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A Life Safety Code Recertification, State
Licensure Survey and Quality Assurance
Walk-thru survey were conducted by the
Indiana State Department of Health in
accordance with 42 CFR 483.70(a).

Survey Date: 11/28/12

Facility Number: 000177
Provider Number: 155278
AIM Number: 100289860

Surveyor: Phillip Komsiski, Life Safety
Code Specialist

At this Life Safety Code survey, Golden
Living Center-Bloomington 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 (000)
construction and was fully sprinklered
except for the Generator Transfer Switch
room. The facility has a fire alarm system
with smoke detection in the corridors,
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spaces open to the corridors and battery
powered smoke detectors in resident
sleeping rooms. The facility has a
capacity of 153 and had a census of 133 at
the time of this survey.

The facility was found not in compliance
with state law in regard to sprinkler
coverage, but in compliance with state
law in regard to smoke detector coverage.

All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered, except the Generator Transfer
Switch room.

Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 12/03/12.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0051 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
A fire alarm system with approved
components, devices or equipment is
installed according to NFPA 72, National
Fire Alarm Code, to provide effective
warning of fire in any part of the building.
Activation of the complete fire alarm system
is by manual fire alarm initiation, automatic
detection or extinguishing system operation.
Pull stations in patient sleeping areas may
be omitted provided that manual pull
stations are within 200 feet of nurse's
stations. Pull stations are located in the path
of egress. Electronic or written records of
tests are available. A reliable second source
of power is provided. Fire alarm systems
are maintained in accordance with NFPA 72
and records of maintenance are kept readily
available. There is remote annunciation of
the fire alarm system to an approved central
station. 19.3.4, 9.6
Based on observation and interview, the KO0051 1. Maintenance Director does 12/28/2012
facility failed to install 1 of 1 fire alarm ';no‘t” whgre thbFirekAlgrm
. . ystem Circuit breaker is
syst.ems in .accordance with NFPA 7.2., located. The Fire Alarm Circuit
National Fire Alarm Code, 1999 Edition. breaker is located in the
NFPA 72, 1-5.2.5.2 requires the fire Generator Transfer Switch room
alarm circuit disconnecting means shall on east center hall adjacient to
have a red marking, shall be accessible resjldent.l\{laln D|n|n.g room.2.
. This deficient practice could
only to authorized personnel, and shall be affect all residents as well as
identified as FIRE ALARM CIRCUIT visitors and staff.3. Executive
CONTROL. This deficient practice could director will educate authorized
affect all residents as well as visitors and pgrsonnel on thg location of the
Fire Alarm Circuit breaker.4.
staff. Executive Director will report to
the Quality Assurance Committee
Findings include: that this deficient practice has
been resolved.5. 12/28/12
Based on observation on 11/28/12 at 2:10
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p.m. with the Maintenance Supervisor,
the fire alarm system circuit breaker could
not be located. Based on interview on
11/28/12 at 2:15 p.m. with the
Maintenance Supervisor, it was
acknowledged the location of the breaker
for the fire alarm panel was unknown..

3.1-19(b)
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K0056 NFPA 101
SS=E 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
Based on observation and interview, the K0056 1. The generator Transfer Switch 12/28/2012
facility failed to ensure 1 of 2 electrical room on the East Center hall
. . . adjacent to the resident main
rooms was provided with an automatic e .
. . dining room will have a
sprinkler head to ensure sprinkler sprinkler.2. This deficient
coverage in all portions of the building. practice could affect all residents
This deficient practice could affect 10 as well as visiotrs and staff.3.
. . . . . Executive Director will educate
residents in the Dining room adjacent to .
authorized personnel on the
the location of the new Sprinkler.4.
Generator Transfer Switch room as well Executive Director will report to
as visitors and staff. the Quality Assurance Committee
that this deficient practice has
L . been resolved.5. 12/28/12
Findings include:
Based on observation on 11/28/12 at 1:20
p.m. with the Maintenance Supervisor,
the Generator Transfer Switch room on
east center hall was not provided with
sprinkler head coverage. Based on
interview on 11/28/12 at 1:22 p.m. with
the Maintenance Supervisor, it was
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acknowledged there was no sprinkler
head present in the Generator Transfer
Switch room to provide complete
sprinkler coverage for the facility.

3.1-19(b)
3.1-19(ff)
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