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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 one-story building of
Type Il (000) construction with a wet automatic
sprinkler system designed to meet the
requirements of NFPA 13, Standard for the ‘
Installation of Sprinkler Systems.

The nursing facility was comprised of two
separate additions (Units A and B) with a ‘
connecting corridor. Unit A was constructed in ‘
1973 and Unit B was constructed in 1978. The St. |
Aloisius Hospital was attached to the nursing
facility with two-hour fire-rated barriers at the west |
and south side of Unit A and at the north side of
Unit B. An independent living unit was attached to
the nursing facility at the east end of Unit B (C
Wing). There was a two-hour fire-rated barrier
between the nursing facility and the independent
living apartments. The partial basement of UnitB |
| was separated from the main floor with a ‘
two-hour floor/ceiling assembly and two-hour
rated vertical shafts.

Unit A was undergoing a remodeling project at
the time of this survey. A two-hour fire-rated |
barrier separated the remodeling area from the ‘
rest of the building. Residents from Unit A were
placed in the north and west wings on the second
floor of the hospital. The hospital second floor

| was part of this survey. ! ‘
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Any deficiency statement ending with ﬁésterisk *) dfotes a deficiency which the institution may be excuéed from correcting providing it is determined that
other safeguards provide sufficient profection to the pétients. (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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Fire drills are 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
alarms. 19.7.1.2

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) Second shift during the first quarter of 2013.
2) Third shift during the second quarter of 2013.
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Note:
Heat detectors, which only initiate an alarm and
have no extinguishing function, are redundant
devices when used in conjunction with sprinklers.
In areas protected by automatic sprinklers, heat
detectors may be omitted. 9.7.1.3. It is
recommended that the facility give consideration
to replacing existing heat detectors with smoke
detectors in most locations. Facility staff indicated
the heat detectors will be removed during the
remodeling project and replaced with smoke
detectors.
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050
SS=E 1. Follow prepared schedule for

fire drills.

2. The entire facility is affected at
the same time.

3. The Director of Plant
Operations will receive the
monthly drill report to assure
that the drills are done in a
timely manner.

4. Monitor: The Risk
Management and Safety
Committee meets the third
Thursday of each month. The
report will be signed and
reviewed by the committee.
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