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K 000 | INITIAL COMMENTS K 000
This survey used the 2000 edition of NFPA 101,
Life Safety Code, Chapter 19-Existing Health
Care Occupancies in compliance with 42CFR
483.70(a). The findings that follow demonstrate
noncompliance with these standards.
The facility was located in a twa-stdry combined
Hospital and Long Term Care building of Type Il
(000) construction that was separated from
residential living apartments with a 2 hour fire
resistance rated occupancy separation. The
building was protected by a wet automatic
sprinkler system designed to meet the
requirements of the 1999 edition of NFPA 13, ‘
Standard for the Installation of Sprinkler Systems. 1
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
SS=F K 062:
Required automatic sprinkler systems are It is the policy of the Ashley Medical
continuously maintained in reliable operating Center that the facility must ensure
condition and are inspected and tested hat the : . il o
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, that the automatic sprinkler system Is
(9.75 continuously maintained in a reliable
operation condition and inspected and
| tested quarterly.
This STANDARD is not met as evidenced by: - A hose will be placed over sprinkler
The facility failed to ensure the automatic ' - head and ran into drain for testing in
| sprinkler system was continuously maintained in | | the winter months to prevent ice built
i a reliable operating condition as required by 5 reventing patient acess
NFPA 25, Standard for the Inspection, Testing | | Up preventng p '
. and Maintenance of Water-based Fire Protection |
 Systems.
{ On 09/30/2014, record review determined the |
facility failed to conduct a quarterly test of the .
sprinkler system during the 4th quarter of 2013
- and the 1st quarter of 2014. i
- |
U
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other safgguards prgVide suffi tection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date gt survey whether or not a plan of correction is provided. For nursing homes, the above findings and pfans of comrection 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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K 062 | Continued From page 1 K 062 The sprinkler system WI“. be .4
: - inspected, tested, and maintained in
Failure to test and maintain the automatic accordance with NFPA 25,
sprinkler system in accordance with NFPA 25 decreasing the risk of death or injury
increases the risk of death or injury due to fire. _due to fire.
The deficiency affected two (2) of four (4) A QA will be done quarterly for one
quarteriy tests of the automatic sprinkler system, year.
which serves the entire facility. Responsible Parties: Environmental 11/14/14
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144
SS=F(;‘:e t inspected weekiy and ised K 144:
nerators are Inspected weekly and exercls . . .
under load for 30 minutes per month in It is the policy of t!],e Ashley Medical
accordance with NFPAS9. 3.4.4.1. Center that the facility must ensure
- the emergency generator is in
. compliance with NFPA 99 and 110.
| This will be done with the installation
E of a remote manual stop station with a
break-glass shut off switch located
outside the room housing the
generator.
This STANDARD is not met as evidenced by: Salzer Electric had been notified of
The facility failed to ensure the emergency the need of this shut off switch prior
.| generator was in compliance with NFPA 110, to our inspection (please see exhibit
%‘i’::;’g for Emergency and Standby Power #1), he has since been notified of the
need to reorder the switch to include a
All Level 1 and Level 2 installations of an break-glass feature. He has insured us
emergency generator shall have a remote manual that once the switch comes in he will
stop station of a type similar to a break-glass be installing it
station located outside the room housing the Instalfing 1t. ,
 prime mover, where so installed, or located A QA will be done quarterly until
elsewhere on the premises where the prime + switch is installed.
mover is located outside the building. Responsible Parties: Environmental
For Level 1 and Level 2 systems located Service Director, and Administrator. 1114114
outdoors, the manual shutdown should be located
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K 144 | Continued From page 2 K 144

external to the weatherproof enclosure and
should be appropriately identified. NFPA 110.

Observation determined there was no remote
stop switch for the generator located outside of
the generator room.

Failure to inspect and maintain the emergency
generators in accordance with NFPA 99 and
NFPA 110 increases the risk of death or injury
due to fire. .

The deficiency affected one (1) of one (1)
emergency generator which provides all
emergency power to the facility.
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