3 oxygen oxygen room.door W'.” be
. corrected by installation of a
storage locations of greater than 3000 transition strip along threshold of
cubic feet were enclosed with a doorway. Self-closing arm of
separation of 1 hour fire resistive device will be adjusted to allow
construction. clotsmg tc'>f O|)|(y$in room d:)hor
. automatically.The gap in the
a. LSC 8.2.3.2.1(a) states door assemblies bottom of oxygen room was
in fire barriers shall be of an approved corrected 9-10-2014 with the
type with the appropriate fire protection installation of a transition strip
rating for the location in which they are Zlong threoshold of b
. . oorway.Oxygen rooms will be
installed and shall.comply with NFPA monitored quarterly, and any
80, Standard for Fire Doors and Fire deficiencies will be corrected as
Windows. NFPA 80, Standard for Fire needed.
Doors and Fire Windows, 1999 Edition,
states the clearance under the bottoms of
doors shall be in accordance with Table
1-11.4. Table 1-11.4 states the maximum
clearance for a fire rated swinging door
with fire hardware shall be 3/4 inch
between the bottom of the door and the
floor where no sill exists.
b. LSC 8.2.3.2.1(b) states fire doors shall
be self closing or automatic closing in
accordance with 7.2.1.8.
This deficient practice could affect 17
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residents, staff and visitor in the vicinity
of the third floor oxygen storage and
transfilling room inside the Bath room by
the nurses station.

Findings include:

Based on observations with the
Maintenance Assistant during a tour of
the facility from 11:20 a.m. to 2:00 p.m.
on 08/11/14, the following was noted in
the oxygen storage and transfilling room
inside the Bath room by the third floor
nurses station:

a. a one and a quarter inch clearance for
the one hour fire rated swinging door
between the bottom of the door and the
floor where no sill exists was noted on
the door handle side.

b. the arm of the self closing device at the
top of the door was fully extended which
served to prop the entry room door in the
fully open position.

In addition, two liquid oxygen containers
were noted in the aforementioned oxygen
storage and transferring room. Based on
interview at the time of the observations,
the Maintenance Assistant acknowledged
the aforementioned oxygen storage room
was not enclosed with a separation of one
hour fire resistive construction.

3.1-19(b)
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K010143 | NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Transferring of oxygen is:
(a) separated from any portion of a facility
wherein patients are housed, examined, or
treated by a separation of a fire barrier of
1-hour fire-resistive construction;
(b) in an area that is mechanically ventilated,
sprinklered, and has ceramic or concrete
flooring; and
(c) in an area posted with signs indicating
that transferring is occurring, and that
smoking in the immediate area is not
permitted in accordance with NFPA 99 and
the Compressed Gas Association.
8.6.2.5.2
Based on observation and interview, the K010143 Excessive gap in bottom of 09/10/2014
facility failed to ensure 1 of 3 liquid oxygen room door will be
. corrected by installation threshold
oxygen storage areas where transferring of doorway. Self-closing arm of
of oxygen takes place was separated from device will be adjusted to allow
any portion of a facility wherein residents closing of oxygen room door
are housed, examined, or treated by a automatically. The gap in the
. fa fire barri f1h f bottom of oxygen room was
sep.argtlon ofa 1re? arrier o our fire corrected 9-10-2014 with the
resistive construction. installation of a transition strip
a. LSC 8.2.3.2.1(a) states door assemblies along threshold of doorway.
in fire barriers shall be of an approved Oxygen rooms will be .rrllonlt'ored
th th ate £ . quarterly, and any deficiencies
type with the appropriate fire protection will be corrected as needed.
rating for the location in which they are
installed and shall comply with NFPA
80, Standard for Fire Doors and Fire
Windows. NFPA 80, Standard for Fire
Doors and Fire Windows, 1999 Edition,
states the clearance under the bottoms of
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doors shall be in accordance with Table
1-11.4. Table 1-11.4 states the maximum
clearance for a fire rated swinging door
with fire hardware shall be 3/4 inch
between the bottom of the door and the
floor where no sill exists.

b. LSC 8.2.3.2.1(b) states fire doors shall
be self closing or automatic closing in
accordance with 7.2.1.8.

This deficient practice could affect 17
residents, staff and visitor in the vicinity
of the third floor oxygen storage and
transfilling room inside the Bath room by
the nurses station.

Findings include:

Based on observations with the
Maintenance Assistant during a tour of
the facility from 11:20 a.m. to 2:00 p.m.
on 08/11/14, the following was noted in
the oxygen storage and transfilling room
inside the Bath room by the third floor
nurses station:

a. a one and a quarter inch clearance for
the one hour fire rated swinging door
between the bottom of the door and the
floor where no sill exists was noted on
the door handle side.

b. the arm of the self closing device at the
top of the door was fully extended which
served to prop the entry room door in the
fully open position.

In addition, two liquid oxygen containers
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were noted in the aforementioned oxygen
storage and transfilling room. Based on
interview at the time of the observations,
the Maintenance Assistant acknowledged
the aforementioned oxygen storage and
transfilling room was not separated from
any portion of a facility wherein residents
are housed, examined, or treated by a
separation of a fire barrier of 1 hour fire
resistive construction.
3.1-19(b)
K010144 | NFPA 101
SS=C LIFE SAFETY CODE STANDARD
Generators are inspected weekly and
exercised under load for 30 minutes per
month in accordance with NFPA 99.
3.4.41.
Based on observation and interview, the K010144 Both generator panels are to be 09/10/2014
facility failed to ensure 1 of 1 generators serviced ,by an outside co.ntractor
K . and repaired to comply with code
was in accordance with NFPA 99, 1999 standards. A visual run light will
Edition, Standard for Health Care be operable on the remote
Facilities. NFPA 99, Section 3-4.1.1.15 annunciator panel. Both
requires a remote annunciator to be generator annunciator panels
‘dedinal . ilv ob d have been corrected on
provided in a location readily observe 9-22-2014. In the future all
by operating personnel at a regular work generator equipment will be
station. The annunciator shall indicate an inspected by an outside
individual visual signal when the contractor annually.
emergency or auxiliary power source is
operating to supply power to load. In
addition, NFPA 101 at Section 4.6.12.1
requires that any device, equipment or
system required for compliance with this
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Code shall be continuously maintained.
This deficient practice could affect all
residents, staff and visitors.

Findings include:

Based on observation with the
Maintenance Assistant during a tour of
the facility from 11:20 a.m. to 2:00 p.m.
on 08/11/14, the remote annunciator for
the emergency generator located near the
first floor reception area at the main
entrance was not provided with an
individual visual signal to indicate the
emergency or auxiliary power source is
operating to supply power. In addition, it
could not be assured the remote
annunciator was functioning as the lamp
test button failed repeatedly to illuminate
any individual alarm indicators. At 1:25
p.m. on 08/11/14, the Maintenance
Assistant manually started and
transferred power to the emergency
generator and the remote annunciator did
not provide an individual visual signal to
indicate the emergency or auxiliary
power source is operating to supply
power. Based on interview at the time of
observation, the Maintenance Assistant
acknowledged the remote annunciator for
the emergency generator was not
provided with an individual visual signal
to indicate the emergency or auxiliary
power source is operating to supply
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K010147
SS=E

power and it could not be assured the
remote annunciator was functional.

3.1-19(b)

NFPA 101

LIFE SAFETY CODE STANDARD
Electrical wiring and equipment is in
accordance with NFPA 70, National
Electrical Code. 9.1.2

Based on observation and interview, the
facility failed to ensure 2 of 2 extension
cords including power strips were not
used as a substitute for fixed wiring.
NFPA 70, Article 400-8 requires, unless
specifically permitted, flexible cords and
cables shall not be used as a substitute for
fixed wiring of a structure. This deficient
practice could affect 20 residents, staff
and visitors.

Findings include:

Based on observations with the
Maintenance Assistant during a tour of
the facility from 11:20 a.m. to 2:00 p.m.
on 08/11/14, the following was noted:
a. one of two refrigerators in Sister's
Office by Room 307 was plugged into a
power strip,

b. an operating window unit air
conditioner was plugged into a power

K010147

A wall outlet will be installed to
meet code compliance.A wall
outlet will be installed by
9-10-2014. A quarterly inspection
of electrical system will be
conducted and violations will be
corrected when discovered.

09/10/2014
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strip in the kitchenette by Room 229.
Based on interview at the time of the
observations, the Maintenance Assistant
acknowledged a power strip was being
used as a substitute for fixed wiring at
each of the aforementioned locations.
3.1-19(b)
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