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A Post Survey Revisit (PSR) to the Life Safety 

Code Recertification and State Licensure Survey 

conducted on 03/12/24 was conducted by the 

Indiana Department of Health in accordance with 

42 CFR 483.90(a).

Survey Date:  05/08/24

Facility Number:  000226

Provider Number:  155333

AIM Number:  100267730

At this PSR to the Life Safety Code survey, Paoli 

Health and Living Community Inc. was found not 

in compliance with Requirements for Participation 

in Medicare/Medicaid, 42 CFR Subpart 483.90(a), 

Life Safety from Fire and the 2012 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 

was 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, 

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 96 at the time of this survey.

All areas where residents have customary access 

were sprinklered and all areas providing facility 

services were sprinklered, except two detached 

wood sheds and one metal shed used for facility 

storage.

K 0000 Reliable F3-56 Pendant 155 

degree SR White were replaced 

on 5/08/2024 by P.I.P.E INC. 

License #CP81062831. See 

attached documentation of the 2 

sprinkler heads that were 

replaced.
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Quality Review completed on 05/10/24

NFPA 101 

Sprinkler System - Installation 

Spinkler System - Installation

2012 EXISTING

Nursing homes, and hospitals where required 

by construction type, are protected 

throughout by an approved automatic 

sprinkler system in accordance with NFPA 

13, Standard for the Installation of Sprinkler 

Systems. 

In Type I and II construction, alternative 

protection measures are permitted to be 

substituted for sprinkler protection in specific 

areas where state or local regulations prohibit 

sprinklers. 

In hospitals, sprinklers are not required in 

clothes closets of patient sleeping rooms 

where the area of the closet does not exceed 

6 square feet and sprinkler coverage covers 

the closet footprint as required by NFPA 13, 

Standard for Installation of Sprinkler 

Systems.

19.3.5.1, 19.3.5.2, 19.3.5.3, 19.3.5.4, 

19.3.5.5, 19.4.2, 19.3.5.10, 9.7, 9.7.1.1(1)

K 0351

SS=E

Bldg. 01

Based on observation and interview, the facility 

failed to ensure only one type of sprinkler head, 

i.e. quick response or standard sprinklers were 

installed in 1 of 8 smoke compartments.  NFPA 13, 

2010 Edition, Installation of Sprinkler Systems, 

Section 8.3.3.2 states where quick-response 

sprinklers are installed, all sprinklers within a 

compartment shall be quick-response unless 

otherwise permitted in Section 8.3.3.3  Section 

8.3.3.4 states when existing light hazard systems 

are converted to use quick response or residential 

sprinklers, all sprinklers in a compartmented space 

shall be changed.  This deficient practice could 

K 0351 Reliable F3-56 Pendant 155 

degree SR White were replaced 

on 5/08/2024 by P.I.P.E INC. 

License #CP81062831. See 

attached documentation of the 2 

sprinkler heads that were 

replaced.
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affect at least 20 residents, staff, and visitors.

Findings include:

Based on observations on 05/08/24 between 10:00 

a.m. and 12:00 p.m. during a tour of the facility 

with the Director of Environmental Services, the 

front lounge near the entrance to the 300 hall was 

open to the front lobby.  The front lounge was 

equipped with two quick response sprinkler heads 

and the remainder of the sprinkler heads in the 

front lobby were standard response sprinkler 

heads.

Based on interview at the time observation, this 

was acknowledged by the Director of 

Environmental Services, and agreed there were a 

mixture of different type sprinkler heads within 

this compartmented space.

This finding was reviewed with the Director of 

Environmental Services during the exit 

conference.

3.1-19(b)

This deficient practice was cited on 03/12/24.  The 

facility failed to implement a systemic plan of 

correction to prevent recurrence.
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