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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
i Care Occupancies in compliance with 42 CFR
483.70(a). The findings that follow demonstrate
noncompliance with these standards.
The facility was located in 3 one-story building of
Type V (000) construction. The building had a
crawl space beneath. The building and crawi K050 Fire drills will be held at
ace were protected by a d automatic fire od 4 :
2§rin§s; sys‘z;?'n ggs?gn);d ton{:omp!y with the ﬁggﬁgg;:;da?ﬁz:twf:;;?;yggem‘ shift
requirements of NEPA 13, Standard for the Beeinning 1 0-01-1% all drills will by T
Instafiation of Sprinkler Systems. e c%) de dgan dlo ed’ d submi t: 9 € y
« 050 | NFPA 101 LIFE SAFETY CODE STANDARD K os0| recore gged and submitted to QA
B Committee quarterly.

‘alarms,  19.7.1.2

Fire drills aro 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

This STANDARD is not met as evidenced by.
The facility failed to conduct quarterly fire drills
on each shift.

Record review showed that fire drills were not
conducted on the following shifts:

1) Third shift during the fourth quarter of 2012
2) First and third shift during the first quarter of

Responsibility: Administrator and
Maintenance Supervisor.
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deflciencies are cited, an approved plan
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of uatrection is requisite to continued
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K 050 | Continued From page 1 K 050
2013.
3) First shift during the second quarter of 2013
K 051 { NFPA 101 LIFE SAFETY CODE STAN DARD K 081
§S=F

A fire alarm system with approved components,
devices or equipment is installed according to
NFPA 72, National Fire Alarm Code, {0 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. Efectronic or written records of
tests are available. A reliable second source of

K051 A mechanical locking device has
been installed on the fire alarm efectrical
circuit breaker makiog it accessible only
to authorized persounel.

Responsible: Maintenance Supervisor and; &
Admiinistrator. 1de-0

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
gygtem to an approved central station.  19.3.4,

This STANDARD s not met as evidenced by.
The facility failed to ensure the fire alarm system
was in compliance with NFPA 72.

Fire ;iiarm connections to the light and power
service ngeed to be on a dedicated branch circuit,
The circuit and connections need to be
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K 051 | Continued From page 2 K 051
mechanically protected. Circuit disconnection K 62~ ( I-I
means must have a red marking, be accessible

}052 To ensure the automatic sprinkler
system is continuously maintained in
reliable operating condition, this facili

only to authorized personnel, and be identified as
Fire Alarm Circuit Control.

Observation showed tha facility failed to provide a will conduct quarterly tests and
mechanical locking device on the fire alarm maintenance of the sprinkler system. a
alectrical circuit breaker, The electrical panel documentation on logs will be maintain
containing the fire alarm clrcuit is located at the and submitted to the QA conunittee.
nurse station.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062| Responsible: Maintenance Supervisor ||
ss<F and Administrator. o~ 0{43

Required automatic sprinkler systems are
continuously maintained in rellable operating
condition and are inspected and tested
periodically.  19.7.8, 4.6,12, NFPA 13, NFPA
25,975

This STANDARD is not met as evidenced by:
The facility failed to ensure the autornatic
sprinkler system was continuously maintained in
a reliable operating condition as required by
NEPA 25, Standard for the Inspection, Testing
and Maintenance of Water-based Fire Protection
Systems.

.| Sprinkler record review determined the facility
failed to conduct quarterly tests and maintenance
of the sprinkler system. Records indicated
guarterly tests were not completed from August
2012 to August 2013.
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