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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:  08/05/13

Facility Number:  000003

Provider Number:  155003

AIM Number:  100290600

Surveyor:  Amy Kelley, Life Safety Code 

Specialist

At this Life Safety Code survey, Mason 

Health Care Center 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) and 410 IAC 

16.2.  The original building consisting of 

the 100, 200, 300 and the center halls was 

surveyed with Chapter 19, Existing 

Health Care Occupancies. 

This one story facility was determined to 

be of Type V (000) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors, in areas open to the corridors 
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and hard wired smoke detectors in the 

resident rooms.  The facility has a 

capacity of 110 and had a census of 87 at 

the time of this survey.

All areas where the residents have 

customary access were sprinklered.  The 

facility had two detached sheds providing 

facility services including the storage of 

activity supplies, maintenance supplies 

and housekeeping supplies which were 

not sprinklered. 

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical Surveyor 

on 08/09/13.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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K010067

SS=E

NFPA 101 

LIFE SAFETY CODE STANDARD 

Heating, ventilating, and air conditioning 

comply with the provisions of section 9.2 and 

are installed in accordance with the 

manufacturer's specifications.     19.5.2.1, 

9.2, NFPA 90A,  19.5.2.2

The following Plan of Correction 

constitutes our written allegation 

of compliance for the deficiencies 

cited. Submission of the Plan of 

Correction is not an admission 

that a deficiency exists or that 

one was cited correctly. This Plan 

of Correction is submitted to meet 

the requirements established by 

State and Federal Law        1. 

The extension cord was removed 

from the office. A complete 

building audit was done. No other 

cords were found. 1a. Location 

was not in a resident area, but 

could affect staff.  1b. The 

Maintenance Supervisor will 

inspect the building monthly to 

ensure no extension cords are 

being used. 1c. Results of the 

monthly inspections will be 

documented and then presented 

to the Quality Assurance 

Committee monthly.  1d. 

Corrections completed by 

8/5/2013.

08/05/2013  12:00:00AMK010067Based on record review and interview, the 

facility failed to ensure 4 of 130 dampers 

were inspected and provided necessary 

maintenance at least every four years in 

accordance with NFPA 90A.  LSC 9.2.1 

requires air conditioning, heating, 

ventilating ductwork and related 

equipment shall be in accordance with 

NFPA 90A, Standard for the Installation 

of Air-Conditioning and Ventilating 

Systems.  NFPA 90A, 1999 Edition, 

3.4.7, Maintenance, requires at least every 

4 years, fusible links shall be removed; all 

dampers shall be operated to verify they 

fully close; the latch, if provided, shall be 

checked, and moving parts shall be 

lubricated as necessary.  This deficient 

practice could affect at least 15 residents 

on the 200 hall and kitchen staff. 

Findings include:

Based on record review with the 

Maintenance Supervisor on 08/05/13 at 

12:33 p.m., the "Fire & Smoke Damper 

Inspection Report" completed by TLC 

construction on 01/14/12 listed the 

following discrepancies; two kitchen 
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exhaust dampers had bad motors and 

replacement units were placed on order 

and both exhaust dampers in the 200 hall 

closed but the fusible links were broken.  

At the time of record review, the 

Maintenance Supervisor was unable to 

provide documentation confirming these 

discrepancies have been corrected.  

3.1-19(b)
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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

1. Immediately got the rating of 

the current door in place to make 

sure it meets all requirements. 

 The fire rating on the door is 1 

and a half hours and has been 

re-posted on the door. 1a. This 

location is not in a resident area, 

but could affect staff members. 

1b. Maintenance man will check 

quarterly to make sure the rating 

is still on the door and bring this 

information to the Quality 

Assurance Committee monthly. 

Date of compliance 8/5/2013.

08/05/2013  12:00:00AMK010143Based on observation and interview, the 

facility failed to ensure 1 of 1 areas used 

for transferring of oxygen was separated 

from any portion of a facility wherein 

residents are housed, examined, or treated 

by a separation of a fire barrier of 1 hour 

fire resistive construction.  This deficient 

practice was not in a resident area area but 

could affect facility staff.     

Findings include:

Based on an observation with the 

Maintenance Supervisor on 08/05/13 at 

2:10 p.m., the door to the oxygen 

storage/transfilling room located in the 

service hall was a nonrated metal door.  

Based on an interview with the 

Maintenance Supervisor at the time of 
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observation, the oxygen storage room was 

used for transfilling of portable units and 

the rating on the door could not be 

confirmed.   

3.1-19(b)
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NFPA 101 

LIFE SAFETY CODE STANDARD 

Electrical wiring and equipment is in 

accordance with NFPA 70,  National 

Electrical Code. 9.1.2

  1. The extension cord was 

removed from the office. A 

complete building audit was done. 

No other cords were found. 1a. 

Location was not in a resident 

area, but could affect staff.  1b. 

The Maintenance Supervisor will 

inspect the building monthly to 

ensure no extension cords are 

being used. 1c. Results of the 

monthly inspections will be 

documented and then presented 

to the Quality Assurance 

Committee monthly.  1d. 

Corrections completed by 

8/5/2013

08/05/2013  12:00:00AMK010147Based on observation and interview, the 

facility failed to ensure 1 of 1 flexible 

cords such as an extension cord was not 

used as a substitute for fixed wiring.  LSC 

9.1.2 requires electrical wiring and 

equipment to comply with NFPA 70, 

National Electrical Code, 1999 Edition.  

NFPA 70, Article 400-8 requires, unless 

specifically permitted, flexible cords and 

cables shall not be used  as a substitute 

for fixed wiring of a structure.  This 

deficient practice was not in a resident 

care area but could affect facility staff.                                                                                                                                                      

Findings include:

Based on an observation with the 

Maintenance Supervisor on 08/05/13 at 

12:45 p.m., a heavy weight extension cord 

was in use and providing power to a fax 

machine in the MDS office.  Based on an 

interview with the Maintenance 

Supervisor at the time of observation, he 

believed extension cords could be used in 

areas designated for staff only.   

3.1-19(b)
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 K020000A Life Safety Code Recertification and 

State Licensure was conducted by the 

Indiana State Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  08/05/13

Facility Number:  000003

Provider Number:  155003

AIM Number:  100290600

Surveyor:  Amy Kelley, Life Safety Code 

Specialist

At this Life Safety Code survey, Mason 

Health Care Center 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) and 410 IAC 

16.2.  The 2004 addition of the 400 Hall 

and the Therapy room were surveyed with 

Chapter 18, New Health Care 

Occupancies. 

This one story facility was determined to 

be of Type V (000) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with smoke detection in the 

corridors, in areas open to the corridors 
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and hard wired smoke detectors in the 

resident rooms.  The facility has a 

capacity of 110 and had a census of 87 at 

the time of this survey.

All areas where the residents have 

customary access were sprinklered.  The 

facility had two detached sheds providing 

facility services including acitivity 

supplies, maintenance supplies and 

housekeeping supplies that were not 

sprinklered. 
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