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This Plan of Correction consitutes 

the written allegation of 

compliance for the deficiencies 

cited.  However, submission of 

this Plan of Correction is not an 

admission that a defiecency 

exists or that one was cited 

correctly.  This Plan of Correction 

is submitted the meet 

requirements established by state 

and federal law.

 K0000A Quality Assurance Walk-thru Survey 

was conducted by the Indiana State 

Department of Health.

Facility Number:  000104

Provider Number:  155197

AIM Number:  100266590

Surveyor:  W. Chris Greeney , Life Safety 

Code Specialist.

At this Quality Assurance Walk-thru 

survey, Sanctuary at St. Pauls was found 

not in compliance with 410 IAC 

16.2-3.1-19(ff).

This three story facility was determined to 

be of Type II (222) construction and was 

fully sprinklered except for two 

medication rooms, an attached canopy 

over an entrance and an attached awning 

over a patio.  The facility has a fire alarm 

system with smoke detection in the 

corridors, spaces open to the corridors and 

battery operated smoke detectors in 

resident sleeping rooms.  The facility has 

a capacity of 78 and had a census of 76 at 

the time of this survey.

The facility was found not in compliance 

with state law in regard to sprinkler 

coverage, but in compliance with regard 
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to smoke detector coverage.  

All areas where the residents have 

customary access were sprinklered, 

except an attached canopy over an 

entrance and an attached awning over a 

patio.  All areas providing facility 

services were sprinklered, except two 

medication rooms.  There were no 

detached buildings that provided facility 

services.

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 09/27/12.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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Q1.  What corrective action(s) will 

be accomplished for those 

residents found to have been 

affected by the deficient;A1. No 

resident was affected.Q2.  How 

the facility will identify other 

residents having the potential to 

be affected by the same deficient 

practice and what corrective 

action will be taken;A2.  No 

resident was affected.Q3.  What 

measures will be put into place or 

what systemic changes the facility 

will make to ensure that the 

deficient practice does not 

recur;A3.  A sprinkler head will be 

installed in each medication room 

on 2nd and 3rd floor, the sprinkler 

system will be extended outside 

into the canopy adding 3 sprinkler 

heads; a sprinkler system will be 

placed outside underneath the 

awning.Q4.  How the corrective 

action(s) will be monitored to 

ensure the deficient practice will 

not occur, i.e., what quality 

assurance program will be put in 

place;A4. Will be monitored with 

sprinkler system preventive 

maintenance.Q5.  By what date 

the systemic changes will be 

completed.A5.  November 15, 

2012

11/15/2012  12:00:00AMK9999State Findings

3.1-19 ENVIRONMENT AND 

PHYSICAL STANDARDS

3.1-19(ff) A health facility licensed under 

16-28 and this rule must do the following:

(1) Have an automatic sprinkler system 

installed throughout the facility before 

July 1, 2012.

(2) If an automatic sprinkler system is not 

installed throughout the health care 

facility before July 1, 2010, submit before 

July 1, 2010 a plan to the department for 

completing the installation of the 

automatic sprinkler system before July 1, 

2012.

(3) Have a battery operated or hard-wired 

smoke detector in each resident's room 

before July 1, 2012.

This State Rule has not been met as 

evidenced by:

Based on observation and interview, the 

facility failed to ensure all areas of the 

facility were sprinklered.  This deficient 

practice could affect all residents, staff 

and visitors.

Findings include:

1. Based on observation with the 
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Environmental Services Director (ESD) 

during a facility tour from 1:00 p.m. to 

2:15 p.m. on 09/17/12, the medication 

room at the second floor nurses' station 

was not sprinklered.  Additionally, the 

medication room at the third floor nurses' 

station was also not sprinklered.  Based 

on interview interview with the ESD 

during the tour, he was not aware, and did 

not know why, the two medication rooms 

were not sprinklered.

 2. Based on observation with the 

Environmental Services Director (ESD) 

during a facility tour from 1:00 p.m. to 

2:15 p.m. on 09/17/12, a canopy which 

extended over the health care entrance 

measured at 4 feet 7 inches was not 

sprinklered.  The ESD interviewed during 

the tour, indicated the canopy was made 

of combustible material.  The underside 

of the overhang appeared to be made of 

wood frame material.

3. Based on observation with the 

Environmental Services Director (ESD) 

during a facility tour from 1:00 p.m. to 

2:15 p.m. on 09/17/12, an awning made 

of fabric material was attached to the side 

of the building and extended over an 

outdoor patio area.  The attached awning 

was not sprinklered.  Based on interview 

with the ESD during the tour on 9/17/12,  

they had contacted the vendor of the 

awning during the survey and were told 

the awning was made of combustible 
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material.

3.1-19(ff)
3.1-19(b)
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