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E 000  Initial Comments E 000

Federal Recertification Survey
Survey Date: 10/15/2024

Edgewood Rehab & Living Center, a long-term

care facility, is in substantial compliance with 42
Code of Federal Regulations Part 483.73 |
Requirement for Long Term Care Facilities for }
. Emergency Preparedness. |
K 000 | INITIAL COMMENTS K 000

Federal Recertification Survey:
Date: 10/15/2024

Edgewood Rehabilation and Living Center, a |
Long Term Care Facility, was surveyed to the ‘
National Fire Protection Association 101 Life \
Safety Code 2012 Edition as reference on 42
CFR 483.90 (a-d) physical environment and is not |
" in substantial compliance. 1
K211  Means of Egress - General ‘ K211
§S=F  CFR(s): NFPA 101 :

I 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 1

by: i

|

|
Means of Egress - General i
\

Based on observations, the long-term care
facility failed to maintain all exterior exit discharge
paths to the public way clear of obstructions and
an adequate walking surface in 2 of the 6 smoke
. compartments per NFPA 101, Life Safety Code,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards 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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K211 | Continued From page 1 ‘ K211

2012 Edition, Sections 7.1.6

| Findings: |
' On 10/15/2024, between 10:00 AM and 1:00 PM,
a surveyor, with the Facilities Management

- Director, observed the following:

|
1. The East wing exterior exit discharge paths
did not terminate at the public way.

The surveyor confirmed these findings with the
Facilities Management Directorat the time of the | i
observation. ‘ T
K 324 | Cooking Facilities ‘ K 324
SS=D CFR(s): NFPA 101

Cooking Facilities
Cooking equipment is protected in accordance
with NFPA 96, Standard for Ventilation Control |
and Fire Protection of Commercial Cooking ‘ ‘
Operations, uniess: !
| * residential cooking equipment (i.e., small
appliances such as microwaves, hot plates,
toasters) are used for food warming or limited !
cooking in accordance with 18.3.2.5.2, 19.3.25.2
* cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply 1
with the conditions under 18.3.2.5.3, 19.3.2.5.3, | ‘
or
* cooking facilities in smoke compartments with
30 or fewer patients comply with conditions under |
18.3.2.5.4,19.3.2.54.
Cooking facilities protected according to NFPA 96 ‘
per 9.2.3 are not required to be enclosed as ‘
hazardous areas, but shall not be open to the | ‘
-~ corridor. } }
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through | |
19.3.2.55,92.3, TIA12-2 ‘

L l
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' This REQUIREMENT is not met as evidenced
| by:
Based on observation, the long-term care facility

falled to properly mstall and maintain equipment
\ protected by the kitchen hood extinguishing

' system NFPA Standard: NFPA 101, Life Safety |
: Code (2012) Sections 19.3.2.5.2, 9.2.3, NFPA |
. Standard: NFPA 96, Standard for Ventilation ‘
. Control and Fire Protection of Commercial (
' Cooking Operations (2011) Section 12.1.2.3.1.

 Finding: i

' Observations during a facility tour with the

/ Management Director present on 10/15/2024, |
| between 10:00 AM and 1:00 PM identified:

| 1. The wheeled, 6 burner gas-fired stove/oven

| located on the cooking line in the kitchen was not
provided with an approved method that would

I ensure that the appliances would be returned to

- an approved design location after they had been
moved for maintenance and cleaning.

- The surveyor confirmed this finding with the
Maintenance Director at the time of the |

| Observation.
K 355 Portable Fire Extinguishers i
$$=D | CFR(s): NFPA 101 |

Portable Fire Extinguishers \
\ Portable fire extinguishers are selected, installed,

' inspected, and maintained in accordance with |
i NFPA 10, Standard for Portable Fire 1

K 355
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K 355 Continued From page 3
| Extinguishers. ‘
1 18.3.5.12,19.3.5.12, NFPA 10 |
! This REQUIREMENT is not met as evidenced
| by:
| Based on observation and documentation |
| review, the facility failed to ensure portabie fire |
" extinguishers are installed and maintained in ‘
- accordance with NFPA 101, Life Safety Code, |
' 2012 edition, Sections 4.6.12, 9.7.4.1, and ﬁ
| 19.3.5.12. in the kitchen. Also reference NFPA J
10, Standard for Portable Fire Extinguishers,
| 2010 edition, sections 5.5.5.3, and 6.1.3.8.1.

! Flndmgs:

| |
' Observations and Interviews during a facility tour |
- with the Facilities Management Director present |
on 10/15/2024, between 10:00 AM and 1:00 PM
' identified: |

' 1. A placard shall be conspicuously placed near (
. the class K extinguisher that states that the fire \

| protection system shall be activated prior to using .

- the portable fire extinguisher.

top of the fire extinguisher is not more than 5 feet
i above the floor. The kitchen red ABC portable fire !
~extinguisher behind the door is at a height of 5 |
feet, 11 inches. 1

\
. 2. Fire extinguishers shall be installed so that the /
i

' 3. The silver Class K fire extinguisher is at a ‘
| height of 5 feet and 3 inches.

| The surveyor confirmed these findings with the
. Maintenance Director at the time of the |
| observation.
K 918 | Electrical Systems - Essential Electric Syste
8S=D ‘ i

|
K 918/
1
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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 1
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 |
i 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 possibiiity of damage of the emergency power
source is a design consideration for new
installations.
6.4.4,6.5.4,6.6.4 (NFPA 99), NFPA 110, NFPA |
111, 700.10 (NFPA 70) 1
This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and generator
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' inspection documentation review during the
facility tour, the long-term care facility failed to
i maintain the Essential Electric System Generator |
' per NFPA 110, Standard for Emergency and J
- Standby Power Systems, 2010 edition, sections
8.3.7. and 8.4.1, and NFPA 99, Healthcare
Facilities Code, 2012 edition, section 6.4.4.1.1.3.

| |
| Finding:

On 10/15/2024, between 10:00 AM and 1:00 PM, |
a surveyor, with the Maintenance Director

present, observed the following:

1. Emergency Power Supply Systems, inciuding
all appurtenant components, shall be inspected
weekly. The weekly generator inspection reports
did not show a voltage conductance test for
sealed batteries or an electrolyte specific gravity
reading for unsealed automotive batteries during
the initial survey.

' The surveyor confirmed this finding with the
Maintenance Director at the time of the
| observation.
K 923 ' Gas Equipment - Cylinder and Container Storag
S$S=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
51.3.3.3.

. >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
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gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
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." i
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. ‘

- 11.3.1,11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA99) |
! 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, f

Health Care Facilities Code, 2012 Edition,
Sections 11.6.5.2

Findings: |
On 10/15/2024, between the hours of 10:00 AM (

and 1:00 PM, this surveyor accompanied with the
Facilities Management Director observed the

{

K 923
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K 923 | Continued From page 7 K923| ‘
following:

1. The oxygen storage rooms located on the East |
and West wings do not have signs identifying full !
cylinders from empty cylinders. ‘

The surveyor confirmed these findings with the w
Facilities Management Director at the time of the |
inspection.
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