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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:  01/25/16

Facility Number:  000535

Provider Number:  155604

AIM Number:  100267250

At this Life Safety Code survey, Saint 

Anthony Health Care, was found in 

substantial compliance with 

Requirements for Participation in 

Medicare/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 was determined to be of 

Type V (111) construction and was fully 

sprinklered.  The facility has a fire alarm 

system with smoke detection in the 

corridors, spaces open to the corridors 

and hard wired detectors in all resident 

sleeping rooms.  The facility has a 

capacity of 120 and had a census of  76 at 

K 0000 St. Anthony Health Care, Inc. is 

requestingpaper compliance to 

the  Life Safety  Code 

Survey conducted on January 25, 

2016.   “This Plan ofCorrection is 

prepared and submitted as 

required by law.  By submitting 

this Plan of Correction, 

St.Anthony Health Care, Inc. does 

notadmit that the deficiency listed 

on this form exist, nor does the 

Center admitto any statements, 

findings, facts, or conclusions that 

form the basis for thealleged 

deficiency.  The Center 

reservesthe right to challenge in 

legal and/or regulatory or 

administrative proceedingsthe 

deficiency, statements, facts, and 

conclusions that form the basis 

for thedeficiency.”
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the time of this survey.

All areas where residents have customary 

access were sprinklered.  All areas 

providing facility services were 

sprinklered except for a detached garage 

and two wood sheds used for facility 

storage which were not sprinklered.  

Quality Review completed on 02/01/16 - 

DA

NFPA 101 

LIFE SAFETY CODE STANDARD 

Where a required automatic sprinkler 

system is out of service for more than 4 

hours in a 24-hour period, the authority 

having jurisdiction is notified, and the 

building is evacuated or an approved fire 

watch system is provided for all parties left 

unprotected by the shutdown until the 

sprinkler system has been returned to 

service.     9.7.6.1

K 0154

SS=C

Bldg. 01

Based on record review and interview, 

the facility failed to protect 76 of 76 

residents by providing a complete written 

policy containing procedures to be 

followed in the event the automatic 

sprinkler system has to be placed out of 

service for more than 4 hours in a 24 

hour period in accordance with LSC, 

Section 9.7.6.1.  LSC 9.7.6.2 requires 

sprinkler impairment procedures comply 

with NFPA 25, Standard for Inspection, 

Testing and Maintenance of Water Based 

Fire Protection Systems.  NFPA 25, 11-2 

K 0154 K154 NFPA LIFE & SAFETY 

CODESTANDARD Fire 

WatchPlan has been revised to 

include notification of Insurance 

Carrier, ISDH,Lafayette Fire 

Department, Monitoring company 

and owner/operator, then notify 

allsix  entities  again once the 

sprinkler system has been 

restored to normal.

Revised Fire Watchpolicy has 

been added to all disaster books 

All residents have the potential to 

be effected. 

Maintenance Supervisor will 

review Disaster Action Plan Book 

every month to ensure policy is 

02/24/2016  12:00:00AM
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requires an appointed sprinkler 

impairment coordinator.  NFPA 25, 11-5 

requires a preplanned program to include 

evacuation or an approved fire watch and 

11-5(d) requires the local fire department 

be notified of a sprinkler impairment and 

11-5(e) requires the insurance carrier, 

alarm company, building owner/manager 

and other authorities having jurisdiction 

also be notified and 11-5(f) requires 

notification of supervisors in the area in 

addition to those already mentioned and 

lastly 11-7 requires notification of 

everyone again when the system is 

restored.  This deficient practice could 

affect all residents as well as staff and 

visitors. 

Findings include:

Based on Fire watch policy review on 

01/25/16 at 3:25 p.m., with the 

Maintenance Supervisor the facility did 

have a written policy and procedure for 

an impaired sprinkler system available 

for review, but it did not address 

notifying the Insurance Carrier, ISDH, 

Fire department, Owner/Operator and 

Monitoring company and then notify all 

six entities again once the sprinkler 

system has been restored to normal.  

Based on interview on 01/25/16 at 3:26 

p.m. with the Maintenance Supervisor, it 

was acknowledged the fire watch policy 

current. Results will be recorded 

on Monthly Disaster Book 

Review.

Monthly Disaster Book Review 

will be presented to the QA 

committee to ensure compliance.

QA committeewill review Fire 

Watch Policy compliance for no 

less than three months. Auditswill 

be discontinued after three 

months of continuous 

compliance.
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did not include notifying the 

aforementioned entities and once again 

when the sprinkler system had been 

restored to normal operation. 

3.1-19(b)

NFPA 101 

LIFE SAFETY CODE STANDARD 

Where a required fire alarm system is out of 

service for more than 4 hours in a 24-hour 

period, the authority having jurisdiction is 

notified, and the building is evacuated or an 

approved fire watch is provided for all parties 

left unprotected by the shutdown until the 

fire alarm system has been returned to 

service.  9.6.1.8

K 0155

SS=C

Bldg. 01

Based on record review and interview, 

the facility failed to provide a complete 

written fire watch policy in the event the 

fire alarm system is out of service for 

more than 4 hours in a 24 hour period for 

the protection of 76 of 76 residents.  

LSC, 19.7.1.1 requires every health care 

occupancy to have in effect and available 

to all supervisory personnel a plan for the 

protection of all persons.  All employees 

shall periodically be instructed and kept 

informed with respect to their duties 

under the plan.  The provisions of 

19.7.1.2 through 19.7.2.3 shall apply.  

19.7.2.2 requires all fire safety plans to 

provide for the use of alarms, the 

transmission of the alarm to the fire 

K 0155 K155 NFPA LIFE & SAFETY 

CODESTANDARD Fire Watch 

Plan has been revised to include 

notification of Insurance Carrier, 

ISDH,Lafayette Fire Department, 

Monitoring company and 

owner/operator, then notify all six 

 entities  again once the sprinkler 

system has been restored to 

normal.

Revised Fire Watch policy has 

been added to all disaster books

All residents have the potential to 

be effected.

Maintenance Supervisor will 

review Disaster Action Plan Book 

every month to ensure policyis 

current.

Results will be recorded on 

Monthly Disaster Book Review. 

Monthly Disaster Book Review 

02/24/2016  12:00:00AM
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department and response to alarms.  

19.7.2.3 requires health care personnel to 

be instructed in the use of a code phrase 

to assure transmission of the alarm during 

a malfunction of the building fire alarm 

system.  This deficient practice could 

affect all residents as well as staff and 

visitors. 

Findings include:

Based on Fire Alarm record review on 

01/25/16 at 3:37 p.m., with the 

Maintenance Supervisor, the facility did 

have a written policy and procedure for 

an impaired fire protection system 

available for review, but it did not 

address notifying the Insurance carrier, 

ISDH, Fire department, Owner/Operator 

and Monitoring company and then 

notifying everyone again when the 

system is restored.  

Based on interview on 01/25/16 at 3:38 

p.m. with the Maintenance Supervisor, it 

was acknowledged the fire watch policy 

did not include the aforementioned 

entities and did not disclose notifying all 

entities again once the system had been 

restored. 

3.1-19(b)

will be presented to the QA 

committee to ensure compliance.

QA committee will review Fire 

Watch Policy compliance for no 

less than three months. Audits 

will be discontinued after three 

months of continuous 

compliance.
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