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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: 07/23/13

Facility Number: 000214
Provider Number: 155321
AIM Number: 100267240

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 with a walkout
lower level was determined to be of Type
II (111) construction and was fully
sprinklered. The facility has a fire alarm
system with hard wired smoke detectors
in the corridors, in areas open to the
corridors and in the resident rooms. The
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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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facility has a capacity of 77 and had a
census of 55 at the time of this survey.

All areas where the residents have
customary access were sprinklered. The
facility has a detached plastic shed used
for oxygen transfilling and storage which
is not sprinklered.

Quality Review by Robert Booher, Life
Safety Code Specialist-Medical Surveyor
on 07/29/13.

The facility was found not in compliance
with the aforementioned regulatory
requirements as evidenced by the
following:
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K010025 | NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired
glass panels and steel frames. A minimum
of two separate compartments are provided
on each floor. Dampers are not required in
duct penetrations of smoke barriers in fully
ducted heating, ventilating, and air
conditioning systems. 19.3.7.3, 19.3.7.5,
19.1.6.3, 19.1.6.4
Based on observation and interview, the K010025 The facility maintenance 08/15/2013
facility failed to ensure the penetrations supervisor scheduled and
. completed the repair for the seal
caused by the passage of wire through 2 - .
. of the non existing smoke barrier
of 2 upper level smoke barrier walls were through 2 of 2 upper level smoke
protected to maintain the smoke barrier walls on 8/18/2013. All
resistance of each smoke barrier. LSC residents on our 100 and 200
Section 19.3.7.3 requires smoke barriers ha.‘”S cqu!d have bgen affected by
. . this deficiency. Maintenance
to be constructed in accordance with LSC supervisor will follow up on all
Section 8-3. LSC Section 8.3.6.1 requires repairs from outside vendors to
the passage of building service materials ensure that proper codes have
such as pipe, cable or wire to be protected been completed.
so the space between the penetrating item
and the smoke barrier shall be filled with
a material capable of maintaining the
smoke resistance of the smoke barrier or
be protected by an approved device
designed for the specific purpose. This
deficient practice could affect 2 of 4
smoke compartments.
Findings include:
Based on an observation with the
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Maintenance Supervisor on 07/23/13
from 12:55 p.m. to 1:25 p.m., there was
an unsealed one half inch penetration
around the wiring for the magnetic hold
open device near the smoke barrier doors
of the two upper level smoke barrier
walls. Based on an interview with the
Maintenance Supervisor at the time of
observations, the magnetic hold open
devices had recently been installed and
the installer forgot to seal the
penetrations.
3.1-19(b)
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K010029
SS=E

NFPA 101

LIFE SAFETY CODE STANDARD

One hour fire rated construction (with %
hour fire-rated doors) or an approved
automatic fire extinguishing system in
accordance with 8.4.1 and/or 19.3.5.4
protects hazardous areas. When the
approved automatic fire extinguishing
system option is used, the areas are
separated from other spaces by smoke
resisting partitions and doors. Doors are
self-closing and non-rated or field-applied
protective plates that do not exceed 48
inches from the bottom of the door are
permitted.  19.3.2.1

Based on observation and interview, the
facility failed to ensure the 200 hall
corridor door to 1 of 1 storage rooms with
combustibles measuring over 50 square
feet in size self closed and latched into the
door frame. This deficient practice could
affect any of the 23 residents on the 200
hall.

Findings include:

Based on observation with the
Maintenance Supervisor on 07/23/14 at
1:50 p.m., the corridor door to the 200
hall clean linen storage room measuring
60 square feet in size failed to latch into
the door frame. The clean linen storage
room contained shelves completely full of
clean linen. At the time of observation,
the Maintenance Supervisor
acknowledged the corridor door to the
200 hall clean linen storage room must

K010029

The door closure was corrected
immediately to ensure the door
latched into the door frame. All of
the residents on 200 hall could
have been affected by this
deficiency. Maintenance
Supervisor or designee will check
2x a week for 2 weeks, 1x a week
for the next 2 weeks, and then
monthly thereafter to ensure the
door latch is working properly.

07/23/2013

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID:

VSWV21

Facility ID:

If continuation sheet

000214

Page 5 of 15




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

PRINTED: 09/03/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES  |X1) PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 01 COMPLETED
A. BUILDING
155321 L WING 07/23/2013
T ————
STREET ADDRESS, CITY, STATE, ZIP CODE
NAME OF PROVIDER OR SUPPLIER
5544 E STATE BLVD
MILLER'S MERRY MANOR FORT WAYNE, IN 46815
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D (X5)
PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG DEFICIENCY) DATE

latch into the door frame.

3.1-19(b)
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K010050 | NFPA 101
SS=F 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
Based on record review and interview, the K010050 07/24/2013
facility failed to ensure fire drills were On October 31, 2012 a fire drill was
conducted quarterly on each shift for 1 of C‘_’"d“md by our former In-Service
the last 4 completed quarters. This Dlre'zctor at 7:30am. Then our former
. i Maintenance Supervisor was gone
deficient practice could affect all on FMLA, and our former
occupants. Maintenance Assistant incorrectly
submitted the information in our
Findings include: TEL Logbook for 7:30pm. All three
of these employees are no longer
Based on record review of the with the company. Oh_May 3lstour
" . . . lower level of our facility was
Emergency Fire/Evacuation Drill damaged do to a flood. We lost a lot
documentation with the Maintenance of documentation during this time,
Supervisor on 07/23/13 at 12:00 p.m., which included our In-Service and
there was no record of a first shift fire Maintenance offices.
drill for the fourth quarter of 2012. Based All residents, staff, and visitors could
. . . . have been affected by this
on an interview with the Maintenance - )
. . . deficiency. Our new Maintenance
Supervisor at the time of record review, Supervisor and In-Service Director
no other documentation was available for have been trained and are skilled on
review to verify this drill was conducted. with the knowledge of state and
federal life safety codes. They will
3.1-19(b) continue to follow up with our Tels
1-51 (C) program, and training through our
3. all staff in-services which included
proper fire drills.
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K010051
8§S=C

NFPA 101

LIFE SAFETY CODE STANDARD

A fire alarm system with approved
components, devices or equipment is
installed according to NFPA 72, National
Fire Alarm Code, to provide effective
warning of fire in any part of the building.
Activation of the complete fire alarm system
is by manual fire alarm initiation, automatic
detection or extinguishing system operation.
Pull stations in patient sleeping areas may
be omitted provided that manual pull
stations are within 200 feet of nurse's
stations. Pull stations are located in the path
of egress. Electronic or written records of
tests are available. A reliable second source
of power is provided. Fire alarm systems
are maintained in accordance with NFPA 72
and records of maintenance are kept readily
available. There is remote annunciation of
the fire alarm system to an approved central
station. 19.3.4, 9.6

Based on observation and interview, the
facility failed to ensure 8 of 9 manual fire
alarm boxes were mounted at the proper
height. NFPA 72, National Fire Alarm
Code, 2-8.1 states the operable part of
each manual fire alarm box shall be not
less the forty two inches and not more
than fifty four inches from the floor level.
This deficient practice affects all
occupants except staff in the service hall

in the event of an emergency.
Findings include:

Based on observations with the
Maintenance Supervisor on 07/23/13

K010051

Safe Care has been contacted to
lower all fire alarm boxes to a
height no greater than 54 inches
from the floor level. All residents
could have been affected by this
deficiency. Corrective action will
be completed by 9/6/2013.

09/06/2013
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from during a tour of the facility from
1:14 p.m. to 2:20 p.m., all manual fire
alarm boxes, except one in the service
hall, measured sixty two inches from the
floor level to the top of the fire alarm box.
Measurements were provided by the
Maintenance Supervisor at the time of
observations.
3.1-19(b)
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K010056
SS=E

NFPA 101

LIFE SAFETY CODE STANDARD

If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13,
Standard for the Installation of Sprinkler
Systems, to provide complete coverage for
all portions of the building. The system is
properly maintained in accordance with
NFPA 25, Standard for the Inspection,
Testing, and Maintenance of Water-Based
Fire Protection Systems. It is fully
supervised. There is a reliable, adequate
water supply for the system. Required
sprinkler systems are equipped with water
flow and tamper switches, which are
electrically connected to the building fire
alarm system. 19.3.5

1. Based on observation and interview,
the facility failed to ensure a complete
automatic sprinkler system was provided
in the closets for 2 of 2 upper level clean
linen storage rooms in accordance with
NFPA 13, Standard for the Installation of
Sprinkler Systems, to provide complete
coverage for all portions of the building.
This deficient practice was not in a
resident care area but could affect any
number of staff.

Findings include:

Based on observations with the
Maintenance Supervisor on 07/23/13
from 1:00 p.m. to 1:35 p.m., the clean
linen storage rooms on the 100 and 200
halls each had two closets which lacked
sprinkler coverage. This was confirmed

K010056

1. The facility maintenance
supervisor completed the repair
on 8/14/2013 by removing the top
barrier and enclosure in the 100
and 200 clean linen room
closets. This will allow complete
exposure for the sprinkler
systems within these closets. All
residents on 100 and 200 hall
could have been affected by this
deficiency. 2. Complete fire
retardant information was
submitted for the awning outside
of the 300 hall entrance. Please
consider lifting the second part of
this deficiency according to our
fire retardant information.

08/14/2013
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by the Maintenance Supervisor at the time
of observation.

3.1-19(b)

2. Based on observation and interview,
the facility failed to ensure a complete
automatic sprinkler system was provided
for 1 of 1 canopies in accordance with
NFPA 13, Standard for Installation of
Sprinkler Systems, to provide complete
coverage for all portions of the building.
NFPA 13-1999 Edition, Section 5-13.8.1
requires sprinklers shall be installed under
exterior roofs or combustible canopies
exceeding 4 feet in width. This deficient
practice could affect 12 residents on the
300 hall.

Findings include:

Based on observation with the
Maintenance Supervisor on 07/23/13 at
12:30 p.m., there was a unsprinklered
canvas canopy at the 300 hall
Rehabilitation entrance. The canopy
extends 20 feet from the building and
measures 10 feet wide. Based on a phone
conversation with the Maintenance
Supervisor on 07/24/13 at 3:48 p.m., the
facility lacked documentation to confirm
the canvas canopy was inherently fire
resistant.
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SS=D

NFPA 101

LIFE SAFETY CODE STANDARD

All existing elevators, having a travel
distance of 25 ft. or more above or below the
level that best serves the needs of
emergency personnel for fire fighting
purposes, conform with Firefighter's Service
Requirements of ASME/ANSI A17.3, Safety
Code for Existing Elevators and Escalators.
19.5.3,9.4.3.2

Based on observation and interview; the
facility failed to ensure 1 of 1 elevator
equipment rooms was provided with an
electrical shunt trip when provided with
sprinkler coverage. NFPA 13, 5-13.6.2
states automatic sprinklers in elevator
machine rooms shall be of ordinary or
intermediate temperature rating.
ASME/ANSI A17.1 permits sprinklers in
elevator machine rooms when there is a
means for disconnecting the main power
supply to the affected elevator
automatically upon or prior to the
application of water from the sprinkler
located in the elevator machine room.
This deficient practice could affect any
residents, as well as visitors and staff in
the elevator if the sprinkler system was
activated in the elevator equipment room.

Findings include:

Based on observation with the
Maintenance Supervisor on 07/23/13 at
12:50 p.m., the elevator equipment room
was provided with a sprinkler and a

K010160

Safe Care was contacted and
came in on 8/14/2013 to evaluate
adding a shunt trip to the elevator
equipment room. This corrective
action will be completed by
8/19/2013.All residents, staff, and
visitors could have been affected
by this deficiency.

08/19/2013
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smoke/heat detector. Based on interview
at the time of observation, the
Maintenance Supervisor acknowledged it
was unknown if a shunt trip for the
elevator machine room sprinkler was
provided.
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