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A 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:  01/15/14

Facility Number:  001149

Provider Number:  155618

AIM Number:  200145500

Surveyor:  Mark Caraher, Life Safety 

Code Specialist

At this Life Safety Code survey, Manor 

Care Health Services Summer Trace was 

found in substantial 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 two story facility was determined to 

be of Type I (332) construction and fully 

sprinklered.  The facility has a fire alarm 

system with smoke detection in the 

corridors and in all areas open to the 

The statements made in this Plan 

of Correction are not an 

admission to and do not 

constitute an agreement with the 

alleged deficiencies herein. To 

remain in compliance with all 

federal and state regulations, the 

center has taken or is planning to 

take the actions set forth in the 

following Plan of Correction. The 

Plan of Correction constitutes the 

center’s allegation of compliance. 

All alleged deficiencies cited have 

been or are to be corrected by the 

date or dates indicated.

 K010000
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corridor.  The facility has smoke 

detectors hard wired to the fire alarm 

system in all resident sleeping rooms.  

The facility has a capacity of 104 and 

had a census of 72 at the time of this 

visit.

All areas where the residents have 

customary access were sprinklered and 

all areas providing facility services were 

sprinklered.

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical 

Surveyor on 01/21/14.

The facility was found in substantial 

compliance with the aforementioned 

regulatory requirements as evidenced by 

the following:

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

K010062

SS=C

Based on record review, observation and 

interview; the facility failed to document 

weekly fire pump inspection, testing and 

maintenance for 1 of 1 fire pumps for 

the most recent twelve month period.  

NFPA 25, Chapter 5-1.1 provides the 

minimum requirements for the routine 

K 062 SS=C  NFPA 101 Life 

Safety Code Standard  It is the 

practice of this center to comply 

with K 062 NFPA 101 Life Safety 

Code Standard What corrective 

action(s) will be accomplished for 

those residents found to have 

been affected by the deficient 

01/31/2014  12:00:00AMK010062
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inspection, testing, and maintenance of 

fire pump assemblies.  Table 5-1.1 shall 

be used to determine the minimum 

required frequencies for inspection, 

testing, and maintenance.  Chapter 

5-3.2.1 requires a weekly test of electric 

motor driven pump assemblies shall be 

conducted without flowing water.  This 

test shall be conducted by starting the 

pump automatically. The pump shall run 

a minimum of 10 minutes.  Exception: 

A valve installed to open as a safety 

feature shall be permitted to discharge 

water.

NFPA 25, 5-3.2.2.1. says the automatic 

weekly test timer shall be permitted to 

be substituted for the starting procedure.  

The pertinent visual observations 

specified in Chapters 5-2.2.1, through 

Chapter 5-2.2.3 shall be performed 

weekly.  Chapter 1-8 states records of 

inspections, tests, and maintenance of 

the system and its components shall be 

made available to the authority having 

jurisdiction upon request.  This deficient 

practice could affect all residents, staff 

and visitors in the facility.

Findings include:

Based on record review with the 

Maintenance Director from 9:30 a.m. to 

12:00 p.m. on 01/15/14, documentation 

of weekly fire pump inspection, testing 

practice; No residents were 

affected, but all have the potential 

to be affected. Fire Pump has 

been placed on a Weekly 

inspection, testing, and 

maintenance schedule.  How 

other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

action(s) will be taken; No 

residents were affected but all 

have the potential to be affected.  

Fire Pump has been placed on a 

Weekly inspection, testing, and 

maintenance schedule.   What 

measures will be put into place or 

what systemic changes will be 

made to ensure that the deficient 

practice does not 

recur; Maintenance Staff has 

been educated that the Fire 

Pump requires Weekly routine 

inspection, testing (Electric motor 

Driven Pump Assembly), and 

maintenance to ensure proper 

function, per NFPA 25, Chapter 

5-1.1 & 5-3.2.1.  Fire Pump 

Monitoring will be added to the 

weekly routine Maintenance 

Log. How the corrective action(s) 

will be monitored to ensure the 

deficient practice will not recur, 

i.e., what quality assurance 

program will be put into 

place; Fire Pump will be 

monitored weekly x 4 weeks by 

Maintenance Director or 

Designee to ensure testing (MIN 

10 Min Run), and maintenance 

compliance NFPA code.  The 

results of the audit will be 
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and maintenance for the most recent 

twelve month period was not available 

for review.  Based on observation with 

the Maintenance Director during a tour 

of the facility from 12:45 p.m. to 2:45 

p.m. on 01/15/14, the facility has a fire 

pump for the sprinkler system.  Based 

on interview at the time of record review 

and observation, the Maintenance 

Director stated he was unaware of 

weekly fire pump inspection, testing and 

maintenance was required and 

acknowledged documentation of weekly 

fire pump inspection, testing and 

maintenance for the most recent twelve 

month period was not available for 

review.  

3.1-19(b)

submitted to the QA&A 

Committee for further review and 

recommendations.  By what date 

the systemic changes will be 

completed; January 31, 2014.
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