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A Post Survey Revisit (PSR) to the Life 

Safety Code Recertification and State 

Licensure Survey conducted on 07/24/14 

was conducted by the Indiana State 

Department of Health in accordance with 

42 CFR 483.70(a).

Survey Date:  09/19/14

Facility Number:  000003

Provider Number:  155003

AIM Number:  100290600

Surveyor:  Amy Kelley, Life Safety Code 

Specialist

At this PSR survey, Mason Health Care 

Center was found not in compliance with 

Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 

483.70(a), Life Safety from Fire and the 

2000 edition of the National Fire 

Protection Association (NFPA) 101, Life 

Safety Code (LSC) and 410 IAC 16.2.  

The original building consisting of the 

100, 200, 300 halls and the center hall 

was surveyed with Chapter 19, Existing 

Health Care Occupancies. 

This one story facility was determined to 

be of Type V (000) construction and was 

fully sprinklered.  The facility has a fire 
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alarm system with smoke detection in the 

corridors, areas open to the corridors and 

hard wired smoke detectors in the 

resident rooms.  The facility has a 

capacity of 110 and had a census of 77 at 

the time of this survey.

All areas where the residents have 

customary access were sprinklered.  The 

facility had two detached sheds providing 

facility services including the storage of 

activity supplies, maintenance supplies 

and housekeeping supplies which were 

not sprinklered. 

Quality Review by Lex Brashear, Life 

Safety Code Specialist-Medical Surveyor 

on 09/22/14.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

NFPA 101 

LIFE SAFETY CODE STANDARD 

Transferring of oxygen is:

(a) separated from any portion of a facility 

wherein patients are housed, examined, or 

treated by a separation of a fire barrier of 

1-hour fire-resistive construction; 

(b) in an area that is mechanically ventilated, 

sprinklered, and has ceramic or concrete 

flooring; and 

K010143
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(c) in an area posted with signs indicating 

that transferring is occurring, and that 

smoking in the immediate area is not 

permitted in accordance with NFPA 99 and 

the Compressed Gas Association.     

8.6.2.5.2

Based on observation and interview, the 

facility failed to ensure 1 of 1 areas used 

for transferring of oxygen was separated 

from any portion of a facility wherein 

residents are housed, examined, or 

treated by a separation of a fire barrier of 

1 hour fire resistive construction.  This 

deficient practice could affect 1 of 6 

smoke compartments.     

Findings include:

Based on an observation and interview 

with the Maintenance Supervisor on 

09/19/14 at 12:20 p.m., he confirmed by 

moving the escutcheon on the sprinkler 

head that the ceiling of the oxygen 

transferring room is one layer of five 

eights inch drywall.  

3.1-19(b)

K010143 No residents were negatively 

affected. The oxygen room was 

immediately repairs a 2 sheets of 

5/8 inch dry wall was added to the 

oxygen room ceiling.

 

No other residents had the potential 

to be affected as the oxygen room is 

located in a secured and locked 

area, in a corridor leading to the 

outside of the building.

 

The oxygen room ceiling was 

immediately repaired with two 

sheets of 5/8 inch thick dry wall. All 

cracks, seams, perimeters, 

escutcheons, fire dampers and light 

fixtures were appropriately caulked 

with approved fire rated caulk.

 

The oxygen room has been 

thoroughly inspected and all cracks 

and seams have been appropriately 

caulked. The TELS monitoring system 

will ensure that the oxygen room is 

visually inspected by the 

Maintenance director or designee 

on a monthly basis. All concerns will 

be forwarded by the maintenance 

director or designee to the Health 

Facility Administrator and the QAA 

committee for further response and 

monitoring for compliance.

 

09/25/2014  12:00:00AM
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Corrections were completed on 

September 25, 2014

 K020000

 

A Post Survey Revisit (PSR) to the Life 

Safety Code Recertification and State 

Licensure Survey conducted on 07/24/14 

was conducted by the Indiana State 

Department of Health in accordance with 

42 CFR 483.70(a).

Survey Date:  09/19/14

Facility Number:  000003

Provider Number:  155003

AIM Number:  100290600

Surveyor:  Amy Kelley, Life Safety Code 

Specialist

At this PSR survey, Mason Health Care 

Center was found not in compliance with 

Requirements for Participation in 

Medicare/Medicaid, 42 CFR Subpart 

483.70(a), Life Safety from Fire and the 

2000 edition of the National Fire 

Protection Association (NFPA) 101, Life 

Safety Code (LSC) and 410 IAC 16.2.   

The 2004 addition of the 400 Hall and 

the Therapy room was surveyed with 

Chapter 18, New Health Care 

Occupancies.

This one story facility was determined to 
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be of Type V (000) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors, areas open to the corridors and 

hard wired smoke detectors in the 

resident rooms.  The facility has a 

capacity of 110 and had a census of 77 at 

the time of this survey.

All areas where the residents have 

customary access were sprinklered.  The 

facility had two detached sheds providing 

facility services including the storage of 

activity supplies, maintenance supplies 

and housekeeping supplies which were 

not sprinklered. 

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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