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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: 07/14/14

Facility Number: 000493
Provider Number: 155728
AIM Number: 100291300

Surveyor: Mark Bugni, Life Safety Code
Specialist

At this Life Safety Code survey,
Manderley Health Care Center 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 (000) construction and fully
sprinkled. The facility has a fire alarm
system with smoke detection in the
corridors, in spaces open to the corridors,
and hard wired smoke detectors in all
resident sleeping rooms. The facility has
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a capacity of 71 and had a census of 54 at
the time of this visit.

All areas where residents have customary
access were sprinkled and all areas
providing facility services were
sprinkled.

Quality Review by Robert Booher, Life
Safety Code Specialist-Medical Surveyor
on 07/17/14.

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

NFPA 101

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
facility failed to ensure 6 of 6 egress
corridors were not being used as a
portion of a return air system/plenum for
heating, ventilating, or air conditioning
(HVAC) ductwork serving adjoining
areas. NFPA 90A, Standard for the
Installation of Air Conditioning and
Ventilation Systems at 2-3.11.1 requires
egress corridors shall not be used as a
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See attachment A,B & C
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potion of a supply return or exhaust air
system serving adjoining areas. This
deficient practice affects all resident in
the facility.
Findings include:
Based on observations on 07/14/14
during a tour of the facility from 9:15
a.m. to 1:25 p.m. with the administrator,
all rooms in the facility used the egress
corridors as a return air system. This was
verified by the administrator at the time
of observations and acknowledged at the
exit conference on 07/14/14 at 1:25 p.m.
3.1-19(b)
K010130 | NFPA 101
SS=F MISCELLANEOUS
OTHER LSC DEFICIENCY NOT ON 2786
Based on record review and interview, K010130 The 3 A O Smith water heaters 07/16/2014
the facility failed to ensure 3 of 3 were 'n_SpeCted on 7-16-14
. . . According to the Inspector for the
inspection certificates were current to water heaters there is a 30 day
ensure the water heaters were in safe grace between date on
operating condition. NFPA 101 in certification and recertification
19.1.1.3 requires all health facilities to be We were mspsacted within 23
intained and d imize th days The Maintenance
malnhtalr'le and operated to mlmmlz.e.t e Supervisor spoke with Don
possibility of a fire emergency requiring Nickelson, the insurance
the evacuation of occupants. This inspector, and our facility will be
deficient practice could affect all set up for an annual inspection of
. .. all water heaters
residents, staff and visitors.
Findings include:
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Based on review of the three hot water
heater inspection certificates with the
administrator on 07/14/14 at 10:15 a.m.,
the inspection certificates for the three A
O Smith model hot water heaters had an
expiration date of 06/22/14. Based on an
interview with the administrator on
07/14/14, the three A O Smith model hot
water heaters have not had a reinspection
since the expiration date of the inspection
certificates. The lack of a current
inspection certificate for the three A O
Smith model hot water heaters was
acknowledged by the administrator at the
time of record review and at the exit
conference on 07/14/14 at 1:25 p.m.
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