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K000 INITIAL COMMENTS K 000

This survey used the 2012 edition of NFPA 101,
Life Safety Code, Chapter 19-Existing Health
Care Occupancies and the 2012 edition of NFPA
99, Health Care Facilities Code in compliance
with 42 CFR 483.70(a)(b). The findings that
follow demonstrate noncompliance with these
standards.

The facility was located in a one-story building of
Type V (000) construction and a one-story
building of Type Il (000) construction. The
building was protected with an automatic
sprinkler system designed to meet the
requirements of NFPA 13, Standard for the
Installation of Sprinkler Systems.

A one-story garage addition of Type Il (000) was
attached to the original building in 1993. This
addition had no automatic sprinkler system and
does not meet the requirements for a health care
occupancy. According to staff, nursing facility
residents do not receive treatment or services in
this building. This building was separated from
the nursing facility by an occupancy separation
wall of two-hour fire resistance rating. This
building was not reviewed as a component of this
Life Safety Code survey.

K 351 Sprinkler System - Installation K 351 11/21/17

8s=D CFR(s): NFPA 101

Spinkler System - Installation

2012 EXISTING

Nursing homes, and hospitals where required by
construction type, are protected throughout by an
approved automatic sprinkler system in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems.
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In Type | and Il construction, alternative
protection measures are permitted to be
substituted for sprinkler protection in specific
areas where state or local regulations prohibit
sprinklers.

In hospitals, sprinklers are not required in clothes
closets of patient sleeping rooms where the area
of the closet does not exceed 6 square feet and
sprinkler coverage covers the closet footprint as
required by NFPA 13, Standard for Installation of
Sprinkler Systems.

19.3.5.1,19.3.5.2, 19.3.56.3, 19.3.5.4, 19.3.5.5,
19.4.2,19.3.5.10, 9.7, 9.7.1.1(1)

This REQUIREMENT is not met as evidenced
by:

Buildings containing nursing homes shall be
protected throughout by an approved, supervised
automatic sprinkler system. 19.3.5.1, 9.7.1.1(1)

The facility failed to install the automatic sprinkler
system in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems to
provide adequate coverage for all portions of the
building.

1) Sprinklers in the high-temperature zone shall
be of the high-temperature classification, and
sprinklers in the intermediate-temperature zone
shall be of the intermediate-temperature
classification. NFPA 13 8.3.2, 8.3.2.5(1), Table
8.3.2.5(a)(2)

Observation determined one (1) sprinkler in the
Kitchen Chemical Storage Room installed within
7 ft. of horizontal discharge unit heaters was not
high-temperature-rated. NFPA 13 requires
high-temperature-rated sprinklers within a 7 ft.
radius cylinder extending 7 ft. above and 2 ft.
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K351

1. The Facility sprinkler Contractor
replaced the deficient sprinkler heads in
the identified areas with the correct high
and intermediate temperature sprinkler
heads.

2. A. The Facility was inspected for
other Horizontal Heaters which would
require High  Temperature sprinkler
Heads in the 7 foot zone. None were
found.

B. The Facility was inspected for other
automatic defrosting freezers for the
correct Intermediate sprinkler Head. None
were found

3. Sprinkler Contractors will review with
the Maintenance Director all work prior to
being performed for compliance, and prior
to changing out of Sprinkler Heads

4. The Maintenance Director will submit
a listing of all sprinkler head replacements
to the QA Committee quarterly X 3, for
compliance review.
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K351 Continued From page 2
below horizontal discharge unit heaters.

2) Sprinklers in walk-in type coolers and freezers
with automatic defrosting shall be of the
intermediate-temperature classification or higher.
NFPA 13 8.3.2, 8.3.2.5(10).

Observation determined one (1) sprinkler in the
walk-in freezer located in the Kitchen was of
ordinary-temperature classification. The walk-in
freezer was equipped with an automatic
defrosting feature.

Failure to install the automatic sprinkler system in
accordance with NFPA 13 increases the risk of
injury and death due to fire.

The deficiency affected two (2) of numerous
sprinklers in the facility. The automatic sprinkler
system serves the entire facility.
K 353 Sprinkler System - Maintenance and Testing
ss=F 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

c) Water system supply source

K 351
5. Nov. 21, 2017

K353

11/22/17
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K353 Continued From page 3 K 353
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:
Automatic sprinkler systems are continuously K353
maintained in reliable operating condition and are 1. An Audit form was developed to be
inspected and tested periodically. The property place in the Life Safety Manual recording
owner or designated representative shall correct the Monthly inspection of Gauges and
or repair deficiencies or impairments that are Valves of the Automatic Sprinkler system.
found during the inspection, test, and 2. The Facility was inspected for other
maintenance required by NFPA 25, Standard for gauges and valves associated with the
the Inspection, Testing and Maintenance of Automatic Sprinkler system to include
Water-based Fire Protection Systems. 19.7.6, them in the Monthly recording of the
4.6.12, NFPA 25, 13.2.7.1, 13.3.2.1.1 Gauge and Valve inspection.
3. The Monthly documentation will be
The facility failed to ensure the automatic submitted By the Maintenance Director to
sprinkler system was continuously maintained in the QA Committee for review.
a reliable operating condition as required by 4. The Monthly documentation of the
NFPA 25. Gauge and Valve Inspection will be
forwarded by the Maintenance Director to
Record review and interview with staff the QA committee for compliance review
determined the control valves and the gauges of monthly for 3 months then quarterly X 3.
the automatic sprinkler system had not been 5. Nov. 22, 2017
inspected monthly.
Failure to inspect, test and maintain the
automatic sprinkler system in accordance with
NFPA 25 increases the risk of death or injury due
to fire.
The deficiency affected the complete automatic
sprinkler system, which serves the entire facility.
K 712  Fire Drills K712 12/3117

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

Event ID: CGCN21

Facility ID: ND120 If continuation sheet Page 4 of 6




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

PRINTED: 03/20/2018
FORM APPROVED
OMB NO. 0938-0391

Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire
conditions. Fire drills are held at expected and
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. Where drills are
conducted between 9:00 PM and 6:00 AM, a
coded announcement may be used instead of
audible alarms.

19.7.1.4 through 19.7.1.7
This REQUIREMENT is not met as evidenced
by:

Fire drills in health care occupancies shall
include the transmission of a fire alarm signal
and simulation of emergency fire conditions.
Drills shall be conducted quarterly on each shift
to familiarize facility personnel with the signals
and emergency action required under varied
conditions. When drills are conducted between
9:00pm and 6:00am, a coded announcement
shall be permitted to be used instead of audible
alarms. Drills shall be held at expected and
unexpected times and under varying conditions
to simulate the unusual conditions that can occur
in an actual emergency. A written record of each
drill shall be completed by the person responsible
for conducting the drill and maintained in an
approved manner. 19.7.1, 19.7.1.4, 19.7.1.6,
19.7.1.7,4.7.4,4.7.6

Fire drill records review determined the last four
(4) fire drills for the PM shift occurred at 3:33 pm,
4:05 pm, 3:14 pm and 3:29 pm.

Fire drills are required to be conducted under
varied conditions. The condition of the time of the
day was not varied. Four (4) fire drills in the past
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1. Fire drills documentation was
modified to include the information that
drills need to be random on the shift and
no closer than 60 minutes from the timing
of the last drill for that shift.

2. All areas of the building could be
affected by the practice

3. The change of documentation forms
to identify the timing within a shift that
drills occur should not be closer than 60
minutes from previous drills.

4. The Maintenance Director will
document all fire drills with the date and
time of the drills and submit the
documentation to the QA committee
Monthly X 3 quarterly X 3 for compliance
review.

5. Dec. 31,2017
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year all occurred at times within 51 minutes of
each other in an 8 hour shift.
the risk of death or injury due to fire.

The deficiency affected four (4) of twelve (12)
drills in the past year.

Failure to conduct fire drills as required increases
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E 001
SS=F

Establishment of the Emergency Program (EP)
CFR(s): 483.73

The [facility, except for Transplant Center] must
comply with all applicable Federal, State and
local emergency preparedness requirements.
The [facility] must establish and maintain a
comprehensive emergency preparedness
program that meets the requirements of this
section.* The emergency preparedness program
must include, but not be limited to, the following
elements:

*[For hospitals at §482.15:] The hospital must
comply with all applicable Federal, State, and
local emergency preparedness requirements.
The hospital must develop and maintain a
comprehensive emergency preparedness
program that meets the requirements of this
section, utilizing an all-hazards approach.

*[For CAHs at §485.625:] The CAH must comply
with all applicable Federal, State, and local
emergency preparedness requirements. The
CAH must develop and maintain a
comprehensive emergency preparedness
program, utilizing an all-hazards approach.
This REQUIREMENT is not met as evidenced
by:

The facility must comply with all applicable
Federal, State and local Emergency
Preparedness requirements. The facility must
establish and maintain a comprehensive
Emergency Preparedness program that meets
the requirements of 483.73, Requirement for
Long-Term Care (LTC) Facilities.

Documentation review determined the facility
failed to establish and maintain a comprehensive

E 001 1/4/18

E001

1. The Emergency Preparedness Plan
(Plan) will be revised, completed, and put
in a format for easy review and use by
staff and reviewing agency.

2. All areas are affected by this
deficiency

3. The Plan will become part of the
ongoing Annual review by the facility QA
committee.
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Emergency Preparedness program.

Failure to establish and maintain a
comprehensive Emergency Preparedness

The deficiency affected the entire facility.

program increases the risk of injury and death.
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4. The Maintenance Director will submit
the finalized Plan for review, initially upon
completion, and quarterly X 3 to the
Facility QA committee for updates and

completeness.
5. January 4, 2018
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