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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: 12/22/14

Facility Number: 000071
Provider Number: 155150
AIM Number: 100273140

Surveyor: Amy Kelley, Life Safety Code
Specialist; Thomas Forbes, Life Safety
Code Specialist

At this Life Safety Code survey, Miller's
Merry Manor 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 two story facility was determined to
be of Type II (222) construction and was
fully sprinklered. The facility has a fire
alarm system with smoke detection in the
corridors, in areas open to the corridor
and battery operated smoke detectors in

K010000
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the resident rooms. The facility has a
capacity of 84 and had a census of 65 at
the time of this survey.

All areas where the residents have
customary access are sprinklered. All
areas providing facility services were
sprinklered.

Quality Review by Dennis Austill, Life
Safety Code Specialist on 12/24/14.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:

NFPA 101

LIFE SAFETY CODE STANDARD

If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13,
Standard for the Installation of Sprinkler
Systems, to provide complete coverage for
all portions of the building. The system is
properly maintained in accordance with
NFPA 25, Standard for the Inspection,
Testing, and Maintenance of Water-Based
Fire Protection Systems. It is fully
supervised. There is a reliable, adequate
water supply for the system. Required
sprinkler systems are equipped with water
flow and tamper switches, which are
electrically connected to the building fire
alarm system.  19.3.5

Based on observation and interview, the
facility failed to ensure complete

K010056

KO056. On 12/30/14, the

12/30/2014
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automatic sprinkler system was provided Maintenance Technician removed
for 1 of 1 medical records room closets in ;h‘?lb‘?lk'heai ago‘l’e Wh;rz the
. uilt-1n attached closet ha
accordance with NFPA 13, Standard for .
: ) previously been taken out. The
the Installation of Sprinkler Systems, to bulkhead was removed up to the
provide complete coverage for all ceiling and a drop ceiling was
portions of the building. This deficient installed that is the same height as
practice was not in a resident care area g‘e rer:llalsmng par};(’fthe N{_edlca;h_
. ecords Storage Room ceiling. This
but could affect facility staff. ) £ -ering
will ensure that automatic sprinkler
coverage is provided for all portions
Findings include: of this room. The Environmental
Services Supervisor and
Based on an observation and interview on Mamtinznct‘; TeCth%anﬂ?a‘ge i
X mspected other areas 1n the raciity
12/2.2/14 at 12:55p m’ the with built-in attached closets and all
Environmental Supervisor and of those areas are properly covered
Maintenance Technician #1 confirmed by the automatic sprinkler. It will be
the closet enclosure areas of the medical the responsibility of the
records room lacked sprinkler coverage. Enwro_nme?tal S,emces SuP crvisor,
. .. in conjunction with the Maintenance
Maintenance Technician #1 stated the - .
T Technician and/or Administrator, to
built-in attached closet from the closet ensure that any future renovations
enclosures was removed and the area was calling for the removal of any built-in
used for addltional Storage‘ attached closets will have the
bulkhead fully removed to the same
3.1-19(b height as the existing ceiling in the
1-19(b) room. This will provide that all
portions of the room will be covered
by the automatic
sprinkler.
12/30/2014
The facility submits this information
as credible allegations of
compliance.
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K010064 | NFPA 101
SS=B LIFE SAFETY CODE STANDARD
Portable fire extinguishers are provided in all
health care occupancies in accordance with
9.7.41. 19.3.5.6, NFPA 10
Based on observation and interview, the K010064 12/22/2014
facility failed to ensure the 1 of 1 fire K064. On 12/22/14, the
. . . Maintenance Technician moved the
extinguishers near resident room 26 was . L
bracket in the fire extinguisher
secure and properly mounted. NFPA 10, cabinet/wall recess near resident
Section 1.6.7 states fire extinguishers room 26 on the lower level so that it
shall be securely installed on the hanger is now properly secured. All other
or in the bracket supplied or placed in fire extinguishers were CheCkefl and
. K . found to be properly mounted in the
cabinets or wall recesses. This deficient oo .
) ) fire extinguisher cabinet/wall
practice could affect 12 residents near recesses or on the walls. The Fire
resident room 26. Extinguisher: Monthly Inspection
Form (Please see Attachment LSC-1)
Findin gs include: now has a section added to check
’ that each extinguisher is properly
) ) mounted in the fire extinguisher
Based on observation with the cabinet/wall recesses on a hanger or
Environmental Supervisor and bracket. It will be the responsibility
Maintenance Technician #1 on 12/22/14 of the Environmental Services
at 1:22 p.m., the fire extinguisher placed Sup crvisor and/or Maintenance
. . K - Technician to complete the
n t'he fire extinguisher .ca.blnet near inspection form on a monthly basis
resident room 26 was sitting unsecured to ensure that all fire extinguishers in
on the bottom of the cabinet. The cabinets/wall recesses are properly
Plexiglas from the door of the cabinet mounted.
.. . . 12/22/2014
was missing and the fire extinguisher was
not securely hung from the wall bracket
inside the cabinet. Based on an interview
with the Environmental Supervisor at the The facility submits this information
time of observation, the fire extinguisher as credible allegations of
compliance.
was too large and could not be securely
hang from the bracket in the fire
extinguisher cabinet near resident room
26.
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K010130 | NFPA 101
SS=E MISCELLANEOUS
OTHER LSC DEFICIENCY NOT ON 2786
Based on observation and interview, the K010130 12/26/2014
facility failed to ensure the penetration in Kl? 0. On 1,2/ ,26/ 14, the
. L. Maintenance Technician tore out the
2 of 9 fire barrier walls were maintained .
] ] old expandable foam in the fire wall
to ensure the fire resistance of the barrier. above the ceiling tile near the lower
LSC 19.1.1.3 requires all health care level main dining room. This area
facilities to be maintained and operated to was then filled with intumescent fire
minimize the possibility of a fire Cau.lk' Also on 12/2,6/,14’ the
. h . £ Maintenance Technician filled the
emergency requiring the evacuatlon.o unsealed penetration of the fire wall
the occupants. LSC 8.2.3.2.4.2 requires near resident room 23 on the lower
pipes, conduits, bus ducts, cables, wires, level with intumescent fire caulk.
air ducts, pneumatic tubes and ducts, and This area had been previously filled
similar building service equipment that with the intumescent fire ?aulk’ butit
h h fire barri hall b appeared the caulk had dried out
pass through fire barriers shall be leaving a gap. The Environmental
protected as follows: Services Supervisor and
(1) The space between the penetrating Maintenance Technician checked all
item and the fire barrier shall meet one of other fire wall penetrations and did
the following conditions: not find any others unsealed. The
hall Al “h ) ol that i Fire Alarm System: Quarterly Fire
a. It shall be 1' ed. Wlt a materia t at 1s Door Inspection Form (Please see
capable of maintaining the fire resistance Attachment LSC-2) now has a
of the fire barrier. section added to check each side of
b. It shall be protected by an approved the fire door above the ceiling tile
device that is designed for the specific and inspect any fire Wal,l penetration
for proper sealing with intumescent
purpose. caulk. Areas where the caulk has
(2) Where the penetrating item uses a dried out will be replaced and/or
sleeve to penetrate the fire barrier, the added to with intumescent caulk. It
will be the responsibility of the
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sleeve shall be solidly set in the fire
barrier, and the space between the item
and the sleeve shall meet on of the
following conditions:

a. It shall be filled with a material that is
capable of maintaining the fire resistance
of the fire barrier.

b. It shall be protected by an approved
device that is designed for the specific
purpose.

This deficient practice could affect 10
residents in the lower level dining room
and 20 residents near resident room 23 in
the lower level.

Findings include:

Based on an observation with the
Environmental Supervisor and
Maintenance Technician #1 on 12/22/14
at 1:52 p.m., above the ceiling tile at the
fire barrier wall near the lower level main
dining room there was a penetration
sealed with expandable foam. At 2:05
p.-m., above the ceiling tile at the lower
level fire barrier wall near resident room
23 there was an unsealed penetration
measuring two inches wide around a gas
line. Based on an interview with
Maintenance Technician #1 at the time of
observations, he confirmed the
aforementioned walls were concreted fire
barrier walls and was unable to provide
documentation regarding the expandable

Environmental Services Supervisor
and/or Maintenance Mechanic to
complete the inspection form on a
quarterly basis to ensure that all fire
wall penetrations are properly sealed
with intumescent caulk.

12/26/2014

The facility submits this information
as credible allegations of
compliance.
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