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K 0000

Bldg. 01
A Post Survey Revisit (PSR) to the Life
Safety Code Recertification and State
Licensure Survey conducted on 03/02/16
was conducted by the Indiana State
Department of Health in accordance with
42 CFR 483.70(a).

Survey Dates: 04/22/16

Facility Number: 000039
Provider Number: 155685
AIM Number: 100275130

At this PSR survey, Golden Living
Center-Elkhart 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 one story facility was determined to
be of Type V (111) construction and was
fully sprinklered except for the electrical
room in the maintenance shop. The
original building (North, East and South
Units) was constructed in 1968 with an
addition (Primrose and Southwest Units)
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built in 1975. The facility has a fire
alarm system with smoke detection in the
corridors and in all areas open to the
corridor. The facility has battery
operated smoke detectors in all resident
sleeping rooms. The facility has a
capacity of 175 and had a census of 144
at the time of this survey.

All areas where the residents have
customary access were sprinklered and
all areas providing facility services were
sprinklered with the exception of the
electrical room in the maintenance shop.
Quality Review completed on 04/25/16 -
DA

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

(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 4 liquid

oxygen storage areas where oxygen
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IT is the policy of this facility that
all oxygen storage areas where
oxygen is transferred and stored
are equipped with continuous

04/22/2016
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transferring takes place, was provided mechanical ventilation .
with continuous mechanical ventilation. Necgssary corrections for this
. . . citation was completed on 4-1-1,
This deficient practice could affect staff which at that time all oxygen
only. storage area fans were in
workable condition As part of the
Findings include: facilities quality assurance
checks, the maintenance director
was performing daily inspections
Based on observation with the in accordance to our plan of
Maintenance Director on 04/22/16 at correction and the unit was found
11:41 a.m., the Primrose oxygen transfill to be working up to thg day
. . before 4-22-16 when it was found
room fan was not working when it was that the Primrose oxygen storage
checked with a piece of paper. Based on unit was not functioning
interview at the time of observation, the 1) Corrective action: The fan
Maintenance Director acknowledged the motor was replaced. 2)
. " Identification of others: The
aforementioned condition. remainder of the oxygen storage
units was inspected and found to
3.1-19(b) have working exhaust systems. 3)
Measures in place: Inspection
This deficiency was cited on 03/02/16. :s;c;t:;gggnhgatshg ec:;ygzz ed to
The faClllty failed to implement a the maintenance department's
systemic plan of correction to prevent daily required routines. 4)
recurrence. Monitoring system in place: The
maintenance director will turn in
dly inspection results to the ED
for review The results will be
discussed monthly times 3
months during QAPI, then once a
quarter until facility has reached
threshold of 100% compliance
and maintained for a total of 3
months.
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