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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:  04/15/14

Facility Number:  003375

Provider Number:  15C0001123

AIM Number:  200421610A

Surveyor:  Amy Kelley, Life Safety Code 

Specialist

At this Life Safety Code survey, CLI 

Surgery Center was found not in 

compliance with Requirements for 

Participation in Medicare/Medicaid 42 

CFR Subpart 416.44 (b), Life Safety 

from Fire and the 2000 edition of the 

National Protection Association (NFPA) 

101, Life Safety Code (LSC), Chapter 21, 

Existing Ambulatory Health Care 

Occupancies.

This one story facility was determined to 

be of Type II (111) construction and was 

fully sprinklered.   The facility has a fire 

alarm system with a smoke detector at the 

fire alarm panel and duct detection in the 

ventilation ducts.

K010000  
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Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 04/21/14.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

Exits and ways of travel thereto are marked 

in accordance with section 7.10.     20.2.10, 

21.2.10

K010047

 

Based on observation and interview, the 

facility failed to ensure 1 of 2 paths in the 

means of egress from the main lobby was 

identified.  This deficient practice could 

affect all occupants.    

Findings include:

Based on observation with the Facilities 

Administrator on 04/15/14 at 1:00 p.m., 

the lobby had only one illuminated exit 

sign above the main entrance door.  

Based on an interview with the Facilities 

Administrator at the time of observation, 

the secondary exit from the lobby is 

through the surgery center door then 

proceeding to an exterior exit door, but 

an illuminated exit sign was not provided 

above the door.  

K010047  

Property Manager was notified 

onApril 21, 2014 that an illuminated 

exit sign needed to be above the 

door.Quotes will be obtained by 

May 2, 2014 and work will be 

completed by May 19,2014.  The 

facility administrator will 

beresponsible for to ensure this 

work has been completed.

05/19/2014  12:00:00AM
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416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

A manual fire alarm system, not a pre-signal 

type, is provided to automatically warn the 

building occupants. Fire alarm system has 

initiation notification and control function. 

The fire alarm system is arranged to 

automatically transmit an alarm to summon 

the fire department.    20.3.4.1, 21.3.4.1

K010051

 

Based on record review and interview, 

the facility failed to ensure 1 of 1 fire 

alarm systems was maintained in 

accordance with the applicable 

requirements of NFPA 72, National Fire 

Alarm Code.  LSC 21.3.4.1 requires fire 

alarm systems to be in accordance with 

9.6.  LSC 9.6.1.4 requires fire alarm 

systems be installed, tested and 

maintained in accordance with NFPA 72, 

National Fire Alarm Code.  NFPA 72, 

7-3.2 requires testing shall be performed 

in accordance with the schedules in 

Chapter 7 or more often if required by the 

authority having jurisdiction.  Table 7-3.2 

shall apply.  Table 7-3.2 "Testing 

Frequencies" requires alarm notification 

appliances, batteries, and initiating 

devices to be tested at least annually.  

This deficient practice could affect all 

occupants. 

Finding include:

Based on record review with the 

Facilities Administrator on 04/15/14 at 

11:52 a.m., the Guardian Protection 

K010051 VFP Fire Protection was 

notified on April 21, 2014 that 

CLI Surgery Center needed to 

perform the following testing 

annually on the eleven 

combination strobe/horns, nine 

strobes and five duct detectors 

as well as a sensitivity test on 

the smoke detectors in the 

building.  On April 23, 2014 VFP 

called to schedule this 

inspection.  The inspection will 

be completed by May 16, 2014 

and the Facility Administrator 

will be responsible for 

ensuring this work is 

completed in 2014 and 

annually.

05/16/2014  12:00:00AM
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Service annual fire alarm inspection 

failed to include the following devices: 

eleven combination strobe/horns, nine 

strobes and one of the five duct detectors.  

Additionally, a sensitivity test was not 

conducted on the three smoke detectors 

in the building.  Based on an interview 

with the Facilities Administrator after she 

contacted Guardian Protection Service, 

the previous items had not been tested.

NFPA 101 

MISCELLANEOUS 

OTHER LSC DEFICIENCY NOT ON 2786

K010130

 

1.  Based on observation and interview, 

the facility failed to ensure 1 of 1 gas 

fueled boilers  had a current inspection 

certificate to ensure the boiler was in safe 

operating condition.  Section 4.6.12.1 

requires any equipment required for 

compliance with the provisions of this 

Code such equipment shall be 

continuously maintained in accordance 

with applicable NFPA requirements or as 

directed by the authority having 

jurisdiction.  NFPA 101, in 21.1.1.3 

requires all ambulatory health care 

facilities to be maintained and operated to 

minimize the possibility of a fire 

emergency requiring the evacuation of 

occupants.  This deficient practice affect 

all patients evacuated through the exit 

corridor near the boiler room.

K010130 Facility Administrator contacted 

Department of Homeland Security 

andthey suggested that we call 

Cincinnati Insurance.  Cincinnati 

Insurance was contacted on April28, 

2014 and Jim came and inspected 

the boiler. A certificate will be 

forthcoming. The facility 

administrator will be responsible 

for ensuring this certificateis in the 

facility by May 30, 2014.

VFP Fire Protection was notified on 

April 21, 2014 that CLI 

SurgeryCenter needed to replace 

the sprinkler heads under the front 

canopy.  On April 23, 2014 VFP 

called to schedule.  During the 

inspection on May 16, 2014 

thetechnician will look at all 

sprinkler heads and order the 

appropriate parts toreplace all 

corroded sprinkler heads. The 

Facility Administrator will 

05/30/2014  12:00:00AM
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Findings include:

Based on record review with the 

Facilities Administrator on 04/15/14 at 

12:25 p.m., the boiler Inspection 

Certificate had an expiration date of 

02/19/14.  Based on an interview with the 

Facilities Administrator at the time of 

record review, she was aware the 

certificate had expired and has contacted 

Homeland Security.

2.  Based on observation and interview, 

the facility failed to replace 6 of 6 

corroded sprinkler heads in front canopy.  

LSC 4.6.12.2 requires any life safety 

features obvious to the public, even if not 

required by the Code, shall be maintained 

or removed.  LSC 9.7.5 requires all 

automatic sprinkler systems shall be 

inspected and maintained in accordance 

with NFPA 25, Standard for the 

Inspection, Testing, and Maintenance of 

Water-Based Fire Protection Systems.  

NFPA 25, 1998 edition, 2-2.1.1 requires 

any sprinkler shall be replaced which is 

painted, corroded, damaged, loaded, or in 

the improper orientation.  This deficient 

practice could affect all patients.      

Findings include:

Based on observation with the Facilities 

Administrator on 04/15/14 at 1:25 p.m., 

beresponsible for ensuring this 

work is completed in by May 30, 

2014.
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the six sprinkler heads in the front 

canopy were covered with a green 

substance.  This was confirmed by the 

Facilities Administrator at the time of 

observation.   

416.44(b)(1) 

LIFE SAFETY CODE STANDARD 

Generators are inspected weekly and 

exercised under load for 30 minutes per 

month in accordance with NFPA 99.     

3.4.4.1, NFPA 110, 8.4.2

K010144

 

Based on record review and interview, 

the facility failed to provide complete 

documentation for testing 1 of 1 

emergency generators providing power to 

the emergency lighting systems.  LSC 

7.9.2.3 and NFPA 99, Health Care 

Facilities, 3-4.1.1.8 requires the generator 

set(s) shall have sufficient capacity to 

pick up the load and meet the minimum 

frequency and voltage stability 

requirements of the emergency system 

within 10 seconds after loss of normal 

power.  This deficient practice affects all 

occupants.

Findings include:

K010144 On April 21, 2014 the facility 

administrator added a transfer 

time tothe emergency 

generator log.  This timewill be 

recorded weekly when the 

transfer of power occurs from 

the main sourceof the 

generator.  The 

facilityadministrator will be 

responsible for this 

documentation.

04/21/2014  12:00:00AM
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Based on review of the emergency 

generator operating log titled "Generator 

Log" with the Facilities Administrator on 

04/15/14 at 11:53 a.m., the emergency 

generator was tested monthly under load 

for at least 30 minutes, however, the 

monthly load test record did not include 

the time for the transfer of power from 

the main source to the generator.  This 

was acknowledged by the Facilities 

Administrator at the time of record 

review.
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