DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/11/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

155574

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

MILLER'S MERRY MANOR

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

500 WALKERTON TR
WALKERTON, IN 46574

X3) DATE SURVEY

01 COMPLETED

03/28/2012

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PERCEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

K0000

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: 03/28/12

Facility Number: 000431
Provider Number: 155574
AIM Number: 100290380

Surveyor: Dennis Austill, Life Safety
Code Supervisor

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, resident sleeping rooms and
areas open to the corridors. The facility
has a capacity of 107 and had a census of
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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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74 at the time of this survey.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K0067 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Heating, ventilating, and air conditioning
comply with the provisions of section 9.2 and
are installed in accordance with the
manufacturer's specifications.  19.5.2.1,
9.2, NFPA 90A, 19.5.2.2
Based on observation and interview’ the K0067 It is the policy of Miller's Merry 04/03/2012
facility failed to ensure 2 of 2 fire Manor of Walkerton thgt ﬂrg
. . dampers should be maintained at
dampers were inspected and and provided least every four years.All
necessary maintenance at least every four residents have the potential to be
years in accordance with NFPA 90A. affected by this deficient
LSC 9.2.1 requires air conditioning practice.On 4/2/12 and 4//3/12, all
heati Hati K A’ fire dampers in the building were
eating, ventilating ductwork (HVAC) serviced by Poorman's Heating
and related equipment shall be in and Air Conditioning. All
accordance with NFPA 90A, Standard for dampers are now in compliance
the Installation of Air-Conditioning and \é\’;th \éVltZth_T_hLlf? Sa:jfety Cod?1
o andard. The fire dampers have
Ve.n'Fllatlng Systerr‘ls. NFPA 90A,. 1999 been added to the preventative
Edition, 3.4.7, Maintenance, requires at maintenance schedule to be
least every 4 years, fusible links (where inspected every four years. Fire
applicable) shall be removed; all dampers Damper Inspection (Attachment
hall b d & they full A) was completed to show that
shall be operate i to VGI:lfyt ¢y tully approriate corrective action was
close; the latch, if provided, shall be taken.
checked, and moving parts shall be
lubricated as necessary. This deficient
practice affects any residents, staff and
visitor using the south or west corridors.
Findings include:
Based on observation on 03/28/12 during
the tour from 12:00 p.m. to 1:15 p.m.
with the Maintenance Supervisor, the
facility had one fire damper located
through the wall above the ceiling tile in
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front of the medical supply room and one
fire damper located through the wall
above the ceiling tile between room 236
and the Social Service office. Based on
interview at the time of observation, the
Maintenance Supervisor acknowledged
there was no documentation to indicate
maintenance on the fire dampers had been
provided within the past four years.

3.1-19(b)
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K0069 NFPA 101
SS=E | LIFE SAFETY CODE STANDARD
Cooking facilities are protected in accordance
with 9.2.3. 19.3.2.6, NFPA 96
Based on record review, observation and K0069 It is the policy of Miller's Merry 03/29/2012
interview; the facility failed to ensure the Manor to have the kitchen
X exhaust system cleaned at least
kitchen e).<haust system was cleaned at semiannually in accordance with
least semiannually. NFPA 96, 1998 Life Safety Code standards.All
Edition, Standard for Ventilation Control residents have the potential to be
and Fire Protection of Commercial aﬁeCFed by this deficient
i . 2.3 1 . practice.On 3/29/12 the exhaust
Cooking Operations, 8-3.1 requires system was inspected and
hoods, grease removal devices, fans, serviced by 360 degree services.
ducts, and other appurtenances shall be The inspection inspection dates
cleaned to bare metal at frequent intervals were added to the prevent.aFlve
. £ b ho heavil maintenance calendar so it is
prior tolsur aces. ccoming eE.WI y assured that the exhaust system
contaminated with grease or oily sludge. will be inspected and cleaned if
Table 8-3.1 requires systems needed semi-annually. The 360
serving moderate volume cookin Degree Service Report
9 i 9 (Attachment B) was completed to
operations shall be inspected show the corrective action.
semiannually. After the exhaust
system is cleaned to bare metal, it shall
not be coated with powder or other
substance. The entire exhaust system shall
be inspected by a properly trained,
qualified, and certified company or
person(s). This deficient practice could
affect any resident, staff and/or visitor in
the vicinity of the kitchen.
Findings include:
Based on review on 03/28/12 at 10:45
a.m. with the Maintenance Supervisor, the
kitchen exhaust system cleaning report
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indicated the system was last cleaned
08/02/11. Based on observation at 1:00
p.m., the sticker in the kitchen exhaust
hood indicated the system was cleaned
8/11 and was due for the next cleaning
2/12. Based on interview at the time of
observation, the Maintenance Supervisor
acknowledged the kitchen exhaust hood
was past due for cleaning.
3.1-19(b)
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