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Bldg. 01

A Life Safety Code Recertification 

Survey was conducted by the Indiana 

State Department of Health in accordance 

with 42 CFR 416.44(b).

Survey Date:  02/04/16

Facility Number:  003754

Provider Number:  15C0001128

AIM Number:  200432090A

At this Life Safety Code survey, Medical 

Consultants Surgery Center was found 

not in compliance with Requirements for 

Participation in Medicare, 42 CFR 

Subpart 416.44(b), Life Safety from Fire 

and the 2000 edition of the National Fire 

Protection Association (NFPA) 101, Life 

Safety Code (LSC), Chapter 20, New 

Ambulatory Health Care Occupancies.

This one story facility was determined to 

be of Type II (000) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in 

corridors and hazardous areas.

Quality Review completed on 02/11/16 - 

DA

K 0000  

416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

K 0050
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Fire drills are held at unexpected times 

under varying conditions, at least quarterly 

on each shift. The staff is familiar with 

procedures and is aware that drills are part 

of established routine. 20.7.1.2, 21.7.1.2

Bldg. 01

Based on record review and interview, 

the facility failed to conduct quarterly fire 

drills on for 1 of 4 quarters since January 

2015.  This deficient practice affects all 

occupants in the facility.    

Findings include:  

Based on review of Fire Drill Reports on 

02/04/16 at 2:35 p.m. with the 

Administrator, the second quarter of 2015 

had not been done.  Based on interview at 

2:37 p.m. concurrent with record review 

with the Administrator, it was 

acknowledged no other fire drill 

documentation was available to verify the 

second quarter fire drill for 2015 had 

been conducted by staff.

K 0050 Correction:  Schedule quarterly 

drills and documentation of all 

participants

Prevention:  We will prevent this 

lapse in the future by following the 

policy and procedure guidelines 

required to have quarterly fill 

drills 

Responsible:  Administrator, 

Medical Director and Governing 

Board

03/18/2016  12:00:00AM

416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

Where general anesthesia or life support 

equipment is used, an essential electric 

system is provided in accordance with NFPA 

99. 20.2.9.2, 21.2.9.2

K 0105

 

Bldg. 01

Based on observation and interview, the 

facility failed to provide emergency 

K 0105 Correction:  Install battery 

operated emergency lighting to 

provide continuous illumination in 

03/18/2016  12:00:00AM
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lighting in 2 of 2 operating rooms where 

general anesthesia or life support 

equipment is used.  LSC Section 21.2.9.2 

requires ambulatory health care facilities 

to provide emergency lighting where 

general anesthesia or life support 

equipment is used to be in accordance 

with NFPA 99.  NFPA 99, 3-3.2.1.2(a)(5)

(e) requires anesthetizing locations to be 

provided with battery-powered 

emergency lighting units. One or more 

battery-powered emergency lighting units 

shall be provided in accordance with 

NFPA 70, National Electrical Code, 

Section 700-12(e).

NFPA 70, (e) Unit Equipment. Individual 

unit equipment for emergency 

illumination shall consist of the 

following:

1. A rechargeable battery

2. A battery charging means

3. Provisions for one or more lamps 

mounted on the equipment, or shall be 

permitted to have terminals for remote 

lamps, or both, and

4. A relaying device arranged to energize 

the lamps automatically upon failure of 

the supply to the unit equipment

The batteries shall be of suitable rating 

and capacity to supply and maintain at 

not less than 87 percent of the nominal 

battery voltage for the total lamp load 

associated with the unit for a period of at 

two operation rooms

Prevention:  Install battery 

operated emergency lighting to 

provide continuous illumination in 

the operating rooms during the 

time it takes for the generator to 

resume electrical service

Responsible: Administrator, 

Medical Director and Governing 

Board
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least 1 hours, or the unit equipment shall 

supply and maintain not less than 60 

percent of the initial emergency 

illumination for a period of at least 1 

hours. Storage batteries, whether of the 

acid or alkali type, shall be designed and 

constructed to meet the requirements of 

emergency service

Unit equipment shall be permanently 

fixed in place (i.e., not portable) and shall 

have all wiring to each unit installed in 

accordance with the requirements of any 

of the wiring methods in Chapter 3 of 

NFPA 70. Flexible cord and plug 

connection shall be permitted, provided 

that the cord does not exceed 3 feet (914 

mm) in length. This deficient practice 

could any patient or staff in the operating 

room.

Findings include:

Based on observations on 02/04/16 at 

1:20 p.m., there were no battery operated 

emergency lighting to provide continuous 

illumination in two operating rooms 

present in the building.  Based on 

interview on 02/04/16 concurrent with 

the observations the Administrator 

acknowledged an emergency generator is 

utilized to provide emergency lighting in 

the operating rooms, but there is no 

battery operated back up emergency 

lighting system to provide continuous 
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illumination in the operating rooms 

during the time it takes for the generator 

to resume electrical service.
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