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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: 09/08/21

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

At this Emergency Preparedness survey, Res Care
Community Alternatives SE IN was found not 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 09/13/21

The requirement at 42 CFR, Subpart 483.475 is
NOT MET as evidenced by:

E 0039 403.748(d)(2), 416.54 ,
441.184(d)(2), 482.15
Bldg. -- 483.73(d)(2), 484.102(d)(2), 485.625(d)(2
485.68(d)(2), 485.727(d)(2), 485.920(d)(2
486.360(d)(2), 491.12(d)(2), 494.62(d)(2)
EP Testing Requirements

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.625(d)(2), §485.727(d)(2), §485.920(d)
(2), §491.12(d)(2), §494.62(d)(2).
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Any defiencystatement ending with an asterisk (¥) denotes a deficency which the institution may be excused from correcting providing it is determin

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclo

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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*[For ASCs at §416.54, CORFs at §485.68,
OPO, "Organizations" under §485.727,
CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct
exercises to test the emergency plan
annually. The [facility] must do all of the
following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is
not accessible, conduct a facility-based
functional exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility]
is exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.
(ii) Conduct an additional exercise at least
every 2 years, opposite the year the full-scale
or functional exercise under paragraph (d)(2)
(i) of this section is conducted, that may
include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
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exercises, and emergency events, and revise
the [facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in
the patient's home. The hospice must
conduct exercises to test the emergency
plan at least annually. The hospice must do
the following:

(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility
based functional exercise every 2 years; or
(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospital is
exempt from engaging in its next required full
scale community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
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exercises to test the emergency plan twice
per year. The hospice must do the following:
(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation
of the emergency plan, the hospice is
exempt from engaging in its next required
full-scale community based or facility-based
functional exercise following the onset of the
emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop led by a
facilitator that includes a group discussion
using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an
emergency plan.

(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency
plan twice per year. The [PRTF, Hospital,
CAH] must do the following:
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(i) Participate in an annual full-scale exercise
that is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or
(B) If the [PRTF, Hospital, CAH] experiences
an actual natural or man-made emergency
that requires activation of the emergency
plan, the [facility] is exempt from engaging in
its next required full-scale community based
or individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an [additional] annual
exercise or and that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or individual, a
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [facility's] response to
and maintain documentation of all drills,
tabletop exercises, and emergency events
and revise the [facility's] emergency plan, as
needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must
conduct exercises to test the emergency

plan at least annually. The PACE
organization must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
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accessible, conduct an annual individual,
facility-based functional exercise; or
(B) If the PACE experiences an actual natural
or man-made emergency that requires
activation of the emergency plan, the PACE
is exempt from engaging in its next required
full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every
2 years opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)
of this section is conducted that may include,
but is not limited to the following:
(A) A second full-scale exercise that is
community-based or individual, a facility
based functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.
(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise
the PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises
to test the emergency plan at least twice per
year, including unannounced staff drills using
the emergency procedures. The [LTC facility,
ICF/1ID] must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
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facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.
(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual, facility
based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the [LTC facility] facility's
response to and maintain documentation of
all drills, tabletop exercises, and emergency
events, and revise the [LTC facility] facility's
emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct
exercises to test the emergency plan at least
twice per year. The ICF/IID must do the
following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual
natural or man-made emergency that requires
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activation of the emergency plan, the ICF/IID
is exempt from engaging in its next required
full-scale community-based or individual,
facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional annual exercise
that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]
(d)(2) Testing. The HHA must conduct
exercises to test the emergency plan at
least annually. The HHA must do the
following:
(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise
is not accessible, conduct an annual
individual, facility-based functional exercise
every 2 years; or.

(B) If the HHA experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the HHA is
exempt from engaging in its next required
full-scale community-based or individual,
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facility based functional exercise following the
onset of the emergency event.

(ii) Conduct an additional exercise every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i)

of this section is conducted, that may
include, but is not limited to the following:

(A) A second full-scale exercise that is
community-based or an individual,
facility-based functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that
is led by a facilitator and includes a group
discussion, using a narrated,
clinically-relevant emergency scenario, and a
set of problem statements, directed
messages, or prepared questions designed
to challenge an emergency plan.

(iii) Analyze the HHA's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise
the HHA's emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct
exercises to test the emergency plan. The
OPO must do the following:

(i) Conduct a paper-based, tabletop exercise
or workshop at least annually. A tabletop
exercise is led by a facilitator and includes a
group discussion, using a narrated, clinically
relevant emergency scenario, and a set of
problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan. If the OPO experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
OPO is exempt from engaging in its next
required testing exercise following the onset
of the emergency event.
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(i) Analyze the OPOQ's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the [RNHCI's and OPO's] emergency plan, as
needed.

*[ RNCHls at §403.748]:

(d)(2) Testing. The RNHCI must conduct
exercises to test the emergency plan. The
RNHCI must do the following:

(i) Conduct a paper-based, tabletop exercise
at least annually. A tabletop exercise is a
group discussion led by a facilitator, using a
narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop
exercises, and emergency events, and revise
the RNHCI's emergency plan, as needed.
Based on record review and interview, the facility
failed to conduct at least two exercises to test the

E 0039

Residential Manager and staff will
be trained on tabletop drills per

10/08/2021

facility must do the following:

is community-based; or

facility-based functional exercise.

accessible, conduct an annual individual,

emergency plan at least annually. The ICF/IID

(1) Participate in an annual full-scale exercise that

a. When a community-based exercise is not

b. If the ICF/IID facility experiences an actual
natural or man-made emergency that requires

emergency preparedness plans.
A tabletop drill will be conducted.
Area Supervisor will review drill
schedule monthly to ensure that
tabletop drill is completed per
schedule

Persons responsible: Residential
Manager, Area Supervisor,

activation of the emergency plan, the ICF/IID
facility is exempt from engaging its next required
full-scale community-based or individual,
facility-based full-scale functional exercise for 1
year following the onset of the actual event.

(ii) Or conduct an exercise that may include, but is
not limited to the following:

a. A full-scale exercise that is community-based or

Program Manager
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K 0000

Bldg. 02

an individual, facility-based functional exercise.
b. A mock disaster drill; or

c. A tabletop exercise or workshop that is led by a
facilitator that includes a group discussion led by
a facilitator, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(iii) Analyze the ICF/IID facility's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICF/IID facility's emergency plan, as needed in
accordance with 42 CFR 483.475(d)(2). This
deficient practice could affect all occupants.

Findings include:

Based on review of the facility's Emergency
Preparedness Plan on 09/08/21 between 12:40 p.m.
and 1:50 p.m. with the House Manager present,
the facility provided emergency preparedness
documentation, however it was incomplete. There
was documentation provided of the facility's
response to the COVID-19 Public Health
Emergency, however, the facility was unable to
provide documentation of an additional exercise
of choice to test the emergency preparedness

plan. Based on interview at the time of record
review, the House Manager acknowledged she
was unable to provide documentation of an
additional exercise of choice and stated one had
not been conducted.

This finding was reviewed with the House
Manager at the exit conference.
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conducted by the Indiana Department of Health in
accordance with 42 CFR 483.470(j).

Survey Date: 09/08/2021

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
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 Prompt with an E-Score of 0.96.

Quality Review completed on 09/13/21

K S345 NFPA 101

Fire Alarm System - Testing and

Bldg. 02 | Maintenance

Fire Alarm System - Testing and
Maintenance

2012 EXISTING (Prompt)

A fire alarm system is tested and maintained
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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
1) Based on record review and interview, the K S345 Residential manager will be 10/08/2021
facility failed to ensure 1 of 1 manual fire alarm inserviced on obtaining routine
system was maintained in accordance with reports from service provider to
Section 9.6. Section 9.6.1.3 states a fire alarm keep in emergency preparedness
system shall be installed, tested and maintained in book for review, update inspection
accordance with the applicable requirements of forms will be obtained from service
NFPA 72, National Fire Alarm Code. NFPA 72, provider. Area Supervisor will
2010 Edition, Section 14.6.2.4 states a record of all review emergency preparedness
inspections, testing, and maintenance shall be book monthly to ensure reports
provided that includes all the applicable are updated as needed
information requested. Device test results shall
include information such as device type, address Addendum information: To correct
or location and test result. This deficient practice the deficient practice supervisory
could affect all clients, staff and visitors. staff have been trained on ensuring
the service providers complete all
Findings include: inspections needed in a timely
manner. ResCare will obtain a
Based on record review on 09/08/21 from 12:40 schedule from the service provider
p.m. to 1:50 p.m. with the House Manager present, as to when all inspections are
documentation of the location and results of scheduled to be completed, and
annual initiating device testing in the facility track via inspection tracking form.
within the most recent twelve month period was The area supervisor will review and
not available for review. Based on interview at the update the tracking form for all
time of record review, the House Manager said inspections due and ensure all
she was not aware of any other documentation inspections have been completed
available for review indicating the location and and documentation is obtained at
results of visual and functional testing of manual least monthly. Ongoing
fire alarm boxes and smoke detectors within the monitoring will be achieved by a
most recent twelve month period. monthly maintenance inspection
list to include the dates of all
2) Based on record review and interview, the inspections. The supervisory staff
facility failed to maintain 1 of 1 fire alarm systems will review monthly for accuracy.
in accordance with NFPA 72, as required by LSC
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K S353

Bldg. 02

101 Section 9.6. NFPA 72, Section 14.3.1 states
that unless otherwise permitted by 14.3.2, visual
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 09/08/21 from 12:40
p.m. to 1:50 p.m. with the House Manager present,
no documentation could be provided regarding a
visual semi-annual fire alarm system inspection
during the past 12 months. Based on interview at
the time of record review, the House Manager
acknowledged there was no documentation for a
semi-annual visual fire alarm system
test/inspection during the past 12 months

available for review.

These findings were reviewed with the House
Manage at the exit conference.

NFPA 101

Sprinkler System - Maintenance and Testing
Sprinkler System - Maintenance and Testing
2012 EXISTING (Prompt)

NFPA 13 and 13R Systems

All sprinkler systems installed in accordance
with NFPA 13, Standard for the Installation of
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Sprinkler Systems, and NFPA 13R, Standard
for the Installation of Sprinkler Systems in
Residential Occupancies Up To and Including
Four Stories in Height, are inspected, tested
and maintained in accordance with NFPA 25,
Standard for Inspection, Testing and
Maintenance of Water Based Fire Protection
System.

NFPA 13D Systems

Sprinkler systems installed in accordance
with NFPA 13D, Standard for the Installation
of Sprinkler Systems in One- and Two-Family
Dwellings and Manufactured Homes, are
inspected, tested and maintained in
accordance with the following requirements of
NFPA 25:

1. Control valves inspected monthly (NFPA
25, section 13.3.2).

2. Gauges inspected monthly (NFPA 25,
section 13.2.71).

3. Alarm devices inspected quarterly
(NFPA 25, section 5.2.6).

4. Alarm devices tested semiannually
(NFPA 25, section 5.3.3).

5. Valve supervisory switches tested
semiannually (NFPA 25, section 13.3.3.5).

6. Visible sprinklers inspected annually
((NFPA 25, section 5.2.1).

7. Visible pipe inspected annually (NFPA
25, section 5.2.2).

8. Visible pipe hangers inspected annually
(NFPA 25, section 5.2.3).

9. Buildings inspected annually prior to
freezing weather for adequate heat for water
filled piping (NFPA 25, section 5.2.5).

10. A representative sample of fast
response sprinklers are tested at 20 years
(NFPA 25, section 5.3.1.1.1.2).

11. A representative sample of dry pendant
sprinklers are tested at 10 years (NFPA 25,
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section 5.3.1.1.15).
12. Antifreeze solutions are tested annually
(NFPA 25, section 5.3.4).
13. Control valves are operated through
their full range and returned to normal
annually (NFPA 25, section 13.3.3.1).
14. Operating stems of OS&Y valves are
lubricated annually (NFPA 25, section
13.3.4).
15. Dry pipe systems extending into
unheated portions of the building are
inspected, tested and maintained (NFPA 25,
section 13.4.4).
A. Date sprinkler system last checked and
necessary maintenance provided.
B. Show who provided the service.
C. Note the source of the water supply for the
automatic sprinkler system.
(Provide in REMARKS information on
coverage for any non-required or partial
automatic sprinkler system.)
33.2.3.5.3,33.2.3.5.8,9.7.5,9.7.7,9.7.8,
and NFPA 25
1. Based on record review and interview, the K S353 Residential manager will be 10/08/2021
facility failed to provide written documentation or inserviced on obtaining routine
other evidence the sprinkler system components reports from service provider to
had been inspected and tested for 1 of 4 quarters. keep in emergency preparedness
LSC 4.6.12.1 requires any device, equipment or book for review, update inspection
system required for compliance with this Code be forms will be obtained from service
maintained in accordance with applicable NFPA provider. Area Supervisor will
requirements. Sprinkler systems shall be properly review emergency preparedness
maintained in accordance with NFPA 25, Standard book monthly to ensure reports
for the Inspection, Testing, and Maintenance of are updated as needed
Water-Based Fire Protection Systems. NFPA 25,
4.3.1 requires records shall be made for all Addendum information: To correct
inspections, tests, and maintenance of the system the deficient practice supervisory
components and shall be made available to the staff have been trained on ensuring
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authority having jurisdiction upon request. 4.3.2
requires that records shall indicate the procedure
performed (e.g., inspection, test, or maintenance),
the organization that performed the work, the
results, and the date. NFPA 25, 5.2.5 requires that
waterflow alarm devices shall be inspected
quarterly to verify they are free of physical
damage. NFPA 25, 5.3.3.1 requires the mechanical
waterflow alarm devices including, but not limited
to, water motor gongs, shall be tested quarterly.
5.3.3.2 requires vane-type and pressure
switch-type waterflow alarm devices shall be
tested semiannually. This deficient practice could
affect all clients, staff, and visitors in the facility.

Findings include:

Based on review of the facility's quarterly
sprinkler system inspection records on 09/08/21 at
1:10 p.m. with the Home Manager present, there
was no second quarter (April, May, June) of 2021
quarterly sprinkler system inspections available
for review. During an interview at the time of
record review, the Home Manager said there were
no additional sprinkler syssstem inspection
reports available for review.

2. Based on record review and interview, the
facility failed to provide written documentation or
other evidence the sprinkler system components
had been inspected and tested for 1 of 4 quarters.
LSC 4.6.12.1 requires any device, equipment or
system required for compliance with this Code be
maintained in accordance with applicable NFPA
requirements. Sprinkler systems shall be properly
maintained in accordance with NFPA 25, Standard
for the Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. NFPA 25,
4.3.1 requires records shall be made for all
inspections, tests, and maintenance of the system

least monthly. Ongoing

list to include the dates of all

the service providers complete all
inspections needed in a timely
manner. ResCare will obtain a
schedule from the service provider
as to when all inspections are
scheduled to be completed, and
track via inspection tracking form.
The area supervisor will review and
update the tracking form for all
inspections due and ensure all
inspections have been completed
and documentation is obtained at

monitoring will be achieved by a
monthly maintenance inspection

inspections. The supervisory staff
will review monthly for accuracy.
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K S511

Bldg. 02

components and shall be made available to the
authority having jurisdiction upon request. 4.3.2
requires that records shall indicate the procedure
performed (e.g., inspection, test, or maintenance),
the organization that performed the work, the
results, and the date. NFPA 25, 5.2.5 requires that
waterflow alarm devices shall be inspected
quarterly to verify they are free of physical
damage. NFPA 25, 5.3.3.1 requires the mechanical
waterflow alarm devices including, but not limited
to, water motor gongs, shall be tested quarterly.
5.3.3.2 requires vane-type and pressure
switch-type waterflow alarm devices shall be
tested semiannually. This deficient practice could
affect all clients, staff, and visitors in the facility.

Based on record review on 09/08/2021 from 12:40
p.m. to 1:50 p.m. with the House Manager present,
there was no current annual backflow device
inspection report available to review. There was
an annual inspection dated 02/07/2018 that
indicated the next inspection to be 02/2019. Based
on interview at the time of record review, the
House Manager stated she had no additional
documentation available for review at the time of
the survey.

These findings were reviewed with the House
Manager at the exit conference.

NFPA 101

Utilities - Gas and Electric

Utilities - Gas and Electric

Equipment using gas or related gas piping
complies with NFPA 54, National Fuel Gas
Code, electrical wiring and equipment
complies with NPFA 70, National Electric
Code.

32.25.1,33.25.1,9.1.1,9.1.2

1. Based on observation and interview, the facility

K S511 Residential manager and staff will

10/08/2021
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failed to ensure 2 of 2 flexible cords in the north be trained on reporting

bedrooms were not used as a substitute for fixed maintenance issues and use of

wiring according to 33.2.5.1. LSC 33.2.5.1 states surge protectors. Area Supervisor

utilities shall comply with Section 9.1. LSC 9.1.2 will conduct monthly site survey to

requires electrical wiring and equipment shall be in ensure maintenance requests

accordance with NFPA 70, National Electrical have been followed up on and

Code. NFPA 70, 2011 Edition, Article 400.8 reported

requires that, unless specifically permitted, flexible

cords and cables shall not be used as a substitute Persons responsbile: Residential

for fixed wiring of a structure. This deficient manager, Area Supervisor and

practice could affect four clients in the north Program Manager

bedrooms.

Findings include: Addendum information: To

correct the deficient practice

Based on observations during a tour of the home the light fixture has been

with the House Manager on 09/08/21 from 1:55 repaired and all surge

p.m. to 2:08 p.m. the bedroom of DH & TS had protectors have been removed.

electrical equipment plugged into and powered by

a powerstrip. Additionally, the bedroom of AS &

MM had electrical equipment plugged into and

powered by a powerstrip. Based on interview at

the time of observation, the House Manage

agreed electrical equipment was plugged into

powerstrips at the aforementioned locations.

2. Based on observation and interview, the facility

failed to ensure 1 of 1 junction boxes located in

the pantry were protected. NFPA 70,2011 Edition.

Article 406.5 (F) Exposed Terminals, Receptacles

shall be enclosed so that live wiring terminals are

not exposed to contact. This deficient practice

could affect all clients at staff.

Findings include:

Based on observations on 09/08/21 between 1:55

p.m. and 2:08 p.m. during a tour of the facility with

the House Manager, there was a ceiling light in

the pantry hanging down by the electrical wires.
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Based on interview at the time of observation, the
House Manager stated she was unaware that the
light was hanging from the ceiling and would have
it repaired as soon as possible.
The findings were reviewed with the House
Manager during the exit conference.
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