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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:  04/06/16

Facility Number:  000271

Provider Number:  155402

AIM Number:  100291260

At this Life Safety Code survey, Heritage 

Healthcare 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 consists of the 

original building of Type II (000) 

construction and the 1989 addition of a 

north wing and extension to an east wing 

of Type V (111) construction.  Since the 

buildings were all constructed prior to 

March 1, 2003 they were surveyed as one 

building of Type V (000).  The facility 

was fully sprinklered.  The facility has a 
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fire alarm system with smoke detection in 

the corridors, spaces open to the corridors 

and battery powered detectors in all 

resident sleeping rooms.  The facility has 

a capacity of 127 and had a census of 65 

at the time of this survey.

All areas where the residents have 

customary access were sprinklered.  All 

areas providing facility services were 

sprinklered except for Equipment storage 

pods located in the back parking lot and 

an HVAC closet in the Occupational 

Therapy Directors office were not 

sprinklered.

Quality Review completed on 04/11/16 - 

DA

NFPA 101 

LIFE SAFETY CODE STANDARD 

Transferring of liquid oxygen from one 

container to another shall be accomplished 

at a location specifically designated for the 

transferring that is as follows:

(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; and

(b) the area that is mechanically ventilated, 

sprinklered, and has ceramic or concrete 

flooring; and

(c) in an area that is posted with signs 

indicating that transferring is occurring, and 

that smoking in the immediate area is not 
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permitted in accordance with NFPA 99 and 

Compressed Gas Association.

8-6.2.5.2 (NFPA 99)

Based 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 which could not be turned off.  

This deficient practice could affect any  

residents as well as visitors and staff in 

the area.

Findings include:

Based on observation on 04/06/16 at 2:20 

p.m. with the Maintenance Supervisor, 

the oxygen storage rooms on Service hall 

used to store and transfer oxygen was 

provided with electrically powered 

mechanical ventilation, but it only 

worked when the light switch was on.  

Based on interview with the observation, 

it was acknowledged by the the 

Maintenance Supervisor, the oxygen 

room was used to transfer oxygen and the 

electrically powered mechanical vent 

would only exhaust if the light switch 

was on.

3.1-19(b)

K 0143 K-0143 Corrective Action:  The 

fan in the O2 room was removed 

from the wall switch and 

hard/direct wired to run 

continuously.  Only the light is 

now activated by the wall switch

Others Identified:  No residents 

were identified as being affected 

by the alleged deficient practice 

Measures Put In Place:  This was 

a one time correction/repair and 

can not recur Monitoring:  This 

was a one time correction/repair 

and will not be reversed  The 

Maintenance Director (or 

designee) will monitor while 

completing routine PM rounds 

Date of Completion:  April 18, 

2016
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