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 K010000A 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:  08/07/13

Facility Number:  000226

Provider Number:  155333

AIM Number:  100267730

Surveyor:  Lex Brashear, Life Safety 

Code Specialist

At this Life Safety Code survey, Paoli 

Health and Living Community was found 

not in 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 one story facility with a basement 

was determined to be of Type V (111) 

construction and sprinklered.  The facility 

has a fire alarm system with hard wired 

smoke detectors in the corridors, spaces 

open to the corridors, and in resident 

sleeping rooms in the 400 and 500 halls, 
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furthermore, battery operated smoke 

detectors were located in all other resident 

sleeping rooms.  The facility has a 

capacity of 109 and had a census of 93 at 

the time of this survey.

All areas where residents have customary 

access were sprinklered.  All areas 

providing facility services were 

sprinklered, except two detached wood 

sheds and one metal shed used for facility 

storage, plus the elevator equipment room 

in the lower level.

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 08/08/13.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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SS=E

NFPA 101 

LIFE SAFETY CODE STANDARD 

If there is an automatic sprinkler system, it is 

installed in accordance with NFPA 13, 

Standard for the Installation of Sprinkler 

Systems, to provide complete coverage for 

all portions of the building.  The system is 

properly maintained in accordance with 

NFPA 25, Standard for the Inspection, 

Testing, and Maintenance of Water-Based 

Fire Protection Systems.  It is fully 

supervised.  There is a reliable, adequate 

water supply for the system.  Required 

sprinkler systems are equipped with water 

flow and tamper switches, which are 

electrically connected to the building fire 

alarm system.     19.3.5

I.                    All residents who 

participate in therapy on the lower 

level have the potential to be 

affected by the deficient practice.   

An outside vendor was contacted in 

order to correct the deficient 

practice.

II.                  Any resident receiving 

therapy in the lower level has the 

potential to be affected by the 

deficient practice.

III.                 A sprinkler head in the 

elevator equipment room with a 

shunt trip breaker will be installed in 

the lower level elevator equipment 

room, in order to correct the 

deficient practice.

IV.                The corrective action 

will be monitored quarterly to 

ensure the new shunt value and 

sprinkler head continue to meet 

standards.  The findings will be 

reviewed quarterly at the 

09/06/2013  12:00:00AMK010056Based on observation and interview, the 

facility failed to provide an automatic 

sprinkler system which provided 

complete coverage in 1 of 7 smoke 

compartments.  NFPA 13, 5-13.6.2 states 

automatic sprinklers in elevator machine 

rooms shall be ordinary or intermediate 

temperature rating.  ASME/ANSI A17.1 

permits sprinklers in elevator machine 

rooms when there is a means for 

disconnecting the main line power supply 

to the affected elevator automatically 

upon or prior to the application of water 

from the sprinkler located in the elevator 

machine room.  This deficient practice 

could affect up to 10 residents, as well as 

staff and visitors while in the Physical 

Therapy room which was in the same 

smoke compartment as the elevator 

equipment room.
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Community’s Quality Assurance 

Meeting.  The Maintenance Director 

or designee will be responsible for 

the quarterly audits.

V.                  The corrective actions 

will be completed by 9/6/13

Findings include:

Based on observation on 08/07/13 at 1:40 

p.m. during a tour of the facility with the 

current Maintenance Supervisor and the 

Maintenance Supervisor Trainee, the 

elevator equipment room in the lower 

level was not provided with sprinkler 

coverage.  This was acknowledged by the 

current Maintenance Supervisor and the 

Maintenance Supervisor Trainee at the 

time of observation.

3.1-19(b)
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