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Bldg. 01

A 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:  09/28/15

Facility Number:  010892

Provider Number:  155661

AIM Number:  200229560

At this Life Safety Code survey, Owen 

Valley Health Campus 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) construction and was 

fully sprinklered.  The facility has a fire 

alarm system with hard wired smoke 

detectors in the corridors, spaces open to 

the corridors, and all resident sleeping 

rooms.  The facility has a capacity of 113 

and had a census of 88 at the time of this 

survey.

K 0000 The submission of this plan of 

correction does not indicate an 

admission by Owen Valley Health 

Campus that the findings and 

allegations contained herein are 

an accurate and true 

representation of the quality of 

care provided and living 

environment provided to the 

residents of Owen Valley Health 

Campus.  This facility recognizes 

its obligation to provide legally 

and medically necessary care 

and services to its residents in an 

economic and efficient manner.  

The facility hereby maintains it is 

in substantial compliance with the 

requirements of participation for 

skilled health care facilities.  To 

this end the plan of correction 

shall serve as the credible 

allegation of compliance with all 

state and federal requirements 

governing the management of 

this facility.  It is thus submitted 

as a matter of statute only. 
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All areas where the residents have 

customary access were sprinklered and 

all areas providing facility services were 

sprinklered.

Quality Review completed 09/29/15 - 

DA

NFPA 101 

LIFE SAFETY CODE STANDARD 

Corridors are separated from use areas by 

walls constructed with at least ½ hour fire 

resistance rating.  In sprinklered buildings, 

partitions are only required to resist the 

passage of smoke.  In non-sprinklered 

buildings, walls properly extend above the 

ceiling.  (Corridor walls may terminate at the 

underside of ceilings where specifically 

permitted by Code.  Charting and clerical 

stations, waiting areas, dining rooms, and 

activity spaces may be open to the corridor 

under certain conditions specified in the 

Code.  Gift shops may be separated from 

corridors by non-fire rated walls if the gift 

shop is fully sprinklered.)     19.3.6.1, 

19.3.6.2.1, 19.3.6.5

K 0017

SS=E

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 6 open use 

areas were separated from the corridor by 

walls constructed with at least a thirty 

minute fire resistance rating extending 

from the floor to the roof/floor above or 

met an Exception.  LSC 19.3.6.1, 

Exception #1:  Smoke compartments 

protected throughout by an approved, 

supervised automatic sprinkler system 

shall be permitted to have spaces 

K 0017 K 0017   Residents, staff, or 

visitors suffered no ill effects from 

the alleged deficient practice.  An 

electrically supervised automatic 

smoke detector was installed in 

the front lounge by 

Vanguard Alarm Services on 

10/6/2015 for protection of the 

front lounge area.Completion 

date: 10/28/2015

10/28/2015  12:00:00AM
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unlimited in size open to the corridor, 

provided the following criteria are met:  

(a) The spaces are not used for patient 

sleeping rooms, treatment rooms, or 

hazardous areas.  (b) The corridors onto 

which the spaces open in the same smoke 

compartment are protected by an 

electrically supervised automatic smoke 

detection system, or the smoke 

compartment in which the space is 

located is protected throughout by quick 

response sprinklers.  (c) The open space 

is protected by an electrically supervised 

automatic smoke detection system, or the 

entire space is arranged and located to 

allow direct supervision by the facility 

staff from a nurses' station or similar 

space.  (d) The space does not obstruct 

access to required exits.  This deficient 

practice could affect any number of 

residents, as well as staff and visitors 

while in the front lounge area.

Findings include:

Based on observation on 09/28/15 at 

11:50 a.m. during a tour of the facility 

with the Director of Plant Operations and 

the Administrator, the front lounge was 

open to the corridor.  Exception #1 

requirement (c) of LSC 19.3.6.1 was not 

met as follows:  The front lounge was not 

protected by an electrically supervised 

automatic smoke detection system, or the 
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entire space was not arranged and located 

to allow direct supervision by the facility 

staff from the nurses' station or similar 

staffed space.  This was acknowledged by 

the Director of Plant Operations and the 

Administrator at the time of observation.

3-1.19(b)

NFPA 101 

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

K 0050

SS=C

Bldg. 01

Based on record review and interview, 

the facility failed to ensure each 

documented fire drill included complete 

documentation of the transmission of a 

fire alarm signal to the monitoring 

company/fire department for 10 of 12 fire 

drills.  LSC 19.7.1.2 requires fire drills in 

health care occupancies shall include the 

transmission of the fire alarm signal and 

simulation of emergency conditions.  

This deficient practice could affect all 

residents in the facility.

Findings include:

K 0050 K 0050  Residents, staff, or 

visitors suffered no ill effects from 

the alleged deficient practice.  

The Director of Plant Operations 

or Designee will call and request 

the name of the monitoring 

company representative that 

received the transmission of the 

fire alarm signal during the 

required fire drills.  ED or 

Designee will complete audits of 

the fire drill documentation to 

ensure transmission of fire alarm 

signal is received by the 

monitoring company and 

documented by Director of Plant 

Operations or Designee.  Audits 

will be completed by the ED or 

10/28/2015  12:00:00AM
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Based on review of the facility's fire drills 

on 09/28/15 at 10:45 a.m. with the 

Director of Plant Operations present, the 

fire drill form the facility uses did not 

include information such as the name of 

the person spoken to at the monitoring 

company and the time the transmission of 

the fire alarm was received.  Based on 

interview at the time of record review, 

the Director of Plant Operations 

acknowledged documentation for the 

transmission of the fire alarm to the 

monitoring company was not complete 

information.

3-1.19(b)

Designee monthly for 6 months 

and quarterly thereafter to ensure 

fire drill transmissions are 

occurring and are documented.  

Results will be forwarded to QAA 

committee monthly for 6 months 

and quarterly thereafter for 

review. Completion date: 

10/28/2015
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