
(X1) PROVIDER/SUPPLIER/CLIA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

12/02/2015PRINTED:

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

PORTAGE, IN 46368

155299 11/09/2015

MILLER'S MERRY MANOR

5909 LUTE RD

01

 K 0000

 

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:  11/09/15

Facility Number:  000196

Provider Number:  155299

AIM Number:  100267390

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 one story facility was determined to 

be of Type V (111) construction and fully 

sprinklered.  The facility has a fire alarm 

system with smoke detection in the 

corridors and in all areas open to the 

corridor.  The facility has battery 

operated smoke detectors in all 36 

resident sleeping rooms.  The facility has 

a capacity of 66 and had a census of 60 at 

K 0000 This Plan of Correction shall 

serve as this facility's credible 

allegation of compliance.  

Preparation, submission and 

implementation of the Plan of 

Correction does not consistute an 

admission of or agreement with 

the facts and conclusions set 

forth in the survey report.  Our 

Plan of Correction is prepared 

and excecuted as a means to 

continuosly improve the quality of 

care and to comply with all 

applicable state and federal 

regulatory requirements.  Please 

consider allowing the submission 

of living center audits and 

education as evidence of 

compliance with the state and 

federal requirements identified in 

the survey.  Respectfully 

Submitted Beth Ingram Executive 

Director
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the time of this visit.

All areas where residents have customary 

access were sprinklered.  All areas 

providing facility services were 

sprinklered.

Quality Review completed on 11/16/15 - 

DA

NFPA 101 

LIFE SAFETY CODE STANDARD 

There is a written plan for the protection of 

all patients and for their evacuation in the 

event of an emergency.     19.7.1.1

K 0048

SS=C

Bldg. 01

Based on record review and interview, 

the facility failed to provide a written 

plan that included the evacuation of 

smoke compartments in the facility in 1 

of 1 written fire plan.  LSC 19.7.2.2 

requires a written health care occupancy 

fire safety plan that shall provide for the 

following:

(1) Use of alarms

(2) Transmission of alarm to the fire 

department

(3) Response to alarms

(4) Isolation of fire

(5) Evacuation of immediate area

(6) Evacuation of smoke compartment

(7) Preparation of floors and building for 

evacuation

(8) Extinguishment of fire

This deficient practice could affect all 

K 0048 K048 Step One:  The 

updated Policies addressing the 

smoke compartment and 

response to battery powered 

smoke detectors were printed 

and placed in the 

Disaster Manual located in the 

nurses station.   Step Two:  All 

othe Disaster Manuals were 

checked for accuracy and 

updated as needed.  Step Three:  

All staff were educated to the 

updated policies.    Step Four: 

The Maintenance Director or 

Designee will review the Disaster 

Manual monthly to assure taht 

updated policies are in place.  

Results will be reported to the 

Qualty Assurance Team monthly 

for at leaset six months.  The QA 

Team will recommend changes to 

the audit including the need to 

continue the audit process.

12/09/2015  12:00:00AM
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occupants.

Findings include:

Based on a record review with the 

Administrator on 11/09/15 at 12:39 p.m., 

review of the document titled "Fire 

Disaster Plan" addressed evacuation of 

immediate area during a smoke/fire 

emergency, but the plan failed to address 

(6) evacuation of a smoke compartment. 

Additionally, the "Fire Disaster Plan" 

only addressed wired smoke detectors by 

indicating the staff check the fire alarm 

panel. Based on interview at the time of 

record review, the Administrator stated 

that it was the head nurse in charge to 

decide when to evacuate the smoke 

compartment, and agreed that her 

statement was not indicated in the policy. 

Additionally, the Administrator 

acknowledged the plan lacks response to 

the battery operated smoke alarms which 

do not notify the nurse's station fire alarm 

panel.  

3.1-19(b)

NFPA 101 

LIFE SAFETY CODE STANDARD 

Required automatic sprinkler systems are 

continuously maintained in reliable operating 

condition and are inspected and tested 

periodically.     19.7.6, 4.6.12, NFPA 13, 

NFPA 25, 9.7.5

K 0062

SS=F

Bldg. 01
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1. Based on observation and interview, 

the facility failed to ensure the spray 

pattern for 6 of 6 sprinklers in the 100 

Hall corridor was unobstructed.  NFPA 

25, 1998 Edition Standard for the 

Inspection, Testing, and Maintenance of 

Water-Based Fire Protection Systems, 

Section 2-2.1.2 states unacceptable 

obstructions to spray patterns shall be 

corrected.  NFPA 13, 1999 Edition 

Standard for the Installation of Sprinkler 

Systems, Table 5-6.5.1.2 states that 

distance between a sprinkler head an 

obstruction less than 1 foot away cannot 

be lower than the sprinkler head 

deflector. This deficient practice could 

affect staff and all 60 residents because 

this deficient practice area is open to all 

smoke barriers preventing horizontal 

evacuation.

Findings include:

Based on observation with the 

Administrator on 11/09/15 at 11:15 a.m., 

the spray pattern for the six sprinkler 

heads in the corridor were located next to 

ceiling box lights. Measurements showed 

the sprinkler head was 8.5 inches away 

from the ceiling lights. The ceiling lights 

were measured to be 3.5 inches lower 

than the sprinkler head deflector. Based 

on interview at the time of observation, 

the Administrator acknowledged the 

K 0062 K0062 Step One: The light 

fixtures that obstruct sprinkler 

heads will be moved or 

changes to eliminate interferance 

with sprinkler function.  The 

corroded sprinkler head was 

replaced. Two spare side wall 

mount sprinkler heads were 

purchased and stored in the 

spare sprinkler head cabinet.   

Step Two:  All sprinkler heads 

were checked for obsticles, 

corrosion or spare replacement 

 and scheduled for correction if 

needed.     Step Three: 

Maintenance was educated to the 

importance of assuring 

sprinkler clearance and 

maintaining proper spare parts.   

Step Four: Maintenance will audit 

sprinkler head clearance and 

spare part once monthly for at 

least six months.  Results will be 

reported to Quality Assurance 

monthly.  The QA team will make 

recommendations for changes to 

the audit including need for 

continuation.

12/09/2015  12:00:00AM
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abovementioned condition and provided 

the measurements. 

3.1-19(b)

2. Based on observation and interview, 

the facility failed to replace 1 of 1 

corroded sprinklers in the 100 Hall exit 

discharge.  LSC 9.7.5 requires all 

automatic sprinkler systems shall be 

inspected, tested and maintained in 

accordance with NFPA 25, Standard for 

the Inspection, Testing, and Maintenance 

of Water-Based Fire Protection Systems.  

NFPA 25, 1998 edition, 2-2.1.1 requires 

any sprinkler shall be replaced which is 

painted, corroded, damaged, loaded, or in 

the improper orientation.  This deficient 

practice could affect at least 21 residents 

in the 100 Hall.

Findings include:

Based on observation with the 

Administrator on 11/09/15 at 11:28 p.m., 

one of one sprinkler head was corroded 

with a green substance. Based on 

interview at the time of the observation, 

the Administrator acknowledged the 

aforementioned condition.

3.1-19(b)

3. Based on observation and interview, 
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the facility failed to provide a complete 

supply of spare sprinklers for the 1 of 1 

automatic sprinkler system in accordance 

with NFPA 25, 1998 Edition 2-4.1.4 

which requires a supply of at least six 

spare sprinklers shall be stored in a 

cabinet on the premises for replacement 

purposes. The stock of spare sprinklers 

shall be proportionally representative of 

the types and temperature ratings of the 

system sprinklers. A minimum of two 

sprinklers of each type and temperature 

rating installed shall be provided. This 

deficient practice could affect all staff, 

visitors, and residents if the sprinkler 

system had to be shut down because a 

proper sprinkler wasn't available as a 

replacement.

Findings include:

Based on observation with the 

Administrator on 03/05/15 at 11:28 p.m., 

there was a side wall mounted sprinkler 

head in the 100 Hall exit discharge. 

Based on observation during the tour 

between 10:42 a.m. and 12:27 p.m., there 

were no sidewall sprinkler head spares in 

either of the two sprinkler cabinet boxes. 

Based on interview at the time of 

observation, the Administrator 

acknowledged that neither sprinkler 

cabinet boxes contained two sidewall 

sprinkler head spares.
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3.1-19(b)

NFPA 101 

LIFE SAFETY CODE STANDARD 

Combustion and ventilation air for boiler, 

incinerator and heater rooms is taken from 

and discharged to the outside air.     19.5.2.2

K 0068

SS=D

Bldg. 01

Based on observation and interview, the 

facility failed to ensure 1 of 1 laundry 

rooms was provided with intake 

combustion air from the outside for 

rooms containing fuel fired equipment in 

accordance with LSC Section 19.5.2.2.  

This deficient practice could create an 

atmosphere rich with carbon monoxide 

which could cause physical problems for 

staff in the laundry room.

Findings include:

Based on an observation with the 

Administrator on 11/09/15 at 11:06 a.m., 

the laundry room had fuel fired dryers 

with no fresh air intake. Based on 

interview at the time of observation, the 

Administrator acknowledged the 

aforementioned condition.

3.1-19(b)

K 0068 K0068 Step One: Safe 

Care inspected the fresh air 

intake and found that it was 

functioning.  The 

surveyor attempted to determine 

function by sliding a paper 

through the vent, however the 

baffles within the vent make this 

task difficult.  A copy of the 

inspection results are attached for 

review.   Step Two: All other 

areas using fuel fired equipement 

were audited for appropriate fresh 

air intake and none were found 

lacking.   Step Three:  

Maintenance was educate to the 

need for fresh air intake when 

fuel fired equipment is in use.  

Step Four:  Maintenance will audit 

for fresh air intakes monthly for at 

least six months.  Results will be 

reported to Quality Assurance 

monthly.  The QA team will 

determine the need for changes 

to the audit, including need for 

continuation.

12/09/2015  12:00:00AM

NFPA 101 

LIFE SAFETY CODE STANDARD 

Cooking facilities are protected in 

accordance with 9.2.3.     19.3.2.6, NFPA 96

K 0069

SS=D

Bldg. 01

Based on observation and interview, the K 0069 K 0069 Step One:  Therapy staff 12/09/2015  12:00:00AM
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facility failed to protect cooking 

equipment with a range hood 

extinguishing system in accordance with 

LSC Sections 9.2.3 and 19.3.2.6 and 

NFPA 96, 1998 Edition, Standard for 

Ventilation Control and Fire Protection 

of Commercial Cooking Operations in 1 

of 1 Rehabilitation kitchen.  NFPA 96, 

7-1.2 requires cooking equipment that 

produces grease laden vapors (such as but 

not limited to deep fat fryers, ranges, 

griddles, broilers, woks, tilting skillets, 

and braising pans) shall be protected by 

fire extinguishing equipment.  This 

deficient practice could affect staff and 

up to 2 residents.

Findings include:

Based on observation with the 

Administrator on 11/10/15 at 11:59 a.m., 

a residential style oven and range was 

observed in Therapy. Based on interview 

at the time of observation, the Lead 

Physical Therapist was asked what types 

of food was cooked with the stove in 

Therapy. She mentioned that spaghetti 

with ground beef was cooked recently. 

The Administration acknowledged the 

Therapy range hood was not provided 

with an extinguishing system and 

acknowledge the aforementioned 

condition.

were instructed that they may not 

cook food that would produce 

grease ladden vapors.  Step Two: 

The facility was audited for other 

ovens that did not offer a range 

hood with extinguishing 

equipment and non was found.  

Step Three: Therapy and activity 

staff were educated to the 

prohibition of using the therapy 

stove to cook food that would 

provide grease laden vapors.  

Step Four:  The Maintenance 

Director will audit the ovens use 

monthly to assure no grease 

laden foods are cooked in the 

therapy oven.  Results will be 

reported to the Quality Assurance 

committee.  The QA team will 

make changes to the audit and 

determine the need for ongoing 

audit. 
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3.1-19(b)

NFPA 101 

LIFE SAFETY CODE STANDARD 

Means of egress are continuously 

maintained free of all obstructions or 

impediments to full instant use in the case of 

fire or other emergency.  No furnishings, 

decorations, or other objects obstruct exits, 

access to, egress from, or visibility of exits.     

7.1.10

K 0072

SS=D

Bldg. 01

Based on observation and interview, the 

facility failed to ensure the means of 

egress was continuously maintained free 

of all obstructions or impediments to full 

instant use in the case of fire or other 

emergency for 1 of 2 kitchen exit 

discharge paths.  This deficient practice 

could affect staff only. 

Findings include:

Based on observation during a tour of the 

facility with the Administrator on 

11/09/15 at 10:50 a.m., the kitchen 

exterior exit  path of egress was 

obstructed by a delivery vehicle.  Based 

on interview at the time of observation, 

the Administrator acknowledged  the 

vehicle was parked in the path of egress 

for the kitchen exit.

3.1-19(b)

K 0072 K072 Step One:  The truck 

identified in the citation did not 

block egress, but was moved.  A 

no parking lane will be painted to 

identify a designated area   Step 

Two: All other paths of egress 

were checked for obstruction and 

non were found.   Step Three: 

Maintenance will check paths of 

egress for potential 

blockage monthly.  Results will be 

reported to the    Step Four: 

Maintenance will check paths of 

egress for potential blockage 

monthly for no less that six 

months.  Results will be reported 

to the Quality 

Assurance Team monthly.  The 

QA team will make adjustments 

to the audit plan, incuding 

determining the need to continue 

audit.

12/09/2015  12:00:00AM

NFPA 101 

MISCELLANEOUS 

OTHER LSC DEFICIENCY NOT ON 2786

K 0130

SS=D

Bldg. 01
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Based on observation and interview, the 

facility failed to ensure the penetration in 

1 of 1 fire barrier walls was maintained to 

ensure the fire resistance of the barrier.  

LSC 19.1.1.3 requires all health care 

facilities to be maintained and operated to 

minimize the possibility of a fire 

emergency requiring the evacuation of 

the occupants. LSC 8.2.3.2.4.2 requires 

pipes, conduits, bus ducts, cables, wires, 

air ducts, pneumatic tubes and ducts, and 

similar building service equipment that 

pass through fire barriers shall be 

protected as follows:

(1) The space between the penetrating 

item and the fire barrier shall meet one 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.

(2) Where the penetrating item uses a 

sleeve to penetrate the fire barrier, the 

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 

K 0130 K0130Step One: The penetration 

in the fire barrier wall near 

therapy was sealed with a 

material that is capable of 

maintaining the fire resistance of 

the fire barrier.Step Two: All Fire 

barriers were inspected to assure 

that all penetrations were 

appropriately sealed and sealed 

as required.Step Three: The 

maintenance staff were 

re-educated to the need to 

properly seal all penetrations in 

the fire barriers.Step Four: 

Maintenance will inspect any work 

done in the building to assure that 

any penetrations in the fire barrier 

are properly sealed for no less 

than six months.  Audit results will 

be reported to the Quality 

Assurance Team monthly.  QA 

will recommend changed to the 

audit including the need to 

continue audit.
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purpose.

This deficient practice could affect 21 

residents.        

Findings include:

Based on an observation with the 

Administrator on 11/09/15 at 12:15 p.m., 

the fire barrier wall near Therapy had an 

unsealed penetration measuring one half 

inch around a bundle of security cables. 

Based on interview at the time of 

observation, the Administrator 

acknowledged the aforementioned 

condition and provided the 

measurements.
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