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INITIAL COMMENTS 

On June 5, 2024, a complaint intake 
MI00144940, Life Safety Code Survey was 
conducted by the Michigan Department of 
Licensing and Regulatory Affairs, Bureau of 
Survey and Certification. At the survey Pinnacle 
Care of Battle Creek was found in substantial 
compliance with the requirements for 
participation in Medicare/Medicaid at 42 CFR, 
subpart 483.90(a), Life Safety from Fire and the 
applicable provisions of the 2012 Edition of the 
National Fire Protection Association (NFPA) 101, 
Life Safety code and the 2012 Edition of NFPA 
99, Health Care Facilities Code. 

The complaint alleges 6/5/24, 11:45 pm, during 
fire watch rounds, fire watcher smelled smoke 
coming from the Director of Nursing's office and 
immediately called 911. Sprinkler system turned 
on and put out fire. Fire was contained to the 
DON's office. Fire came from vital sign machine 
that was plugged in. 

During the investigation on June 6, 2024, it was 
revealed the facility had responded appropriately 
to the fire emergency as required by facility 
policies and procedures. Facility was on current 
fire watch due to their dialer being inoperable and 
had logged fire watch rounds as required. 

The allegations were substantiated with no 
deficiencies.
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