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 K010000A 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:  06/20/13

Facility Number:  000325

Provider Number:  155379

AIM Number:  100274300

Surveyor:  Phillip Komsiski, Life Safety 

Code Specialist

At this Life Safety Code survey, Life Care 

Center of Rochester 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 the 

resident rooms.  The facility has a 
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capacity of 141 and had a census of 93 at 

the time of this survey.

All areas where the residents have 

customary access were sprinklered.  The 

facility had one detached garage used for 

facility storage which was not sprinklered.

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 06/25/13.

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 

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

The oxygen storage room on 200 

hall is to store and transfer 

oxygen and is provided with 

electrically powered mechanical 

ventilation.

 What corrective action will be 

accomplished for those residents 

found to have been affected:

1.  Oxygen storage 

room mechanical ventilation fan 

replaced on 7.1.13

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:

 2.  Facility has only 1 oxygen 

room, whole house audit not 

applicable, no other residents are 

affected

What measures will be put into 

place or what systemic changes 

will be made to ensure that the 

07/01/2013  12:00:00AMK010143Based on observation and interview, the 

facility failed to ensure 1 of 1 oxygen 

storage rooms where oxygen transfer 

occurs had continuously working, 

electrically powered mechanical 

ventilation.  This deficient practice could 

affect 22 residents on 200 hall as well as 

visitors and staff in the area.

Findings include:

Based on observation on 06/20/13 at 1:46 

p.m. with the Maintenance Supervisor, 

the oxygen storage room on 200 hall used 

to store and transfer oxygen was provided 

with electrically powered mechanical 

ventilation, but it was not working.  

Based on interview on 06/20/13 at 1:50 

p.m., it was acknowledged by the the 
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deficient practice does not recur:

3.  Director of Maintenance 

educated to ensure ventilation in 

working order and audit to be  

conducted weekly. 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:4.   Director of 

Maintenance will complete weekly 

audit tool and will submit results 

monthly to QA for 6 months.What 

date the systemic changes will be 

completed:5. Date of 

Completion:  7.1.13

Maintenance Supervisor this room was 

used to transfer oxygen and though it had 

an electrically powered mechanical vent, 

it was not working at the time of 

inspection.

3.1-19(b)
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