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A Life Safety Code and Environmental 

Preoccupancy Survey for the conversion 

of an old activity room into resident 

room 100 and an office and the 

expansion of the therapy room and the 

relocation of 1 bed to resident room 302 

was conducted by the Indiana State 

Department of Health in accordance 

with 42 CFR 483.70(a).

Survey Date:  12/30/13

Facility Number:  000184

Provider Number:  155286

AIM Number:  100267210

Surveyor:  Amy Kelley, Life Safety 

Code Specialist

At this Life Safety Code and 

Environmental Preoccupancy survey, 

Avalon Village was found in substantial 

compliance with the 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 with 410 IAC 

16,2-3,1-19, Environment and Physical 

Standards of the Indiana Health 

Submission of this plan of 

correction does not constitue 

admission or agreement by the 

provider of the truth of facts 

alleged or correction set forth on 

the statement of deficiencies.This 

plan of correction is prepared and 

submitted because of 

requirement under state and 

federal law.  Please accept this 

plan of correction as our credible 

allegation of compliance. 
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Facilities Rules for Comprehensive care 

facilities.

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 corridor and in areas open to the 

corridors.  Battery operated smoke 

detectors have been installed in the 

resident rooms.  The facility has a 

capacity of 67 and had a census of 50 at 

the time of this survey.

All areas where the residents have 

customary access were sprinklered.  All 

areas providing facility services were 

sprinklered, except the generator room.       

Quality Review by Robert Booher, Life 

Safety Code Specialist-Medical 

Surveyor on 01/02/14.

The facility was found in substantial 

compliance with the aforementioned 

regulatory requirements as evidenced by 

the following:
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NFPA 101 

LIFE SAFETY CODE STANDARD 

Exit access is arranged so that exits are 

readily accessible at all times in accordance 

with section 7.1.     19.2.1

K010038

SS=B

Based on observation and interview, the 

facility failed to ensure 1 of 1 Therapy 

room corridor exit doors and 1 of 1 

Admissions office corridor exit doors 

were provided with door knobs readily 

operated under all lighting conditions.  

LSC 7.2.1.5.4. requires where a latch or 

other similar device is provided, the 

method of operation of its releasing 

device must be obvious, even in the 

dark.  The intention of this requirement 

is the method of release be one which is 

familiar to the average person.  For 

example, a two step release, such as a 

knob and independent dead bolt, is not 

acceptable.  In most occupancies, it is 

important that a single action unlatch the 

door.  This deficient practice could 

affect 3 residents in the therapy room.

Findings include:

Based on observations with the 

Administrator on 12/30/13 from 12:00 

p.m. to 12:05 p.m., the corridor doors 

entering the Therapy room and the 

Admissions office were equipped with 

an independent dead bolt.  This was 

acknowledged by the Administrator at 

the time of observations.   

Requesting paper compliance 1. 

There were no residents affected 

by this practice2.  All residents 

had the potential to be affected by 

this practice.  All other doors were 

inspected and found to be in 

compliance with Life Safety Code 

standard.3. The Maintenance 

Director has been educated by 

the ED on Life Safety Code 

standard.  The doors in question 

now have appropriate latching 

devices per Life Safety Code 

regulation.4.  ED will monitor that 

all doors meet regulations set by 

Life Safety Code.  Monitoring will 

be forwarded to the CQI 

committee for review.  5. 

Completion Date 1-14-14

01/14/2014  12:00:00AMK010038
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