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An Emergency Preparedness Survey was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.475.

Survey Date: 03/02/23

Facility Number: 000724
Provider Number: 15G194
AIM Number: 100243320

At this Emergency Preparedness survey, Res Care
Community Alternatives SE IN was found in
compliance with Emergency Preparedness
Requirements for Medicare and Medicaid
Participating Providers and Suppliers, 42 CFR
483.475.

The facility has 8 certified beds. At the time of the
survey, the census was 7.

Quality Review completed on 03/06/23

A Life Safety Code Recertification Survey was
conducted by the Indiana Department of Health in
accordance with 42 CFR 483.470(j).

Survey Date: 03/02/23
Facility Number: 000724
Provider Number: 15G194

AIM Number: 100243320

At this Life Safety Code survey, Res Care
Community Alternatives SE IN was found not in
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compliance with Requirements for Participation in
Medicaid, 42 CFR Subpart 483.470(j), Life Safety
from Fire and the 2012 edition of the National Fire
Protection Association (NFPA) 101, Life Safety
Code (LSC), Chapter 33, Existing Residential
Board and Care Occupancies.

This one story facility was sprinklered. The
facility has a fire alarm system with hard wired
smoke detectors in the corridors, sleeping rooms,
common living areas & heat detection in the attic.
The facility has a capacity of eight and had a
census of seven at the time of this survey.

Calculation of the Evacuation Difficulty Score
(E-Score) using NFPA 101A, Alternative
Approaches to Life Safety, Chapter 6, rated the
facility Slow with an E-Score of 2.52.

Quality Review completed on 03/06/23

NFPA 101

Fire Alarm System - Testing and
Maintenance

Fire Alarm System - Testing and
Maintenance

2012 EXISTING (Prompt)

A fire alarm system is tested and maintained
in accordance with an approved program
complying with the requirements of NFPA 70,
National Electric Code, and NFPA 72,
National Fire Alarm and Signaling Code.
Records of system acceptance, maintenance
and testing are readily available.
9.7.5,9.7.7,9.7.8, and NFPA 25

Based on record review and interview, the facility
failed to maintain 1 of 1 fire alarm systems in
accordance with NFPA 72, as required by LSC 101
Section 9.6. NFPA 72, Section 14.3.1 states that
unless otherwise permitted by 14.3.2, visual

K S345

To correct the deficient practice
the service provider has been
contacted to ensure the
Semi-Annual inspection is
completed for 2023. All staff

04/02/2023
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inspections shall be performed in accordance with
the schedules in Table 14.3.1, or more often if
required by the authority having jurisdiction.
Table 14.3.1 states that the following must be
visually inspected semi-annually:

a. Control unit trouble signals

b. Remote annunciators

c. Initiating devices (e.g., duct detectors, manual
fire alarm boxes, heat detectors, smoke detectors,
etc.)

d. Notification appliances

e. Magnetic hold-open devices

This deficient practice could affect all clients and
staff.

Findings include:

Based on record review on 03/02/23 from 11:30
a.m. to 12:46 p.m. with the Quality Assurance
Manager present, the annual fire alarm system test
was 02/08/2023. There was no documenation
provided regarding a visual semi-annual fire alarm
system inspection 6 months prior to the annual
fire alarm test. Based on interview at the time of
record review, the Quality Assurance Manager
confirmed there was no documentation for a
semi-annual visual fire alarm system
test/inspection during the past 12 months
available for review.

This finding was reviewed with the Quality
Assurance Manager at the exit conference.

responsible for maintenance have
been trained to ensure all required
inspections are completed by the
service provider. Monitoring will be
achieved by the Area Supervisor
completing a monthly LSC
checklist to ensure all required
items are completed per
regulations.
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