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A Post Survey Revisit (PSR) to the Emergency
Preparedness Survey conducted on 07/02/2024
was conducted by the Indiana Department of
Health in accordance with 42 CFR 483.475.

Survey Date: 08/27/2024

Facility Number: 011663
Provider Number: 15G745
AIM Number: 200902020

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

The facility has 4 certified beds. At the time of the
survey, the census was 4

Quality Review completed on 08/27/24

A Post Survey Revisit (PSR) to the Life Safety
Code Recertification Survey conducted on
07/02/2024 was conducted by the Indiana
Department of Health in accordance with 42 CFR
483.470()).

Survey Date: 08/27/2024
Facility Number: 011663

Provider Number: 15G745
AIM Number: 200902020
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At this Life Safety Code survey, Res Care
Southeast Indiana 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 determined to be fully
sprinklered. The facility has a fire alarm system
with smoke detection in the corridors, common
living areas, and all client sleeping rooms,
furthermore, the facility was equipped with heat
detection in the attic connected to the fire alarm
system. The facility has a capacity of 4 and had a
census of 4 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 0.16.

Quality Review completed on 08/27/24

NFPA 101
Sprinkler System - Maintenance and Testing

Based on observation and interview, the facility
failed to maintain the ceiling construction in 1 of 1
garage furnace rooms. NFPA 12, 2010 edition,
Section 3.3.5.4 defines a smooth ceiling as a
continuous ceiling free from significant
irregularities, lumps, or indentations. The ceiling
traps hot air and gases around the sprinkler and
cause the sprinkler to operate at a specified
temperature. This deficient practice could affect all
clients and staff in the facility.

Findings include:

K S353

Maintenance Director will
ensure that the % inch penetration
in the ceiling around the sprinkler
piping and a 12” x 3’ foot
penetration in the ceiling going to
the attic in the furnace room with
repaired.

The AED and Program
Manager will ensure that this
repair in completed.

09/05/2024
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Based on observation during a tour of the facility
on 08/27/2024 between 10:00 AM and 10:40 AM
with the Maintenance Director, a 3/4 inch
penetration in the ceiling around the sprinkler
piping and a 12 inch by 3 foot penetration in the
ceiling going to the attic was observed around the
furnace. . Based on interview at the time of the
observations, the Maintenance Director agreed
there were present in the aforementioned
locations, provided the measurements, and stated
he had not repaired the penetrations.

This finding was reviewed with the Area
Supervisor and the Maintenance Director at the
exit conference.

This deficient practice was cited on 07/02/24. The
facility failed to implement proper corrective
action.

Persons Responsible: AED,
Quality Assurance Manager, QA
Coordinator, Program Manager,
Maintenance Director.
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