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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: 05/20/13

Facility Number: 000289
Provider Number: 155576
AIM Number: 100289460

Surveyor: Amy Kelley, 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 TAC 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 smoke detection in the
corridors, areas open to the corridors and
battery operated smoke detectors in the
resident rooms. The facility has a
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Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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capacity of 65 and had a census of 58 at
the time of this survey.

All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered, except a maintenance
shed/office and a storage barn used for the
storage of maintenance supplies.

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

Quality Review by Lex Brashear, Life
Safety Code Specialist-Medical Surveyor
on 05/22/13.
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K010038 | NFPA 101
SS=D 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
Based on observation and interview, the K010038 This deficient practice could 06/10/2013
facility failed to ensure a key or tool was affgct three residents.
available at all times to unlock the doors Mamte.n ance man plgcgd keys on
. each side of the adjoining
to 1 of 8 North hall resident room bathroom doors on 6-10-13.
restrooms. LSC 19.2.2.2.5 states doors There is no other area in the
located in the means of egress that are facility that has a lock from both
permitted to be locked shall have sides, which mean it can b.e
o . accessed from the other side. If
adequate provisions made for the rapid maintenance puts a lock on any
removal of occupants by means such as resident door that requires a
remote control of locks, keying of all key, he will place a key on the
locks to keys carried by staff at all time or outside of the door for easy
) . access. Maintenance will
other such reliable means available to the monitor one time per week four
staff at all times. This deficient practice weeks, then monthly for 5
could affect 3 residents in the event of an months. Please accept this as our
emergency. credible plan of correction.
Findings include:
Based on observation with the
Environmental Supervisor on 05/20/13
from 11:35 a.m. to 11:44 a.m., both doors
to the adjoining restroom between
resident rooms 216 and 217 could be
locked from inside the restroom. The
Environmental Supervisor and LPN #1
were unable to locate the tool required to
unlock the doors. The Maintenance
Supervisor located the tool upon his
return to the facility at 11:44 a.m.
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3.1-19(b)
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K010066 | NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Smoking regulations are adopted and
include no less than the following provisions:
(1) Smoking is prohibited in any room, ward,
or compartment where flammabile liquids,
combustible gases, or oxygen is used or
stored and in any other hazardous location,
and such area is posted with signs that read
NO SMOKING or with the international
symbol for no smoking.
(2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supervision.
(3) Ashtrays of noncombustible material and
safe design are provided in all areas where
smoking is permitted.
(4) Metal containers with self-closing cover
devices into which ashtrays can be emptied
are readily available to all areas where
smoking is permitted.  19.7.4
Based on observation and interview, the K010066 This deficient practice could 06/06/2013
facility failed to ensure 1 of 1 smoking affect three residents who smoke.
. . . These three residents were
areas was provided with a self closing . )
grandfathered in regarding the
trash receptacle used to empty ashtrays July 1,2012 non- smoking law.
only. This deficient practice could affect We do not allow any admissions
3 residents who smoke cigarettes and any since that date to smoke. So only
resident evacuated through the laundry those three would be affected.
. The red metal can desigated for
hall emergency exit. cigarette butts has been cleanrly
marked "Butts only". A trash can
Findings include: receptacle has been placed on
the smoking porch. The red metal
. . can will be checked weekly for
Based on an observation with the four weeks and one time per
Maintenance Supervisor and the month for five months. The staff
Environmental Supervisor on 05/20/13 at will be inserviced by 6-17-13.
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12:10 p.m., the metal trash can in the Please accept this as our credible
resident smoking area contained a mixture plan of correction.
of cigarettes butts and combustible trash.
The Maintenance Supervisor
acknowledged and removed the trash
from the metal trash can at the time of
observation.
3.1-19(b)
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K010130 | NFPA 101
SS=E | MISCELLANEOUS
OTHER LSC DEFICIENCY NOT ON 2786
Based on observation and interview, the K010130 This deficiency occurred in the 06/12/2013
facility failed to ensure flammable liquids locked, south med room. There
were stored in an approved storage are six resident rooms on that
. . pp o & end of the hall. The maintenance
cabinet or outside the facility in 1 of 1 man has ordered a locking metal
rooms where flammable liquids were cabinet that should arrive on
stored, maintained and/or utilized, to 6-12-13 and will be installed to
minimize the possibility of a fire house the can of Raid. The
p o y . cabinet will be checked weekly for
emergency requiring the evacuation of the four weeks and one time per
occupants to protect 32 of 58 residents. month for the next five months.
LSC 19.1.1.3 requires all health care Staff will be inserviced by
facilities shall be maintained and operated 6-17-13. Please accept this as
. . our credible plan of correction.
to minimize the possibility of a fire
emergency requiring the evacuation of the
occupants. This deficient practice affects
residents in the 100 and 300 units in the
South hall.
Finding include:
Based on observation with the
Maintenance Supervisor and the
Environmental Supervisor on 05/20/13 at
12:39 p.m., there was a can of RAID
stored in the South hall medication room.
The label on the side of the container read
"Flammable". This was confirmed by
Maintenance Supervisor and removed by
the Environmental Supervisor at the time
of observation.
3.1-19(b)
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