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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:  08/27/14

Facility Number:  000286

Provider Number:  155579

AIM Number:  100291000

Surveyor:  Mark Bugni, 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) and 410 IAC 

16.2.  The original building was surveyed 

with Chapter 19, Existing Health Care 

Occupancies.

This one story facility was determined to 

be of Type V (000) construction and fully 

sprinkled.  There is a two hour fire 

separation between the original building 

and the 2004 300 Hall addition.  The 

facility has a fire alarm system with 

K010000  
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smoke detection in the corridors, spaces 

open to the corridors, battery operated 

smoke detectors in all resident rooms in 

the original building, and hard wired 

smoke detectors in 2004 addition resident 

rooms 301, 302, 303, 304, 305, 306, 307 

and 308.  The facility has a capacity of 75 

and had a census of 63 at the time of this 

visit.

All areas where residents have customary 

access were sprinkled and all areas 

providing facility services were 

sprinkled.  The facility had two detached 

wooden buildings used for storage which 

were not sprinkled.

Quality Review by Dennis Austill, Life 

Safety Code Specialist on 09/02/14.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:

NFPA 101 

LIFE SAFETY CODE STANDARD 

Doors protecting corridor openings in other 

than required enclosures of vertical 

openings, exits, or hazardous areas are 

substantial doors, such as those constructed 

of 1¾ inch solid-bonded core wood, or 

capable of resisting fire for at least 20 

minutes.  Doors in sprinklered buildings are 

only required to resist the passage of 

smoke.  There is no impediment to the 

K010018

SS=E
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closing of the doors.  Doors are provided 

with a means suitable for keeping the door 

closed.  Dutch doors meeting 19.3.6.3.6 are 

permitted.     19.3.6.3

Roller latches are prohibited by CMS 

regulations in all health care facilities.

Based on observations and interview, the 

facility failed to ensure 3 of 9 200 Hall 

room corridor doors would latch and 

resist the passage of smoke.  This 

deficient practice affects 14 residents 

who reside on the 200 Hall.

Findings include:

Based on observations on 08/2714 during 

a tour of the 200 Hall from 11:45 a.m. to 

12:30 p.m. with the maintenance 

supervisor, resident room 213, resident 

room 211, and the 200 Hall nurses' 

station clean utility room doors each had 

between a one inch gap and two inch gap 

along the top and latching sides of the 

doors with the doors closed.  This was 

verified by the maintenance supervisor at 

the time of observations and 

acknowledged by the administrator at the 

exit conference on 08/27/14 at 2:40 p.m.

3.1-19(b)

K010018 1.)These corrective actions will be 

accomplished for those residents 

found to have been affected by 

the deficient practice: The doors 

of resident rooms 213 and 211 

and the 200 hall nurses station 

clean utility room doors will be 

corrected to resist the passage of 

smoke as per regulation.     2.) 

How other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

actions will be taken: All residents 

have the potential to be affected.  

All corridor doors will be 

inspected for compliance on a 

monthly basis.    3.) what 

measures will be put in place or 

systematic changes will be made 

to ensure the deficient practice 

does not recur: The room 

inspection checklist will be 

modified to include inspection of 

doors for smoke passage 

resistance.     4.) How the 

corrective action(s) will be 

monitored to ensure the deficient 

practice will not recur and the 

quality assurance program put in 

place: If any doors are found to 

be non resistant to smoke 

passage during the monthly room 

inspection, appropriate measures 

will be taken to correct the gap.  

09/26/2014  12:00:00AM

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: EF8921 Facility ID: 000286 If continuation sheet Page 3 of 9



(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

09/15/2014PRINTED:

FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES

AND PLAN OF CORRECTION  IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION

A. BUILDING

B. WING

(X3) DATE SURVEY

       COMPLETED

NAME OF PROVIDER OR SUPPLIER
STREET ADDRESS, CITY, STATE, ZIP CODE

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

TAG

 ID
PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE

DEFICIENCY)

(X5)

COMPLETION

DATE
CROSS-REFERENCED TO THE APPROPRIATE

HOPE, IN 47246

155579 08/27/2014

MILLER'S MERRY MANOR

7440 N 825 E

01

This will remain part of the 

monthly QA assurance program.    

5.) The systematic changes will 

be completed by: 9/26/2014.   

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

K010050

SS=C

Based on interview and record review, 

the facility failed ensure a coded 

announcement was not used on 1 of 4 

first shift fire drills over the past year.  

This deficient practice affects all 

residents in the facility.

Findings include:

Based on review of Fire and Evacuation 

Drill Reports with the maintenance 

supervisor on 08/27/14 at 10:00 a.m., the 

fire drill conducted on first shift on 

01/31/14 at 10:00 a.m. indicated the fire 

drill was a silent fire drill without 

activation of the fire alarm system.  This 

was verified by the maintenance 

supervisor at the time of record review 

and acknowledged by the administrator at 

K010050 1.)These corrective actions will be 

accomplished for those residents 

found to have been affected by 

the deficient practice: Fire drills 

will be held at unexpected times 

at least quarterly on each shift. All 

drills between the hours of 6am 

and 9 pm will be audible alarms. 

Only fire drills between 9 pm and 

6 am will be inaudible.   2.) How 

other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

actions will be taken: All residents 

in the 300 hall have the potential 

to be affected by fire safety and 

this deficient practice. All drills 

between the hours of 6am and 9 

pm will be audible alarms. Only 

fire drills between 9 pm and 6 am 

will be inaudible.   3.) what 

measures will be put in place or 

systematic changes will be made 

09/26/2014  12:00:00AM
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the exit conference on 08/27/14 at 2:40 

p.m.

3.1-19(b)

3.1-51(c)

to ensure the deficient practice 

does not recur: Inservice director 

will be inserviced as to the policy 

and procedure for fire drills 

quarterly on each shift. 

Maintenance manager will audit 

the drill times monthly as part of 

an ongoing quality assurance 

using a QA tool.  4.) How the 

corrective action(s) will be 

monitored to ensure the deficient 

practice will not recur and the 

quality assurance program put in 

place: The monthly QA tool 

completed by manitenance 

manager will be completed 

monthly as part of our ongoing 

quality assurance to assure the 

fire drills are timely and per 

regulation.   5.) The systematic 

changes will be completed by: 

9/26/2014

 K020000

 

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:  08/27/14

Facility Number:  000286

Provider Number:  155579

AIM Number:  100291000

Surveyor:  Mark Bugni, Life Safety Code 

Specialist

K020000  
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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) and 410 IAC 

16.2.  The 2004 300 Hall addition was 

surveyed with Chapter 18, New Health 

Care Occupancies.

This 2004 addition to the one story 

facility was determined to be of Type V 

(111) construction and fully sprinkled.  

The facility has a fire alarm system with 

smoke detection in the corridors, spaces 

open to the corridors and hard wired 

smoke detectors in all resident sleeping 

rooms.  The facility has a capacity of 75 

and had a census of 63 at the time of this 

visit.

All areas where residents have customary 

access were sprinkled and all areas 

providing facility services were 

sprinkled.  The facility had two detached 

wooden buildings used for storage which 

were not sprinkled.

The facility was found not in compliance 

with the aforementioned regulatory 

requirements as evidenced by the 

following:
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NFPA 101 

LIFE SAFETY CODE STANDARD 

Hazardous areas are protected in 

accordance with 8.4.  The areas are 

enclosed with a one hour fire-rated barrier, 

with a 3/4 hour fire-rated door, without 

windows (in accordance with 8.4).  Doors 

are self-closing or automatic closing in 

accordance with 7.2.1.8.     18.3.2.1

K020029

SS=E

Based on observation and interview, the 

facility failed to ensure the corridor door 

to 1 of 1 fuel fired heater rooms in the 

300 Hall addition was provided with a 

self closing device which would cause 

the door to automatically close and latch 

into the door frame.  This deficient 

practice could affect 12 residents who use 

the 300 Hall rehabilitation room.

Findings include:

Based on observation on 08/27/14 at 

11:45 a.m. with the maintenance 

supervisor, the 300 Hall rehabilitation 

room natural gas furnace room door 

lacked a self closing device on the door.  

The lack of self closing device on the 300 

Hall natural gas furnace room door was 

verified by the maintenance supervisor at 

the time of observation and 

acknowledged by the administrator at the 

exit conference on 08/27/14 at 2:40 p.m.

3.1-19(b)

K020029 1.)These corrective actions will be 

accomplished for those residents 

found to have been affected by 

the deficient practice:  The door 

to the 300 hall addition and each 

fuel fired heater room will each be 

equipped with a self closing 

device which causes the door to 

automatically close and latch into 

the door frame.    2.) How other 

residents having the potential to 

be affected by the same deficient 

practice will be identified and 

what corrective actions will be 

taken:  All residents have the 

potential to be affected by this 

deficient practice.  All fuel fired 

heater rooms will be equipped 

with a self closing device.  3.) 

what measures will be put in 

place or systematic changes will 

be made to ensure the deficient 

practice does not recur: Monthly 

inspection schedules have been 

created to inspect and adjust door 

closures   4.) How the corrective 

action(s) will be monitored to 

ensure the deficient practice will 

not recur and the quality 

assurance program put in place: 

Monthly  door closure inspection 

09/26/2014  12:00:00AM
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reports will be part of our ongoing 

quality assurance program.   5.) 

The systematic changes will be 

completed by: 9/26/2014.  

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.     18.7.1.2

K020050

SS=C

Based on interview and record review, 

the facility failed ensure a coded 

announcement was not used on 1 of 4 

first shift fire drills over the past year.  

This deficient practice affects all 

residents who reside on the 300 Hall.  

Findings include:

Based on review of Fire and Evacuation 

Drill Reports with the maintenance 

supervisor on 08/27/14 at 10:00 a.m., the 

fire drill conducted on first shift on 

01/31/14 at 10:00 a.m. indicated the fire 

drill was a silent fire drill without 

activation of the fire alarm system.  This 

was verified by the maintenance 

supervisor at the time of record review 

and acknowledged by the administrator at 

K020050 1.)These corrective actions will be 

accomplished for those residents 

found to have been affected by 

the deficient practice: Fire drills 

will be held at unexpected times 

at least quarterly on each shift. All 

drills between the hours of 6am 

and 9 pm will be audible alarms. 

Only fire drills between 9 pm and 

6 am will be inaudible.   2.) How 

other residents having the 

potential to be affected by the 

same deficient practice will be 

identified and what corrective 

actions will be taken: All residents 

in the 300 hall have the potential 

to be affected by fire safety and 

this deficient practice. All drills 

between the hours of 6am and 9 

pm will be audible alarms. Only 

fire drills between 9 pm and 6 am 

will be inaudible.   3.) what 

measures will be put in place or 

systematic changes will be made 

09/26/2014  12:00:00AM
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the exit conference on 08/27/14 at 2:40 

p.m.

3.1-19(b)

3.1-51(c)

to ensure the deficient practice 

does not recur: Inservice director 

will be inserviced as to the policy 

and procedure for fire drills 

quarterly on each shift. 

Maintenance manager will audit 

the drill times monthly as part of 

an ongoing quality assurance 

using a QA tool.  4.) How the 

corrective action(s) will be 

monitored to ensure the deficient 

practice will not recur and the 

quality assurance program put in 

place: The monthly QA tool 

completed by manitenance 

manager will be completed 

monthly as part of our ongoing 

quality assurance to assure the 

fire drills are timely and per 

regulation.   5.) The systematic 

changes will be completed by: 

9/26/2014

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: EF8921 Facility ID: 000286 If continuation sheet Page 9 of 9


