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 K0000A Life Safety Code Recertification, 

State Licensure and a Quality 

Assurance Walk-thru Survey were 

conducted by the Indiana State 

Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  07/20/12

Facility Number:  000055

Provider Number:  155128

AIM Number:  100288410

Surveyor:  Amy Kelley, Life Safety 

Code Specialist

At this Life Safety Code survey, 

Parkview Oaks 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 was 

determined to be of Type V (111) 
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construction and was fully 

sprinklered.  The facility has a fire 

alarm system with smoke 

detection in the corridors and 

areas open to the corridors.  The 

resident rooms lacked smoke 

detectors at this time.  The facility 

has a capacity of 82 and had a 

census of 47 at the time of this 

survey.

The facility was found in 

compliance with state law in 

regard to sprinkler coverage and 

not in compliance with state law in 

regard to smoke detector 

coverage.  

All areas where residents have 

customary access were 

sprinklered.  The facility had a 

detached barn providing facility 

services including storage of beds, 

snow blowers and other 

maintenance equipment which 

was not sprinklered.  

Quality Review by Robert Booher, Life Safety 

Code Specialist-Medical Surveyor on 07/26/12.

The facility was found not in 

compliance with the 

aforementioned regulatory 
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requirements as evidenced by the 

following:
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SS=D

NFPA 101 

LIFE SAFETY CODE STANDARD 

Smoke barriers are constructed to provide at 

least a one half hour fire resistance rating in 

accordance with 8.3.  Smoke barriers may 

terminate at an atrium wall.  Windows are 

protected by fire-rated glazing or by wired 

glass panels and steel frames.  A minimum of 

two separate compartments are provided on 

each floor. Dampers are not required in duct 

penetrations of smoke barriers in fully ducted 

heating, ventilating, and air conditioning 

systems.      19.3.7.3, 19.3.7.5, 19.1.6.3, 

19.1.6.4

1. WHAT CORRECTIVE 

ACTION(S) WILL BE 

ACCOMPLISHED FOR THOSE 

RESIDENTS FOUND TO HAVE 

BEEN AFFECTED BY THE 

DEFICIENT PRACTICE The 

closet drywall penetration was 

sealed.  See attachment 1  2. 

HOW OTHER RESIDENTS 

HAVING THE POTENTIAL TO 

BE AFFECTED BY THE SAME 

DEFICIENT PRACTICE WILL BE 

IDENTIFIED AND WHAT 

CORRECTIVE ACTION(S) WILL 

BE TAKEN All rooms and closets 

were inspected for penetrations.  

Any penetration that was 

discovered was sealed.  3. WHAT 

MEASURES WILL BE PUT INTO 

PLACE OR WHAT SYSTEMIC 

CHANGES WILL BE MADE TO 

ENSURE THAT THE DEFICIENT 

PRACTICE DOES NOT RECUR 

The Preventative Maintenance 

(PM) program has been updated 

to include a semi-annual 

inspection for fire wall 

penetrations.  See attachment 2. 

08/19/2012  12:00:00AMK0025Based on observation and 

interview, the facility failed to 

ensure 1 of 1 ceiling smoke 

barriers was maintained to provide 

a one half hour fire resistance 

rating.  LSC 8.3.2  requires smoke 

barriers shall be continuous from 

an outside wall to an outside wall.  

This deficient practice could affect 

the two residents in resident room 

116.

Findings include:

Based on an observation with 

Maintenance Man # 1 and the 

Environmental Supervisor on 

07/20/12 at 12:35 p.m., an 

unsealed one inch hole was drilled 

into the closet drywall ceiling of 

resident room 116.  This was 

acknowledged by Maintenance 
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Plan Operations has a procedure 

that all contractors are required to 

sign a permit that requires them 

to seal any penetrations they 

create.  See attachment 3.  4. 

HOW THE CORRECTIVE 

ACTION(S) WILL BE 

MONITORED TO ENSURE THE 

DEFICIENT PRACTICE WILL 

NOT RECUR, I.E. WHAT 

QUALITY ASSURANCE 

PROGRAM WILL BE PUT INTO 

PLACE Plant Operations will audit 

to assure permits are in place 

and the PMs are completed, with 

any discovered problems 

corrected.  Plant Operations will 

report to the Quality Assurance 

Committee on a quarterly basis 

until there has been 100% 

compliance for four consecutive 

quarters.  

Man # 1 at the time of 

observation.  

3.1-19(b)
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LIFE SAFETY CODE STANDARD 

Door openings in smoke barriers have at 

least a 20-minute fire protection rating or are 

at least 1¾-inch thick solid bonded wood 

core.  Non-rated protective plates that do not 

exceed 48 inches from the bottom of the door 

are permitted.  Horizontal sliding doors 

comply with 7.2.1.14.  Doors are self-closing 

or automatic closing in accordance with 

19.2.2.2.6.  Swinging doors are not required 

to swing with egress and positive latching is 

not required.     19.3.7.5, 19.3.7.6, 19.3.7.7

 1. WHAT CORRECTIVE 

ACTION(S) WILL BE 

ACCOMPLISHED FOR THOSE 

RESIDENTS FOUND TO HAVE 

BEEN AFFECTED BY THE 

DEFICIENT PRACTICE The 

North Long Hall smoke barrier 

door has been repaired.  A new 

coordinating device was installed. 

See attachment 42. HOW 

OTHER RESIDENTS HAVING 

THE POTENTIAL TO BE 

AFFECTED BY THE SAME 

DEFICIENT PRACTICE WILL BE 

IDENTIFIED AND WHAT 

CORRECTIVE ACTION(S) WILL 

BE TAKEN All doors have been 

checked for proper closure and 

were found to be operating 

properly. 3. WHAT MEASURES 

WILL BE PUT INTO PLACE OR 

WHAT SYSTEMIC CHANGES 

WILL BE MADE TO ENSURE 

THAT THE DEFICIENT 

PRACTICE DOES NOT RECUR 

On a monthly basis Plant 

Operations will inspect the doors 

for proper closure during the 

scheduled fire drill.  Plant 

08/19/2012  12:00:00AMK0027Based on observation and 

interview, the facility failed to 

ensure 1 of 6 sets of smoke 

barrier doors would restrict the 

movement of smoke for at least 

20 minutes.  LSC 19.3.7.6 requires 

doors in smoke barriers shall 

comply with LSC Section 8.3.4.  

LSC 8.3.4.1 requires doors in 

smoke barrier shall close the 

opening leaving only the minimum 

clearance necessary for proper 

operation which is defined as 1/8 

inch.  This deficient practice could 

affect two of seven smoke 

compartments.    

Finding include:

Based on observation with 

Maintenance Man # 1 and the 

Environmental Supervisor on 

07/20/12 at 12:55 p.m., the 
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Operations added a quarterly 

inspection of the smoke barriers 

to the PM program.  See 

attachment 5.  4. HOW THE 

CORRECTIVE ACTION(S) WILL 

BE MONITORED TO ENSURE 

THE DEFICIENT PRACTICE 

WILL NOT RECUR, I.E. WHAT 

QUALITY ASSURANCE 

PROGRAM WILL BE PUT INTO 

PLACE Plant Operations will audit 

the inspections and report to the 

Quality Assurance committee on 

a quarterly basis until 100% 

compliance is achieved for four 

consecutive quarters.  

coordinating device on the north 

long hall smoke barrier doors 

failed to function properly leaving 

a six inch gap between the doors 

when closed.  This was confirmed 

by the Maintenance Man # 1 at the 

time of observation. 

3.1-19(b)
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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

1. WHAT CORRECTIVE ACTION(S) 

WILL BE ACCOMPLISHED FOR THOSE 

RESIDENTS FOUND TO HAVE BEEN 

AFFECTED BY THE DEFICIENT 

PRACTICE

The North Hall lounge double exit 

door threshold was found to be 

swelled due to humidity, which did 

not allow the interior mechanism to 

work properly.  The door was 

removed and the threshold was 

adjusted to allow proper function. 

2. HOW OTHER RESIDENTS HAVING 

THE POTENTIAL TO BE AFFECTED BY 

THE SAME DEFICIENT PRACTICE WILL 

BE IDENTIFIED AND WHAT 

CORRECTIVE ACTION(S) WILL BE 

TAKEN

All exit doors have been checked for 

proper function and found to be 

operating correctly. 

3. WHAT MEASURES WILL BE PUT 

INTO PLACE OR WHAT SYSTEMIC 

CHANGES WILL BE MADE TO 

ENSURE THAT THE DEFICIENT 

PRACTICE DOES NOT RECUR

Plant Operations added a quarterly 

inspection of the exit doors to the 

PM program.  See attachment 5.    

4. HOW THE CORRECTIVE ACTION(S) 

WILL BE MONITORED TO ENSURE 

THE DEFICIENT PRACTICE WILL NOT 

RECUR, I.E. WHAT QUALITY 

ASSURANCE PROGRAM WILL BE PUT 

INTO PLACE

08/19/2012  12:00:00AMK0038Based on observation and 

interview, the facility failed to 

ensure 1 of 9 exit discharge paths 

was readily accessible at all times.  

This deficient practice could affect 

all residents evacuated through 

the north short hall exit in the 

event of an emergency.

Findings include:

Based on observation with 

Maintenance Man # 1 and the 

Environmental Supervisor on 

07/20/12 at 1:12 p.m., at the 

north short hall double door exit, 

the left exit door could not be 

opened.  Based on an interview 

with Maintenance Man # 1 at the 

time of observation, he could not 

explain why the door could not be 

opened.     

3.1-19(b)
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Plant Operations will audit the 

inspections and report to the Quality 

Assurance committee on a quarterly 

basis until 100% compliance is 

achieved for four consecutive 

quarters. 
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LIFE SAFETY CODE STANDARD 

Fire drills are held at unexpected times under 

varying conditions, at least quarterly on each 

shift.  The staff is familiar with procedures 

and is aware that drills are part of established 

routine.  Responsibility for planning and 

conducting drills is assigned only to 

competent persons who are qualified to 

exercise leadership.  Where drills are 

conducted between 9 PM and 6 AM a coded 

announcement may be used instead of 

audible alarms.     19.7.1.2

1. WHAT CORRECTIVE ACTION(S) 

WILL BE ACCOMPLISHED FOR THOSE 

RESIDENTS FOUND TO HAVE BEEN 

AFFECTED BY THE DEFICIENT 

PRACTICE

The Fire Drill Schedule has been 

revised with drills being conducted 

at varied times of the days and 

varied days of the week.  See 

attachment 6. 

2. HOW OTHER RESIDENTS HAVING 

THE POTENTIAL TO BE AFFECTED BY 

THE SAME DEFICIENT PRACTICE WILL 

BE IDENTIFIED AND WHAT 

CORRECTIVE ACTION(S) WILL BE 

TAKEN

All residents have the potential to be 

affected by the deficient practice. 

3. WHAT MEASURES WILL BE PUT 

INTO PLACE OR WHAT SYSTEMIC 

CHANGES WILL BE MADE TO 

ENSURE THAT THE DEFICIENT 

PRACTICE DOES NOT RECUR

Plant Operations will record the time 

and date of the fire drills. 

4. HOW THE CORRECTIVE ACTION(S) 

WILL BE MONITORED TO ENSURE 

08/19/2012  12:00:00AMK0050Based on record review and 

interview, the facility failed to 

conduct quarterly fire drills at 

unexpected times for 2 of 4 

quarters.  This deficient practice 

affects all occupants.

Findings include:

Based on review of the "Fire Drill 

Event Evaluation" forms with 

Maintenance Man # 1 and the 

Environmental Supervisor on 

07/20/12 at 3:20 p.m., all fire 

drills took place on either March 

27 or 28 for the first quarter of 

2012 and all fire drills took place 

in June of 2012 for the second 

quarter of 2012.  This was 

acknowledged by Maintenance 

Man # 1 at the time of record 

review.  
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THE DEFICIENT PRACTICE WILL NOT 

RECUR, I.E. WHAT QUALITY 

ASSURANCE PROGRAM WILL BE PUT 

INTO PLACE

Plant Operations will report the 

results of the Fire Drills to the Safety 

Committee on a quarterly basis to 

assure they are held at varied times 

and days until three consecutive 

quarters of 100% compliance. 

3.1-19(b)

3.1-51(c)
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NFPA 101 

LIFE SAFETY CODE STANDARD 

Portable fire extinguishers are provided in all 

health care occupancies in accordance with 

9.7.4.1.     19.3.5.6, NFPA 10

1. WHAT CORRECTIVE ACTION(S) 

WILL BE ACCOMPLISHED FOR THOSE 

RESIDENTS FOUND TO HAVE BEEN 

AFFECTED BY THE DEFICIENT 

PRACTICE

Plant Operations has corrected the 

tag to include the needed 

information per our master record.  

Plant Operations maintains a master 

record of fire extinguisher checks on 

top of the individual extinguisher 

tags.  The cited tag had been 

exposed to moisture, which 

smudged the dates and initials. See 

attachment 7. 

2. HOW OTHER RESIDENTS HAVING 

THE POTENTIAL TO BE AFFECTED BY 

THE SAME DEFICIENT PRACTICE WILL 

BE IDENTIFIED AND WHAT 

CORRECTIVE ACTION(S) WILL BE 

TAKEN

All fire extinguishers have been 

checked and all tags are in proper 

order. 

3. WHAT MEASURES WILL BE PUT 

INTO PLACE OR WHAT SYSTEMIC 

CHANGES WILL BE MADE TO 

ENSURE THAT THE DEFICIENT 

PRACTICE DOES NOT RECUR

Plant Operations will place a 

moisture protective cover over the 

tags to prevent future smudging. 

4. HOW THE CORRECTIVE ACTION(S) 

WILL BE MONITORED TO ENSURE 

THE DEFICIENT PRACTICE WILL NOT 

08/19/2012  12:00:00AMK0064Based on observation and 

interview, the facility failed to 

inspect 1 of 1 south hall 

mechanical room fire 

extinguishers each month.  NFPA 

10, Standard for Portable Fire 

Extinguishers, Section 4-3.4.2 

requires fire extinguisher 

inspections at least monthly with 

the date of inspection and the 

initials of the person performing 

being recorded.  In addition, NFPA 

10, Section 4-2.1 defines 

inspection as a "quick check" to 

ensure the fire extinguisher is 

available and will operate.  It is 

intended to give reasonable 

assurance the fire extinguisher is 

fully charged and operable, 

verifying it is in its designated 

place, it has not been actuated or 

tampered with and there is no 

obvious physical damage or 

condition to prevent its operation.  

This deficient practice could affect 

any residents near the south hall 

mechanical room in the event of 

an emergency.
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RECUR, I.E. WHAT QUALITY 

ASSURANCE PROGRAM WILL BE PUT 

INTO PLACE

Plant Operations will audit the 

legibility on the fire extinguisher tags 

and report the results to the Safety 

Committee on a monthly basis until 

four consecutive months of 100% 

compliance have been achieved. 

Findings include:

Based on observations with 

Maintenance Man # 1 and the 

Environmental Supervisor on 

07/20/12 at 12:35 p.m., the 

monthly inspection tag for the 

south hall mechanical room fire 

extinguisher lacked 

documentation of a monthly 

inspection for months of 

December 2011 and January, 

March and April 2012.  This was 

acknowledged by Maintenance 

Man # 1 at the time of 

observation.

3.1-19(b)
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1. WHAT CORRECTIVE ACTION(S) 

WILL BE ACCOMPLISHED FOR THOSE 

RESIDENTS FOUND TO HAVE BEEN 

AFFECTED BY THE DEFICIENT 

PRACTICE

A battery operated smoke detector 

will be placed in each resident 

room.  See attachment 8.

2. HOW OTHER RESIDENTS HAVING 

THE POTENTIAL TO BE AFFECTED BY 

THE SAME DEFICIENT PRACTICE WILL 

BE IDENTIFIED AND WHAT 

CORRECTIVE ACTION(S) WILL BE 

TAKEN

All residents can be affected by this 

deficient practice. 

3. WHAT MEASURES WILL BE PUT 

INTO PLACE OR WHAT SYSTEMIC 

CHANGES WILL BE MADE TO 

ENSURE THAT THE DEFICIENT 

PRACTICE DOES NOT RECUR

The PM Schedule has been updated 

to include quarterly checks of the 

battery operated smoke detectors.  

Plant operations will also replace the 

batteries if/ when chirping is 

reported, which indicates the 

battery needs replaced. 

4. HOW THE CORRECTIVE ACTION(S) 

WILL BE MONITORED TO ENSURE 

THE DEFICIENT PRACTICE WILL NOT 

RECUR, I.E. WHAT QUALITY 

ASSURANCE PROGRAM WILL BE PUT 

INTO PLACE

Plant Operations will audit to assure 

the PMs are conducted as 

scheduled.   They will report the 

08/19/2012  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 

install smoke detectors in each 

resident's room before July 1, 

2012.  This deficient practice 
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results to the Quality Assurance 

Committee until 100% compliance is 

achieved for four consecutive 

quarters. 

could affect at least 47 residents 

in the facility.

Findings include:

Based on observations with 

Maintenance Man # 1 and the 

Environmental Director on 

07/20/12 from 12:00 p.m. to 

3:20 p.m., the resident rooms 

were not provided with smoke 

detectors.  Based on interview 

during the time of observations, 

Maintenance Man # 1 

acknowledged all the resident 

rooms were not provided with 

smoke detectors.

3.1-19(ff)
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