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

Survey Date: 01/17/13

Facility Number: 005966
Provider Number: 15J200
AIM Number: 100273120A

Surveyor: Lex Brashear, Life
Safety Code Specialist

At this Life Safety Code survey,
Evansville Psychiatric Children's
Center was found not in
compliance with Requirements for
Participation in Medicaid, 42 CFR
Subpart 482.41(b), 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.

This one story facility was
determined to be of Type Il (222)
construction and was not
sprinklered. The facility has a fire
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alarm system with hard wired
smoke detectors in the corridors,
spaces open to the corridors, and
in all patient sleeping rooms. The
facility has a capacity of 28 and
had a census of 14 at the time of
this survey.
Quality Review by Robert Booher, Life Safety
Code Specialist-Medical Surveyor on 01/23/13.
The facility was found not in
compliance with the
aforementioned regulatory
requirements as evidenced by the
following:
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NFPA 101

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 facility failed to
install 1 of 1 fire alarm systems in
accordance with NFPA 72. NFPA
72, 1-5.4.6 requires trouble
signals to be located in an area
where it is likely to be heard.
NFPA 72, 1-5.4.4 requires fire
alarms, supervisory signals, and
trouble signals to be distinctive
and descriptively annunciated.
This deficient practice could affect
all patients, staff and visitors in
the facility.

Findings include:
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A fire alarm system phone line
trouble signal indicator was
hooked up on Dorm A in the
Nurses' Station on Friday, 2/8/13.
- was tested at time of installation
and worked as required.The
Facility Manager will include this
in the regular testing of fire alarm
and related equipment through
the alarm company.

02/08/2013
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Based on observations on
01/17/13 between 11:15 a.m. and
12:15 p.m. during a tour of the
facility with Maintenance
Supervisor, the Digital Alarm
Communicator Transmitter (DACT)
was located in the Maintenance
Shop. When the DACT was placed
in trouble from phone line failure
at 12:00 p.m., the DACT did
actuate a local audio trouble
signal, however, the local trouble
signal at the DACT did not activate
a trouble signal at the Dorm A
nurses' station. The Maintenance
Shop was located in an area that
was not occupied by staff at all
times of the day, and the local
audio trouble signal at the DACT
could not be heard at either of the
two nurses' stations. Based on
interview at 12:10 p.m. on
01/17/13, the Maintenance
Supervisor acknowledged the
phone line failure did not send a
trouble signal to the Dorm A
nurses' station.
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