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 K0000A Life Safety Code Recertification 

and State Licensure Survey was 

conducted by the Indiana State 

Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  04/18/12

Facility Number:  000054

Provider Number:  155126

AIM Number:  100287850

Surveyor:  Lex Brashear, Life 

Safety Code Specialist

At this Life Safety Code survey, 

Medco Health and Rehabilitation 

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), Chapter 19, Existing 

Health Care Occupancies and 410 

IAC 16.2.

This one story facility was 

determined to be of Type V 
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(000)construction and was fully 

sprinklered.  The facility has a fire 

alarm system with smoke 

detection in the corridors, spaces 

open to the corridors, and battery 

operated smoke detectors in all 

resident rooms.  The facility has a 

capacity of 74 and had a census of 

69 at the time of this survey.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 04/24/12.

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

The facility has had an alarm 

installed for the DACT at the 

North Nurses Station for 24 hours 

a day, 7 days a week monitoring.  

This device will be added to the  

annual alarm system inspection 

by contractor.This was a one time 

fix.

05/03/2012  12:00:00AMK0051Based on observation and 

interview, the facility failed to 

properly test and maintain 1 of 1 

fire alarm systems in accordance 

with NFPA 72.  NFPA 72, 3-8.1 

allows fire alarm system 

components to share control 

equipment or operate as stand 

alone systems, but in any case, 

they shall be arranged to function 

as a single system.  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 
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signals to be distinctive and 

descriptively annunciated. This 

deficient practice could affect all 

residents, staff and visitors in the 

facility.

Findings include:

Based on observations on 

04/18/12 between 11:30 a.m. and 

1:45 p.m. during a tour of the 

facility with the Maintenance 

Supervisor, the fire alarm control 

panel (FACP) and the fire alarm 

communication panel (dialer) were 

located in the business hall 

Mechanical room.  When the 

Digital Alarm Communicator 

Transmitter (DACT) was placed in 

trouble from phone line failure 

(phone line #1) at 11:50 a.m., the 

DACT did illuminate a yellow 

trouble signal, plus activate a local 

audio trouble signal, however, the 

local trouble signal at the DACT 

did not activate a trouble signal at 

the sub FACP at the south nurses' 

station.  The business hall 

Mechanical room was located in 

an area 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 
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two nurses' stations.  Based on 

interview at 11:55 a.m. on 

04/18/12, the Maintenance 

Supervisor acknowledged the 

phone line failure did not send a 

trouble signal to the sub FACP at 

the south nurses' station nor 

could it  be heard outside the 

business hall Mechanical room. 

3.1-19(b)
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SS=D

NFPA 101 

LIFE SAFETY CODE STANDARD 

Required automatic sprinkler systems are 

continuously maintained in reliable operating 

condition and are inspected and tested 

periodically.     19.7.6, 4.6.12, NFPA 13, 

NFPA 25, 9.7.5

The corroded sprinkler head in 

the kitchen dish room has been 

replaced.  Any other identified 

issues observed during a full 

facility review will be corrected as 

above.  The maintenance director 

will inspect for any other issues 

with sprinkler system during the 

monthly preventative 

maintenance program and make 

repairs as needed.  Any concerns 

will be reviewed in the facility QPI 

meeting for changes to the action 

plans as needed.

05/04/2012  12:00:00AMK0062Based on observation and 

interview, the facility failed to 

ensure 1 of over 500 sprinkler 

heads in the facility was free of 

corrosion.  NFPA 101 Section 9.7.5 

refers to NFPA 25, Standard for 

the Inspection, Testing, and 

Maintenance of Water-Based Fire 

Protection Systems.  NFPA 25, 

2-2.1.1 requires sprinklers to be 

free of paint and corrosion.  Any 

sprinkler shall be replaced that is 

painted or corroded.  This 

deficient practice could affect 

mostly kitchen staff while in the 

dishwashing room.

Findings include:

Based on observation on 

04/18/12 at 12:30 p.m. during a 

tour of the facility with the 

Maintenance Supervisor, the 

sprinkler head in the kitchen 

dishwashing room was covered 

with corrosion.  This was 

acknowledged by the Maintenance 
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Supervisor at the time of 

observation.

3.1-19(b)
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K0064

SS=C

NFPA 101 

LIFE SAFETY CODE STANDARD 

Portable fire extinguishers are provided in all 

health care occupancies in accordance with 

9.7.4.1.     19.3.5.6, NFPA 10

The fire extinguishers needing 

their 6 year maintenance have 

been replaced with new fire 

extinguishers.  Any other 

identified issues observed during 

a full facility review will be 

corrected as above.  The 

maintenance director will inspect 

for any other issues with fire 

extinguishers during the monthly 

preventative maintenance 

program and make repairs as 

needed.  Any concerns will be 

reviewed in the facility QPI 

meeting for changes to the action 

plans as needed.

04/20/2012  12:00:00AMK0064Based on observation and 

interview, the facility failed to 

ensure 13 of 15 fire extinguishers 

were maintained in accordance 

with NFPA 10.  LSC 4.5.7 says 

whenever any device, equipment 

or system are required for 

compliance with provisions of this 

Code, such device, equipment or 

systems shall be thereafter 

maintained unless the Code 

exempts such maintenance.  NFPA 

10, 4-4.3 states every 6 years, 

stored pressure fire extinguishers 

that require a 12 year hydrostatic 

test shall be emptied and 

subjected to the applicable 

maintenance procedures.  4-4.4.2 

states each extinguisher that has 

undergone maintenance that 

includes internal examination or 

that has been recharged shall have 

a "Verification of Service" collar 

located around the neck of the 

container.  The collar shall contain 

a single circular piece of 

uninterrupted material forming a 

hole of a size that will not permit 

the collar assembly to move over 
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the neck of the container unless 

the valve is completely removed.  

The collar shall not interfere with 

the operation of the fire 

extinguisher.  The "Verification of 

Service" collar shall include the 

month and year the service was 

performed, indicated by a 

perforation such as is done by a 

hand punch.  4-5.5 states each 

fire extinguisher shall have a tag 

or label securely attached that 

indicates the month and year 

recharging was performed and 

that identifies the person 

performing the services.  A 

"Verification of Service" 

(maintenance or recharging) collar 

in accordance with 4-4.4.2 shall 

also be attached to the 

extinguisher.  This deficient 

practice could affect all residents, 

as well as staff and visitors.

Findings include:

Based on observations on 

04/18/12 between 11:30 a.m. and 

1:45 p.m. during a tour of the 

facility with the Maintenance 

Supervisor, thirteen of fifteen fire 

extinguishers in the facility have 

not had their six year maintenance 
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since 2005 according to the labels 

and Verification of Service collars 

attached to each fire extinguisher.  

The only fire extinguishers in the 

facility to have had their six year 

maintenance were located in the 

short hall and the Mechanical 

room.  This was acknowledged by 

the Maintenance Supervisor at the 

time of each observation.
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K0130

SS=F

NFPA 101 

MISCELLANEOUS 

OTHER LSC DEFICIENCY NOT ON 2786

Requested re-issue of 

certificates, expiration dates of 

2/20/2013, for the water heaters 

in the closets near the southwest 

exit and the 

Laundry/Mechanical room from 

IDHS Division of Boiler and 

Pressure Vessel Safety.  Invoice 

received for certificates on 

4/23/2012.The water heaters in 

the business hall mechanical 

room, kitchen mechanical 

room and in the closet near the 

northwest exit will be certified by 

Steve Pauley with IDHS Division 

of Boiler and Pressure Vessel 

Safety.Any other identified issues 

observed during a full facility 

review will be corrected as above. 

Any concerns will be reviewed in 

the facility QPI meeting for 

changes to the action plans as 

needed.Certificate inspection for 

the hot water heaters will be 

added to the preventive 

maintenance program.

05/18/2012  12:00:00AMK0130Based on observation, record 

review, and interview; the facility 

failed to ensure current inspection 

certificates for 4 of 4 fuel fired 

water heaters required to have 

inspection certificates were 

available and current to ensure the 

water heaters were in safe 

operating condition.  NFPA 101 in 

19.1.1.3 requires all health 

facilities to be maintained and 

operated to minimize the 

possibility of a fire emergency 

requiring the evacuation of 

occupants.  This deficient practice 

could affect all residents, as well 

as staff and visitors in the facility.

Findings include:

Based on observations on 

04/18/12 between 11:30 a.m. and 

1:45 p.m. during a tour of the 

facility with the Maintenance 

Supervisor, the inspection 

certificates located next to the two 

fuel fired water heaters in the 

closets near the southwest exit 

and the Maintenance/Storage 

room had expiration dates of 

02/25/11, furthermore, the two 
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fuel fired water heaters in the 

business hall Mechanical room 

and in the closet near the 

northwest exit did not have 

inspection certificates available.  

All four fuel fired water heaters 

were 80 gallons and powered with 

199,999 BTU's.  During an 

interview at the time of each 

observation, the Maintenance 

Supervisor acknowledged the 

expiration dates of 02/25/11 on 

two water heaters and the lack of 

inspection certifications for the 

other two water heaters.

3.1-19(b)
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NFPA 101 

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.

Vanguard contacted for 

replacement of amperage reading 

device on generator. Current 

facility generator amp reading 

device replacement part has been 

discountinued. Vanguard is in 

process of procuring material 

quote to resolve issue with 

replacement amperage device.  

The amp device will be tested 

during the monthly load test. Any 

concerns will be reviewed in the 

facility QPI meeting for changes 

to the action plans as needed.

05/18/2012  12:00:00AMK0144Based 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 that 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 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 
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residents, as well as staff and 

visitors in the facility.

Findings include:

Based on review of the facility's 

Generator Log on 04/18/12 at 

11:15 a.m. with the Maintenance 

Supervisor present, the generator 

log form documented the 

generator was tested weekly under 

load since April of 2011, however, 

documentation on the form did 

not show an amperage reading 

since 09/10/11.  During an 

interview at the time of record 

review, the Maintenance 

Supervisor confirmed the weekly 

generator log did not include 

documentation of an amperage 

reading since 09/10/11, 

furthermore, he said the amp 

gauge has not worked since 

September 2011 and a new amp 

gauge has been ordered, but not 

yet installed.

3.1-19(b)
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