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COASTAL MANOR
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E 000 Initial Comments E 000

- Federal Recertification Survey
- Survey Date: 08/13/2024

| Coastal Manor, a long-term care facility, was
surveyed pursuant to the National Fire Protection
Association 101 Life Safety Code, 2012 Edition
as referenced in 42 CFR 483.90 (a - d) - Physical
Environment and is not in substantial compliance.
E 037 | EP Training Program E 037
SS=F ' CFR(s): 483.73(d)(1)

§403.748(d)(1), §416.54(d)(1), §418.113(d)(1),

§441.184(d)(1), §460.84(d)(1), §482.15(d)(1),

§483.73(d)(1), §483.475(d)(1), §484.102(d)(1),

§485.68(d)(1), §485.542(d)(1), §485.625(d)(1),

§485.727(d)(1), §485.920(d)(1), §486.360(d)(1),
§491.12(d)(1).

*[For RNCHIs at §403.748, ASCs at §416.54, :
Hospitals at §482.15, ICF/IIDs at §483.475, HHAs
at §484.102, REHs at §485.542, "Organizations"
under §485.727, OPOs at §486.360,
RHC/FQHCs at §491.12:]

¢ (1) Training program. The [facility] must do all of
 the following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under |
- arrangement, and volunteers, consistent with their
expected roles. ;
(i) Provide emergency preparedness training at |
least every 2 years. |
(iiiy Maintain documentation of all emergency
preparedness training.

. (iv) Demonstrate staff knowledge of emergency
procedures.

(v) If the emergency preparedness policies and
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procedures are significantly updated, the [facility]
must conduct training on the updated policies and
procedures.

*[For Hospices at §418.113(d):] (1) Training. The
hospice must do all of the following:

(i) initial training in emergency preparedness
policies and procedures to all new and existing
hospice employees, and individuals providing
services under arrangement, consistent with their
; expected roles. ‘
(i) Demonstrate staff knowledge of emergency ‘
procedures. | i
(i) Provide emergency preparedness training at |
least every 2 years. |
' (iv) Periodically review and rehearse its
emergency preparedness plan with hospice
employees (including nonemployee staff), with
special emphasis placed on carrying out the
procedures necessary to protect patients and
others.

(v) Maintain documentation of all emergency
preparedness training.

(vi) If the emergency preparedness policies and

| procedures are significantly updated, the hospice
must conduct training on the updated policies and
procedures.

*[For PRTFs at §441.184(d):] (1) Training
program. The PRTF must do all of the following:
(i) Initiai training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under |
arrangement, and volunteers, consistent with the|r\
expected roles.

* (i) After initial training, provide emergency
preparedness training every 2 years.
(iiiy Demonstrate staff knowledge of emergency
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! procedures.

| (iv) Maintain documentation of all emergency
preparedness training.

. (v) If the emergency preparedness policies and

' procedures are significantly updated, the PRTF ‘ |

must conduct training on the updated policies and

procedures.

[ *[For PACE at §460.84(d):] (1) The PACE \
organization must do all of the following: ‘
(i) Initial training in emergency preparedness i
policies and procedures to all new and existing ‘
staff, individuals providing on-site services under
arrangement, contractors, participants, and
volunteers, consistent with their expected roles.
(i) Provide emergency preparedness training at
least every 2 years.

(iii) Demonstrate staff knowledge of emergency
procedures, including informing participants of

| what to do, where to go, and whom to contact in
case of an emergency.

(iv) Maintain documentation of all training.

(v) If the emergency preparedness policies and
procedures are significantly updated, the PACE 1
must conduct training on the updated policies and
| procedures. !

*[For LTC Facilities at §483.73(d):] (1) Training \
. Program. The LTC facility must do all of the ‘
following:

(i) Initial training in emergency preparedness
policies and procedures to all new and existing
staff, individuals providing services under |
arrangement, and volunteers, consistent with their ‘
| expected role.

(i) Provide emergency preparedness training at
least annually.

(iii) Maintain documentation of all emergency

i
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 (iv) Demonstrate staff knowledge of emergency
' procedures.

*[For CORFs at §485.68(d):}(1) Training. The
CORF must do all of the following:

(i) Provide initial training in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
"under arrangement, and volunteers, consistent
with their expected roles.

(i) Provide emergency preparedness training at
least every 2 years.

(ifi) Maintain documentation of the training.

(iv) Demonstrate staff knowledge of emergency
procedures. All new personnel must be oriented
and assigned specific responsibilities regarding
the CORF's emergency plan within 2 weeks of
their first workday. The training program must
include instruction in the location and use of
alarm systems and signals and firefighting
equipment.

(v) If the emergency preparedness policies and
procedures are significantly updated, the CORF
must conduct training on the updated policies and
' procedures.

*[For CAHs at §485.625(d):] (1) Training program. .
The CAH must do all of the following: i
(i) Initial training in emergency preparedness
policies and procedures, including prompt
reporting and extinguishing of fires, protection,

and where necessary, evacuation of patients,
personnel, and guests, fire prevention, and
cooperation with firefighting and disaster
authorities, to all new and existing staff,

individuals providing services under arrangement,
and volunteers, consistent with their expected
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roles. !
(i) Provide emergency preparedness training at

' least every 2 years.

. (iii) Maintain documentation of the training.

- (iv) Demonstrate staff knowledge of emergency

- procedures.

- (v) Ifthe emergency preparedness policies and
procedures are significantly updated, the CAH
must conduct training on the updated policies and

| procedures.

*[For CMHCs at §485.920(d):] (1) Training. The
CMHC must provide initial training in emergency
preparedness policies and procedures to all new
and existing staff, individuals providing services
under arrangement, and volunteers, consistent
with their expected roles, and maintain
documentation of the training. The CMHC must
demonstrate staff knowledge of emergency
| procedures. Thereafter, the CMHC must provide |
| emergency preparedness training at least every 2
years.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the long term care facility failed to provide
Emergency Preparedness training annually in
accordance with 42 CFR 483.73

| Finding:

Based on interview and documentation review on

08/13/2024, between the hours of 10:15 AM and

2:45 PM, this surveyor accompanied with the
Maintenance Director observed the following:

1. The was no evidence in the emergency
preparedness training was provided to contract
staff that is required in accordance with the plan
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i exercise every 2 years,; or

. natural or man-made emergency that requires

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2),
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, REHs
at §485.542, OPO, "Organizations” under
§485.727, CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility]
must do all of the following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or

(A) When a community-based exercise is not
accessible, conduct a facility-based functional

(B) If the [facility] experiences an actual

activation of the emergency plan, the [facility] is
exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.

(i) Conduct an additional exercise at least every 2
years, opposite the year the full-scale or
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for staff training and testing of the emergency
preparedness plan.
The surveyor confirmed this finding with the
Maintenance Director at the time of the
observation.
E 039 ;| EP Testing Requirements E 039
SS=F | CFR(s): 483.73(d)(2)
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functional exercise under paragraph (d)(2)(i) of
this section is conducted, that may include, but is
not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or

' (B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by |
a facilitator and includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,

- directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the following:

| (i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility based
functional exercise every 2 years; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of 1
the emergency plan, the hospital is exempt from ;
engaging in its next required full scale ‘
community-based exercise or individual |
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional !
exercise under paragraph (d)(2)(i) of this section ‘
\

I
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is conducted, that may include, but is not limited
to the foliowing:

(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster drill; or

i (C) Atabletop exercise or workshop that is led by
: a facilitator and includes a group discussion using
- a narrated, clinically-relevant emergency

- scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice must do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospice is exempt from
engaging in its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:

(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop led by a
facilitator that includes a group discussion using a |
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
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messages, or prepared questions designed to
challenge an emergency plan.

(iiy Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.

' *[For PRFTs at §441.184(d), Hospitals at

1 §482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH} must
do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or |
(A) When a community-based exercise is not ‘
accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the [PRTF, Hospital, CAH] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
[facility] is exempt from engaging in its next

- required full-scale community based or individual,
. facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an [additional] annual exercise or
and that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
. community-based or individual, a facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is
led by a facilitator and includes a group | :
| discussion, using a narrated, clinically-relevant |
emergency scenario, and a set of problem ‘
statements, directed messages, or prepared |
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questions designed to challenge an emergency
plan.

(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
[facility's] emergency plan, as needed.

' *[For PACE at §460.84(d):]

- (2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least
annually. The PACE organization must do the
following: 3
(i) Participate in an annual full-scale exercise that :
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the PACE experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from
engaging in its next required full-scale community
based or individual, facility-based functional
exercise following the onset of the emergency
event.

(i) Conduct an additional exercise every 2
years opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted that may include, but is not limited to
' the following:

' (A) Asecond full-scale exercise that is
community-based or individual, a facility based

. functional exercise; or

' (BY A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency

{ scenario, and a set of problem statements,

' directed messages, or prepared questions

|
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designed to challenge an emergency plan.

(i) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as needed.

. *[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises to
test the emergency plan at least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/IID] must do the following:

(i) Participate in an annual full-scale exercise that
' is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an additional annual exercise that

| may include, but is not limited to the foliowing:
(A) Asecond full-scale exercise that is
community-based or an individual, facility based
functional exercise; or

{B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.

(iiiy Analyze the [LTC facility] facility's response to
and maintain documentation of all drills, tabletop
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exercises, and emergency events, and revise the
[LTC facility] facility's emergency plan, as needed.

*[For ICF/lIDs at §483.475(d)}:
(2) Testing. The ICF/IID must conduct exercises
to test the emergency plan at least twice per year.
The ICF/IID must do the following:
(i) Participate in an annual full-scale exercise that
is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.
(B) If the ICF/IID experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICF/IID is exempt from
engaging in its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.
(ii) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(iii) Analyze the ICF/ID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICFAID's emergency plan, as needed.

“[For HHAS at §484.102]
| (d)(2) Testing. The HHA must conduct exercises
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to test the emergency plan at
least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise is not
' accessible, conduct an annual individual,
facility-based functional exercise every 2 years;
or.

(B) If the HHA experiences an actual natural -
or man-made emergency that requires activation
of the emergency plan, the HHA is exempt from
engaging in its next required full-scale
community-based or individual, facility based
functional exercise following the onset of the
emergency event.

(i) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(iii) Analyze the HHA's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's
emergency plan, as needed.

*[For OPOs at §486.360] ‘
(d)(2) Testing. The OPO must conduct exercises |
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to test the emergency plan. The OPO must do the :
following: ‘
(i) Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise is
led by a facilitator and includes a group

discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan. If the OPO experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
following the onset of the emergency event.

(i) Analyze the OPO's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
OPOQO's] emergency plan, as needed.

. *[ RNCHlIs at §403.748]:

(d)(2) Testing. The RNHCI must conduct
exercises to test the emergency plan. The RNHCI
must do the following:

(i) Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan.

(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop exercises,
and emergency events, and revise the RNHCI's
emergency plan, as needed.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the long term care facility failed to
participate in a full-scale exercise of the
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Emergency Preparedness Plan in accordance
with 42 CFR 483.73
Finding:

Based on interview and documentation review on
08/13/2024, between the hours of 10:15 AM and
2:45 PM, this surveyor accompanied with the
Maintenance Director observed the following:

1. Afull-scale exercise has not been conducted at |
this facility, they could provide no documentation
of when the last full exercise had taken place.

The surveyor confirmed this finding with the
Maintenance Director at the time of the
observation.

K 000 | INITIAL COMMENTS K 000

- Federal Recertification Survey
Survey Date: 08/13/2024

Coastal Manor, a long-term care facility, was
surveyed pursuant to the National Fire Protection
Association, 101 Life Safety Code, 2012 Edition
as referenced in Part 483.90(a-d) - Physical
Environment is not in substantial compliance.

K 133 | Multiple Occupancies - Construction Type K133
SS=F | CFR(s): NFPA 101

Mulitiple Occupancies - Construction Type
Where separated occupancies are in accordance
with 18/19.1.3.2 or 18/19.1.3.4, the most stringent
construction type is provided throughout the i
building, uniess a 2-hour separation is provided in '
accordance with 8.2.1.3, in which case the
construction type is determined as follows:
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* The construction type and supporting
construction of the health care occupancy is
. based on the story in which it is located in the

building in accordance with 18/19.1.6 and Tables
18/19.1.6.1
* The construction type of the areas of the |
building enclosing the other occupancies shall be
based on the applicable occupancy chapters.
18.1.3.5,19.1.3.5,8.21.3
This REQUIREMENT is not met as evidenced
by:

Based on plans review, observation and
interview during the facility tour, the long-term
care facility failed to maintain the clear locations
of the 2-hour separation walls for inspection per
NFPA 101, Life Safety Code, 2012 Edition,
Sections 8.2.1.3., and 19.1.3.5.

Finding:

Based on interview and documentation review on
08/13/2024, between the hours of 10:15 AM and
2:45 PM, this surveyor accompanied with the
Maintenance Director observed the following:

1. During the facility tour the inspection team was -
unable to effectively inspect the two-hour fire ;
rated separating wall between residential care,
and the long-term care facilities. The locations
annotated on the plans we looked at versus the
building layout did not match. Please provide an
accurate life safety drawing of the building.

The surveyor confirmed this finding with the
Maintenance Director at the time of the
observation.

K 211 | Means of Egress - General K211
SS=F | CFR(s): NFPA 101
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Means of Egress - General
Aisles, passageways, corridors, exit discharges,
exit locations, and accesses are in accordance
with Chapter 7, and the means of egress is
continuously maintained free of all obstructions to
full use in case of emergency, unless modified by
18/19.2.2 through 18/19.2.11.
18.2.1,19.2.1,7.1.10.1
This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the
long-term care facility failed to maintain the
corridors and exit discharges to be level, free of
obstructions and impediments, and without
excessive changes in elevation per NFPA 101,
Life Safety Code, 2012 edition, Sections 19.2,
7.1.6,and 7.1.10.1

| Based on interview and observation on
08/13/2024 between hours of 10:15 AM and 2:45
PM. this surveyor accompanied with the
Maintenance Director observed the following:

1. Second floor exterior stairs have irregular
risers and treads, chipped nosings, and structural
integrity of the stairs is questionable.

| The surveyor confirmed these findings with the
Maintenance Director at the time of the
observation
Based on observation and interview, the
long-term care facility failed to maintain the
corridors and exit discharges to be level, free of
obstructions and impediments, and without ;
; excessive changes in elevation per NFPA 101, ‘
\
|

Life Safety Code, 2012 edition, Sections 19.2,
7.1.6,and 7.1.10.1
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Based on interview and observation on
08/13/2024 between hours of 10:15 AM and 2:45
PM. this surveyor accompanied with the
Maintenance Director observed the following:

Findings:

1. The second-floor walkway from the outside
metal stairs to the public way has a drop-off at the
side of the walk path exceeding 6 inches, and has
a triangular section of concrete missing providing
a change in elevation greater than a quarter inch.

2. The headroom at the base of the metal stairs
has been reduced to 73 inches. (6' 1") which is
less than the required 80 inches due to the
construction of the roof assembly at the
discharge of the stairs.

3. The 1st floor north discharge pathway on the
road side is obstructed by foliage from 2 different
bushes.

4. The back, North end, dining room brick exit
discharge is unlevel, with changes in elevation
due to the difference in height between the brick
walking surface and the concrete steps to the
sidewalk. The step rise height on the building side
is 11 inches. The maximum rise is 7 inches.

5. The medical cart is being stored and charged
in the marked exit corridor on the first level
between the sittng area and the nurse's station by
resident room 107 while not in use.

6. The exterior metal stairs shall have a licensed
engineers inspection conducted with the report

- submitted to the Maine Fire Marshal's Office for
| review. |
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K222 ' Egress Doors
SS=D | CFR(s): NFPA 101

Egress Doors

arrangements:

LOCKING

K211 | Continued From page 18

The surveyor confirmed these findings with the
Maintenance Director at the time of the

Doors in a required means of egress shall not be
equipped with a iatch or a lock that requires the
use of a tool or key from the egress side unless
using one of the following special locking

CLINICAL NEEDS OR SECURITY THREAT

Where special locking arrangements for the
clinical security needs of the patient are used,
only one locking device shall be permitted on
each door and provisions shall be made for the
rapid removal of occupants by: remote control of
locks; keying of all locks or keys carried by staff at
all times; or other such reliable means available
to the staff at all times.
18.2.2.2.51,18.2.22.6,19.22251,19.2.2.26
SPECIAL NEEDS LOCKING ARRANGEMENTS
Where special locking arrangements for the
safety needs of the patient are used, all of the
Clinical or Security Locking requirements are
being met. In addition, the locks must be
electrical locks that fail safely so as to release
upon loss of power to the device; the building is
protected by a supervised automatic sprinkler
system and the locked space is protected by a
complete smoke detection system (or is
constantly monitored at an attended location
within the locked space); and both the sprinkler
and detection systems are arranged to unlock the

K211

K 222
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doors upon activation.

118.22252,19.22252, TIA12-4

' DELAYED-EGRESS LOCKING

ARRANGEMENTS

Approved, listed delayed-egress locking systems

installed in accordance with 7.2.1.6.1 shall be

permitted on door assemblies serving low and

ordinary hazard contents in buildings protected

throughout by an approved, supervised automatic

fire detection system or an approved, supervised

automatic sprinkler system.

118.2.2.2.4,19.2224

ACCESS-CONTROLLED EGRESS LOCKING

ARRANGEMENTS

Access-Controlled Egress Door assemblies
instalied in accordance with 7.2.1.6.2 shall be

| permitted.

118.2.2.2.4,19.22.24

I ELEVATOR LOBBY EXIT ACCESS LOCKING

ARRANGEMENTS

Elevator lobby exit access door locking in

accordance with 7.2.1.6.3 shall be permitted on

door assemblies in buildings protected throughout

| by an approved, supervised automatic fire

detection system and an approved, supervised

automatic sprinkler system.

18.2.2.24,19.222.4

' This REQUIREMENT is not met as evidenced

| by:

Based on Observation and Interview, the facility

failed to provide exit access serving the every

. egress door that were readily accessible at all
times by having special locking arrangements

(coded key exit egress) with staff being the only

people with access to exits regardless of resident

independent cognitive ability which is not in

accordance with LSC Section 19.2.2.2.4,
19.2.2.2.5,19.2.2252and 7.2.1.6. This

deficient practice could affect exiting from all l
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facility designated exits, as well as an
indeterminable number of residents, staff and
visitors.

Findings Include:

Observation on August 13, 2024, at
approximately 10:15AM to 2:45PM during the
facility tour identified the facility designated exits
at all exits had a coded exit by key code
controlled by staff without any means to provide
visitors or oriented residents access to the means
of exit. Interview on August 13, 2024, at
approximately 10:15AM to 2:45PM during the
facility tour with the Maintenance Director stated
the doors were all key code controlled, and
residents did not have the codes. Observation
and Interview with the Maintenance Director at
the time of observation confirmed the exit doors
had key code that could only be accessed by
staff. The facility failed to provide exit access that
was readily accessible at all times by having
special locking arrangements in accordance with
LSC Section 19.2.2.2.4,19.2.2.2.5,19.2.2.2.5.2
and 7.2.1.6.

The surveyor confirmed this finding with the
Maintenance Director at the time of the
observation.

Fire Alarm System - Installation

CFR(s): NFPA 101

Fire Alarm System - Instailation

A fire alarm system is installed with systems and
components approved for the purpose in
accordance with NFPA 70, National Electric Code,
and NFPA 72, National Fire Alarm Code to ‘
provide effective warning of fire in any part of the

K222

K 341
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building. In areas not continuously occupied,
detection is-installed at each fire alarm control '
unit. In new occupancy, detection is also installed
- at notification appliance circuit power extenders,
and supervising station transmitting equipment.
Fire alarm system wiring or other transmission
paths are monitored for integrity.
18.3.4.1,19.3.4.1,9.6,9.6.1.8

This REQUIREMENT is not met as evidenced
by:

Based on interview and observation, the
long-term care facility failed to ensure the proper
notification devices are installed in the fire alarm
system in accordance with NFPA 72, National
Fire Alarm and Signaling Code, 2010 edition,
Section 18.3.5.2., and NFPA 101, Life Safety
Code, 2012 edition, Sections 9.6.1.3, 9.6.3.5, and
9.6.5.

| Based on interview and observation on

. 08/13/2024, between the hours of 10:15 AM and
2:45 PM, this surveyor accompanied with the
Maintenance Director observed the following:

- Finding:

1. Notification devices designed to be used on a
ceiling are mounted to a walt in the basement
furnace area, and on the maintenance area in
basement.

| The surveyor confirmed this finding with the
Maintenance Director at the time of the
documentation review.
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K 345 | Fire Alarm System - Testing and Maintenance K 345

$S=D | CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance
Afire alarm system is tested and maintained in
accordance with an approved program complying
with the requirements of NFPA 70, National
Electric Code, and NFPA 72, National Fire Alarm
and Signaling Code. Records of system
acceptance, maintenance and testing are readily
available.

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

This REQUIREMENT is not met as evidenced
by:

Based on interview and documentation review,
the long-term care facility failed to inspect the
Electromechanical releasing devices
semiannually in the fire alarm system in
accordance with NFPA 72, National Fire Alarm
and Signaling Code, 2010 edition, Section
14.3.1.9(c)., and NFPA 101, Life Safety Code,
2012 edition, Sections 9.6.1.3, 9.6.3.5, and 9.6.5.

Based on interview and documentation review on
08/13/2024, between the hours of 10:15 AM and
2:45 PM, this surveyor accompanied with the
Maintenance Director observed the following:

Finding:

1. Documentation review of the most recent fire
alarm inspection report dated 06/20/2024, no
electromechanical door

releasing devices were listed as inspected or
tested in the report. No documentation could be
provided at the time to show inspection or testing
of the electromechanical door releasing devices.

The surveyor confirmed this finding with the
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Maintenance Director at the time of the
documentation review.

K 353 | Sprinkler System - Maintenance and Testing K 353
SS=D | CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system last checked

b) Who provided system test

¢) Water system supply source

Provide in REMARKS information on coverage for
“any non-required or partial automatic sprinkler
system.
9.7.5,9.7.7,9.7.8, and NFPA 25
This REQUIREMENT is not met as evidenced
by: !
Based on interview and documentation review of |
the last 4 quarterly sprinkler inspection reports
dated 04/22/2024, 11/27/2023, 08/24/2023,
05/25/2023, the long-term care facility failed to
maintain the sprinkler system in accordance with
NFPA 101, Life Safety Code, 2012 edition,
Section 9.7.5, and NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems, 2011
edition, sections 4.1.8, 5.2.1.4,5.4.1.5,5.4.1.6,
5222
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K 353 | Continued From page 24 | K 353

| Based on interview, observations, and

- documentation review on 08/13/2024 between
"hours of 10:15 AM and 2:45 PM. this surveyor
| accompanied with the Maintenance Director
observed the following:

Findings:

1. Asupply of spare sprinklers shall be
maintained on the premises so that any sprinklers
that have operated or been damaged in any way
can be promptly replaced. The stock of spare
sprinklers shall include all types and ratings
installed. According to the reports, 2 Tyco 200 QR
brass vertical sidewall heads are needed to be

- added in the spare sprinkler head box.

2. A special sprinkler wrench shall be provided
and kept in the cabinet to be used in the removal
and installation of

sprinklers. One sprinkler wrench shall be
provided for each type of sprinkler installed. :
According to the reports another type of wrench is
needed in the box.

3. Sprinkler piping shall not be subjected to
external loads by materials either resting on the
pipe or hung from the pipe. In the basement level,
an insulated copper water pipe is secured to the
sprinkler pipe between the laundry and the break |
room. |

4. The ceiling penetrations need to be sealed
around the sprinkler heads to prevent the heat
from escaping past the heads and not activating
the system as designed. This is occurring on
heads at South Ramp and Second floor at top of
convienant stairs.

{

5. All valves shall be equipped with signage. :
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- According to the documentation, three antifreeze
valves require signage installed.

The surveyor confirmed this finding the
Maintenance Director at the time of the
documentation review.

K 363 | Corridor - Doors K 363
S§S8=D | CFR(s): NFPA 101

Corridor - Doors

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas resist the passage of smoke

and are made of 1 3/4 inch solid-bonded core
wood or other material capable of resisting fire for
at least 20 minutes. Doors in fully sprinklered
smoke compartments are only required to resist
the passage of smoke. Corridor doors and doors
to rooms containing flammable or combustible
materials have positive latching hardware. Roller
latches are prohibited by CMS regulation. These
requirements do not apply to auxiliary spaces that
do not contain flammable or combustible material.
Clearance between bottom of door and floor
covering is not exceeding 1 inch. Powered doors
complying with 7.2.1.9 are permissible if provided
with a device capable of keeping the door closed
when a force of 5 Ibf is applied. There is no ;
impediment to the closing of the doors. Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated protective plates

of unlimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted. Door frames
shall be labeled and made of steel or other
materials in compliance with 8.3, unless the
smoke compartment is sprinklered. Fixed fire ‘
window assemblies are allowed per 8.3. In ‘
sprinklered compartments there are no |
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restrictions in area or fire resistance of glass or
frames in window assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483,
-and 485

Show in REMARKS details of doors such as fire
protection ratings, automatics closing devices,
etc.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the
long-term care facility failed to maintain the
corridor doors to resist the passage of smoke in 2
of 2 residential areas in the facility per NFPA 101,
Life Safety Code, 2012 edition, Sections 19.3.6.3.

Based on interview and observation on
08/13/2024 between hours of 10:15 AM and 2:45
PM. this surveyor accompanied with the
Maintenance Director observed the following:

Findings:

1. Resident room 102 has a 5/8 gap on the top
latch side of the door.

2. Resident Room 108 has a 1 and 1/4 gap at the
bottom of the door.

3. Resident Room 113 has a 3/8 gap at the top
latch side of the door.

4. Resident room 210 has a door that rubs on the
floor and does not freely close.

The surveyor confirmed these finding with the
Maintenance Director at the time of the
observation.

i
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K 918 | Electrical Systems - Essential Electric Syste K918
SS=D ! CFR(s): NFPA 101 :

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source
and associated equipment is capable of supplying
service within 10 seconds. If the 10-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance
with NFPA 110.

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of . !
stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
 maintenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing
the possibility of damage of the emergency power .
source is a design consideration for new |
installations. 1
6.4.4,6.5.4, 6.6.4 (NFPA 99), NFPA 110, NFPA 1
111, 700.10 (NFPA 70)

This REQUIREMENT is not met as evidenced
by
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Based on interview and documentation review,
the long-term care facility failed to perform weekly
generator tests and inspections in accordance
with NFPA 110, Standard for Emergency and
Standby Power Systems, 2010 Edition, Section
8.4.1., and NFPA 101, Life Safety Code, 2012
edition, Sections 19.7.6, and 4.6.12.

Based on interview and documentation review on
08/13/2024, between the hours of 10:15 AM and
2:45 PM, this surveyor accompanied with the
Maintenance Director observed the following:

Finding:

1. Emergency Power Supply Systems, including
all appurtenant components, shall be inspected
weekly. According to documentation review of the
weekly generator inspections no documentation
of the weekly inspection was annotated in the

| records for the week of 08/04/2024-08/10/2024.

The surveyor confirmed this finding the
Maintenance Director at the time of the
documentation review.

K 919 | Electrical Equipment - Other K919
$S=D | CFR(s): NFPA 101

Electrical Equipment - Other

List in the REMARKS section any NFPA 99
Chapter 10, Electrical Equipment, requirements
that are not addressed by the provided K-Tags,
but are deficient. This information, along with the
applicable Life Safety Code or NFPA standard
citation, should be inciuded on Form CMS-2567.
Chapter 10 (NFPA 99)

This REQUIREMENT is not met as evidenced
by:

| |
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Based on observation and interview, the
fong-term care facility in 1 of 4 smoke
compartments failed to test and maintain multiple
outlet connections in patient rooms NFPA 99,
Healthcare Facilities Code, 2012 Edition,

Sections 10.2.3.6

. Findings:

Based on interview and documentation review on
08/13/2024, between the hours of 10:15 AM and
2:45 PM, this surveyor accompanied with the
Maintenance Director observed the following:

1. Activities Room (room 212) an air conditioner
plugged into a multi-adapter outlet.

2. Basement egress corridor outside the laundry
room has a multi-adapter plug installed.

3. Attic has outlet missing protective cover.

The surveyor confirmed these findings with the
acting Maintenance Director at the time of the
observation.

K 923 | Gas Equipment - Cylinder and Container Storag K923
S8S=D | CFR(s): NFPA 101

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and
ventilated in accordance with 5.1.3.3.2 and
5.1.3.3.3.

>300 but <3,000 cubic feet

Storage locations are outdoors in an enclosure or
within an enclosed interior space of non- or
limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
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K 923 | Continued From page 30 K 923 |

sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimum
1/2 hr. fire protection rating.

Less than or equal to 300 cubic feet

In a single smoke compartment, individual
cylinders available for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be |
stored in an enclosure. Cylinders must be
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)

| STORED WITHIN NO SMOKING." |
Storage is planned so cylinders are used in order .
of which they are received from the supplier.
Empty cylinders are segregated from full

cylinders. When facility employs cylinders with |
integral pressure gauge, a threshold pressure \
considered empty is established. Empty cylinders |
are marked to avoid confusion. Cylinders stored
in the open are protected from weather.

111.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This REQUIREMENT is not met as evidenced |
by:

Based on observation and interview, the ‘
long-term care facility failed to ensure that the | \
Oxygen cylinder storage complies with NFPA 99, ‘
Health Care Facilities Code, 2012 Edition,
Sections 11.3.2, and 11.6.5.

Findings:

! Based on interview and documentation review on
08/13/2024, between the hours of 10:15 AM and
2:45 PM, this surveyor accompanied with the
Maintenance Director observed the following:

|
I
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1. The oxygen storage rooms located on the 2nd
floor does not have signs identifying full cylinders
from empty cylinders.

2. The Oxygen storage room on the 2nd floor,
contained (7) - 9 cubic foot oxygen cylinders and
(16) - 24 cubic foot oxygen cylinders totaling
4471,

a. Combustible sheiving and cardboard
boxes were within 5 feet of the cylinders,

The surveyor confirmed these findings with the
Maintenance Director at the time of the
inspection.
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