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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: 02/20/13

Facility Number: 000027
Provider Number: 155690
AIM Number: 100266180

Surveyor: Phillip Komsiski, Life Safety
Code Specialist

At this Life Safety Code survey, Meadow
Brook Rehabilitation Centre & Suites 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 (111) 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 powered smoke detectors in
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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resident rooms. The facility has a
capacity of 97 and had a census of 70 at
the time of this survey.

All areas where the residents have
customary access were sprinklered. All
areas which provide facility services were
sprinklered except for one detached
garage used for facility storage.

Quality Review by Robert Booher, Life
Safety Code Specialist-Medical Surveyor
on 02/27/13.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0144 NFPA 101
SS=F LIFE SAFETY CODE STANDARD
Generators are inspected weekly and
exercised under load for 30 minutes per
month in accordance with NFPA 99.
3.4.41.
1. Based on record review and interview, KO0144 1. and 2. No residents were 03/07/2013
the facility failed to ensure a monthly load affected but all residents have the
potential to be affected by the
test for 1 of 1 emergency generators was - . e
. deficient practice. The facility is
conducted using one of the three currently documenting on a
following methods: under operating monthly basis, the amperage or
temperature conditions, at not less than percentage of load capacity for
the load test of the generator.
0
30% of the Emergen.cy Power S}lpply . The facility is also documenting
(EPS) nameplate rating, or loading which on a monthly basis, the number of
maintains the minimum exhaust gas seconds it takes for the generator
temperatures as recommended by the to transfer load. 3. The facility's
manufacturer. Chapter 3-4.4.1.1 of NFPA preventapve maintenance has
) ] been reviewed and no changes
99 requires monthly testing of generators are indicated at this time. The
serving the emergency electrical system to maintenance personnel have
be in accordance with NFPA 110. been educated on the
. documentation requirements for
Chapter 6-4.2 of NFPA 110 requires
P . d the generator (See Attachments 1
generator sets in Level 1 and Level 2 & 2). A preventative maintenance
service to be exercised at least once form has been initiated to ensure
monthly, for a minimum of 30 minutes, documentation is present (See
using one of the following methods: Att?Chments 1 & 2)- 4, The,
R . Maintenance Director or designee
a. Under operating temperature conditions will be responsible for completing
or at not less than 30 percent of the EPS and reviewing the load test and
nameplate rating. recording the necessary
b. Loading that maintains the minimum |nf9rmatlon ona mont.hly basis
utilizing the preventative
exhaust gas temperatures as maintenance form. The results of
recommended by the manufacturer. these reviews will be discussed
The date and time of day for required during the facility's quarterly QA
testing shall be decided by the owner, meetings and the plan adjusted
.. . . accordingly.
based on facility operations. This
deficient practice could affect all residents
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as well as staff and visitors.
Findings include:

Based on review of Generator System
Testing records and Maintenance logs on
02/20/13 at 4:38 p.m. with the
Maintenance Supervisor there was no
documentation which verified the the
amperage or the percentage of load
capacity for the past twelve months.
Based on interview on 02/20/13 at 4:40
p.m. with the Maintenance Supervisor, it
was acknowledged the facility had no
documentation to verify amperage or
percentage of load capacity for the past
twelve months.

3.1-19(b)

2. Based on record review and interview,
the facility failed to document the
alternate source of power from the
generator was capable of automatically
connecting to load within 10 seconds for
the last 12 of 12 months. NFPA 99, the
Standard for Health Care Facilities,
Nursing Home requirements requires
essential electrical distribution systems to
conform to Type 2 systems as described
in Chapter 3 of NFPA 99. NFPA 99,
3-6.3.1.2 requires the emergency system
to be arranged so, in the event of failure
of the normal power source, the alternate
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source of power will automatically
connect to load within 10 seconds. This
deficient practice could affect all residents
in the facility as well as visitors and staff
if it could not be assured all residents
were safeguarded by the facility with a
generator which would operate under load
conditions when needed during a power
failure.

Findings include:

Based on review of Generator Log
records on 02/20/13 at 4:30 p.m. with the
Maintenance Supervisor, the number of
seconds for the generator to transfer load
was not documented. Based on interview
on 02/20/13 at 4:33 p.m. with the
Maintenance Supervisor, it was
acknowledged the information on the time
of load transfer had not been recorded for
the past twelve months and the
Maintenance Supervisor was unaware it
needed to documented.

3.1-19(b)
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