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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:  11/18/13

Facility Number:  002897

Provider Number:  15C0001111

AIM Number:  200363570A

Surveyor:  Lex Brashear, Life Safety 

Code Specialist

At this Life Safety Code survey, Wabash 

Valley Eye 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 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 hard wired smoke 

detectors in all areas.

Quality Review by Robert Booher, Life 
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Safety Code Specialist-Medical 

Surveyor on 11/20/13.

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 

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

 

1.  Based on record review and 

interview, the facility failed to ensure a 

complete written record of weekly 

inspections for 1 of 1 emergency 

generators was available.  LSC 7.9.2.3 

refers to NFPA 110, Standard for 

Emergency and Standby Power Systems.  

NFPA 110, 6-4.1 requires Level 1 and 

Level 2 EPSSs, including all 

appurtenant components, shall be 

inspected weekly.  NFPA 99, 3-4.4.2 

requires a written record of inspection, 

performance, exercising period, and 

repairs for the generator to be regularly 

maintained and available by the 

authority having jurisdiction.  This 

deficient practice could affect all 

patients, as well as staff and visitors in 

the facility.

Findings include:

Cummins Crosspoint was 

contacted on 12-18-2013 and 

requested to perform an annual 

Load Bank Test on the facility 

generator.  I will create a new 

Generator Log that will record all 

necessary information weekly.  

The generator will continue to be 

ran weekly for 30 minutes and 

this will be documented on the 

new generator log.

12/05/2013  12:00:00AMK010144
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Based on review of the facility's 

Generator Log on 11/18/13 at 11:30 a.m. 

with the Nursing Coordinator present, 

there was documentation on the log 

sheet to show visual inspections of the 

generators appurtenant components, 

however, these items were only 

documented once during each month.  

The only item documented every week 

was a check mark for the battery check.  

Based on interview at the time of record 

review, the Nursing Coordinator 

acknowledged the inspection of all 

appurtenant components of the generator 

was not documented every week, but 

only once a month.

2.  Based on record review and 

interview, the facility failed to provide 

complete documentation for the testing 

of 1 of 1 emergency generators 

providing power to the emergency 

lighting systems.  LSC 7.9.2.3 and 

NFPA 99, Health Care Facilities, 

3-4.4.1.1(a) requires monthly testing of 

the generator set shall be in accordance 

with NFPA 110, the Standard for 

Emergency and Standby Power Systems.  

NFPA 110, 6-4.2 requires generator sets 

in Level 1 and 2 service shall be 

exercised under operating conditions or 

not less than 30 percent of the EPS 

(Emergency Power Supply) nameplate 
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rating at least monthly, for a minimum 

of 30 minutes.  NFPA 99, 3-5.4.2 

requires a written record of inspection, 

performance, exercising period and 

repairs shall be regularly maintained and 

available for inspection by the authority 

having jurisdiction.  This deficient 

practice could affect all patients, as well 

as staff and visitors in the facility.

Findings include:

Based on review of the facility's 

Generator Log on 11/18/13 at 11:30 a.m. 

with the Nursing Coordinator present, 

the generator log form documented the 

generator was tested monthly under 

load, however, there was no 

documentation on the form showing the 

generator was exercised under operating 

conditions or not less than 30 percent of 

the EPS (Emergency Power Supply) 

nameplate rating for a minimum of 30 

minutes during the past twelve months.  

During an interview at the time of record 

review, the Nursing Coordinator 

confirmed the monthly generator log did 

not include documentation the generator 

was exercised under operating 

conditions or not less than 30 percent of 

the EPS (Emergency Power Supply) 

nameplate rating for a minimum of 30 

minutes, however, after speaking with 

the generator service vendor, the 
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Nursing Coordinator stated she was told 

the generator carried one hundred 

percent of the facility load when tested 

under load conditions once per week.
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