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The facility has prepared and submitted Uil
K000 | INITIAL COMMENTS K 000 plan of correction because of the
requirements under state a:;d felderalflaw
- . issi aplano
This survey used the 2000 edition of NFPA 101, that ma.“da:e 51;?11:101?;;?: iz thf title 42
Life Safety Code, Chapter 19 Existing Health correctlonT(; p AR
Care Occupancies in compliance with 42 CFR programl, (LHEs: fasad
: orrection should in no way be considere
483.70(a). The findings that follow demonstrate £ :
i i ' or construed as an agreement with the
noncompliance with these standards. X A I
allegations of non-compliance sha .
o . s - . B H L) o 1 t
The facility was located in a one-story building of constitute this facﬂfty . C;.ee ?lt:ge allegation
Type V (000) construction with no basement. The of complla'nce. T .1; 3};2 IKO’)_; p—_—
building was protected throughout with a wet the following tags: . Kb ]4;1- sty
automatic sprinkler system designed to meet the K046, K054, K056 .
requirements of NFPA 13, Standard for the
Installation of Sprinkler Systems.
K017 | NFPA 101 LIFE SAFETY CODE STANDARD K017
SS=D _ The wall opening was used for the
Corridors are separated from use areas by walls portable AC units received by the
constructed with at least“/z' hour ﬁre‘r.eS|stance Emergency State Casche to help
rating. In sprinklered buildings, partitions are only REaT the fesulatony 71 1681
required to resist the passage of smoke. In L EUATOTY 7.
non-sprinklered buildings, walls properly extend degrees Fahrenheit required for the
above the ceiling. (Corridor walls may terminate facility. The units had been
at the underside of ceilings where specifically deactivated on 8/25/14 and loaded
per_;‘_nitted by Cdo_dg. Charting ar:jd Cl‘t?:rif:t;‘l stations, up in preparation for the trailer to
waiting areas, dining rooms, and activity spaces ; "
may be open to the corridor under certain be picked up. Tze 0: enlr;lg 2k 0ok
conditions specified in the Code. Gift shops may yet been covered when this survey
be separated from corridors by non-fire rated occurred. .
walls if the gift shop is fully sprinklered.) The opening will be covered with
19.36.1,19.3.6.2.1,19.36.5 sheet rock and dry wall material
and repainted. No other opening
of this type were opened in the
facility so no other areas are affected
Completed Date: 10/|11/14
This STANDARD is not met as evidenced by:
The facility failed to provide corridor walls that
TITLE (X6) DATE
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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 conti

program participation.
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K017 | Continued From page 1 K 017
were constructed to resist the passage of smoke.
Observation determined there was a 13" x 13"
opening in the west wing corridor wall between
Resident Room #14 and the west exit door.
Failure to provide corridor walls that resist the
passage of smoke increases the risk of death or
injury due to fire.
The deficiency affected one (1) of numerous
corridor walls in the facility.
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K027 The fire doors are inspected as well
S9<E Door openings in smoke barriers have at least a as other doors in the facility which
20-minute fire protection rating or are at least has been reported on the door audit
1%-inch thick solid bonded wood core. Non-rated done attached. This is done due to
protective plates that do not exceed 48 inches constant adjusting needed on the
from the bottom of the door are permitted. doors due to building shifting that
gorizontal sligin'g dpors corr;ply v.t/:th 7.2:1.171. occurs seasonally.
oors are self-closing or automatic closing in . .
accordance with 19.2.2.2.6. Swinging doors are TI?e Thera.py Rzom ':"e B.arnel;chc)ior
latching is not required.  19.3.7.5, 19.3.7.6, frame. The Fire door in Therapy will
19.3.7.7 be added to the Quarterly Fire Barrief
Audit as well which is also attached as
part of the corrective action to ensure
This STANDARD is not met as evidenced by: all the fire barrier doors in the facility
The facility faited to ensure doors located in are checked at least that often and nqt
smoke barrier walls resisted the passage of missed.
smoke. L
. Completed Dalte: 10/11/14
Observation determined the smoke barrier doors
located in the Physical Therapy Room would not
close into the door frame. These doors are
located in the smoke barrier.
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K 027 | Continued From page 2 K 027
Failure to maintain smoke barrier doors increases
the risk of death or injury duF to fire.
The deficiency affected two (2) of nine (9) smoke
compartments in the facility.
ngzg NFPA 101 LIFE SAFETY CODE STANDARD KO029| 41 West Leaf of Central Supply Door
One hour fire rated construction (with % hour from Back Hall Corridor to partitioned
fire-rated doors) or an approved automatic fire off Central Supply Room.
extinguishing system in accordance with 8.4.1 The West leaf of the double door is
and/or 19.3.5.4 protects hazard.ous areas. When kept closed with a pull type spring bar
})h[iigs?;o:sgda?r:grg?égsﬁﬁee:gggE;?Qéng;%Stem device that will release only if the chain
other spaces by smoke resisting partitions and 's] plf'”eian,d held down. There is no
doors. Doors are self-closing and non-rated or closing device on the west leaf due to
field-applied protective plates that do not exceed proximity conflicts with the Kitchen
48 inches from the bottom of the door are Dry Good Area Door. To rectify the
permitted.  19.3.2.1 issue, a self- closing device will be

installed on the Office Door because
! a partition between the office and
central supply rooms would obstruct

This STANDARD is not met as evidenced by: access to light fixture and heating/
The facility failed to separate hazardous areas cooling unit maintenance which is why
from other spaces with smoke resisting partitions it was removed.

and self-closing door assemblies.

The closing device will be placed on the
Environmental Services Office door and
1) The west leaf of the Central Supply Room monitored ensure the door closes and
corridor doors did not have a self-closing device. latches into the door frame. This door
will be added to the monthly audit tool
so that it will be looked at to ensure
the device is working properly and the

Observation determined:

2) The Kitchen Storage Room door did not have a
self-closing device.

Failure to separate hazardous areas from other door latches into the door frame.
spaces increases the risk of death or injury due to
fire. Completion Date: 10/11/14
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. door will not be opened and will
K029
. Continued From page 3 Al always stay closed. To ensure the
The deficiency affected two (2) of nine (9) fioor remains closeq and device is
hazardous areas in the facility. . in place, the door will be added to
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD K 046 the Quarterly Fire Barrier Audit
SS=F Sheet. Completion Date} 10/11/14
Emergency lighting of at least 124 hour duration is This room is considered a hazardous
provided in accordance with 7.9.  19.2.9.1. area due to the gas water heaters
contained within. Though the content
of this room have not changed in the
This STANDARD is not met as evidenced by: last 4 years, a self-closing door device
Afupctional test mus_t bq conducted on every is now required on the door and will
re?u:rce'd tfeomergqnpy "th';‘g:VStem :t 3:)-day | be installed. To ensure the self-closing
intervals for a minimum of 30 seconds. An annua .
test must be conducted for 1 1/2-hour duration. device closes th.e.doc?r c?mpletely to
Written records of testing must be kept by the the latched position it will be added
owner for inspection by the authority having to the Hazardous Areas Audit sheet
jurisdiction. which provides an Audit of all
Review of ds indicated the facilty failed t Hazardous Areas in the facility is done
eview of records indica e faci iled to
conduct monthly thirty (30) second tests on ﬁi;:::;ﬁ;ﬁi:j:; ;:r:tta‘:hed
emergency battery pack lights in November 2013, "
March 2014, and February 2014. Completion Datef 10/11/14
i i ighti ; Emergency Lighting will be removed
Failure to provide emergency lighting as required . )
increases the risk of death or injury due to fire. from the other Audit Forms and given
an Audit Sheet of its own. The Audit
The deficiency affected all emergency battery sheet will indicate that the Emergendy
back-up lights throughout the building. Lights will be audited monthly and
l;gsg NFPA 101 LIFE SAFETY CODE STANDARD K 054 annually as well as any issues that
All required smoke detectors, including those are found with them. The Emergency
activating door hold-open devices, are approved, Lighting Audit Form is attached.
maintained, inspected and tested in accordance The Maintenance Supervisor will
with the manufacturer's specifications. 9.6.1.3 then review the Audit Sheet Quarterly
to ensure the task is being done and
documentation is in place.

-

Completion DaFe: 10/11/1
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K 054 | Continued From page 4 K 054 . .
This STANDARD is not met as evidenced by: Documentation from testing
The facility failed to ensure smoke detectors contractor indicated that these
were maintained, inspected and tested in fixtures did react outside of the
accordance with the manufacturer's specified time but Maintenance
specifications. had not replaced them yet. Smoke
' , tector failing to react within
Record review indicated the smoke detectors in f: ei_c ::iﬁ ed tigm e will be replaced.
the corridor outside of East Wing Resident Room pec ices S et
#16 and in the corridor outside the Laundry Room The Environmental Services Superviso
failed when tested on 02/27/2014 and had not will review the testing and sensitivity
been replaced. report and track that repairs are done
. __ ] more timely to ensure reported issues
F ailure to mam}a:(n;rgok;det_et_:tors das req;_lmed are rectified timely. It will also be
ncreases fhe ns' eath or injury due to fire. explored regarding if the testing and
The deficiency affected two (2) of numerous sensitivity contractor can replace iters
smoke detectors in the facility. as they are found which will also
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 rectify this issue from happening agan?. .
SS=E Completion Date:{10/11/14
If there is an automatic sprinkler system, it is
installed in accordance with NFPA 13, Standard ; teld
for the Installation of Sprinkler Systems, to The contractor that mSt?llllid the : pcf:: 4
provide complete coverage for all portions of the boiler heating system will be conta
building. The system is properly maintained in to replace/ re-install the missing
accordance with NFPA 25, Standard for the sprinkler head. -
Inspection, Testing, and Maintenance of Date Completed:{10/11/14
Water-Based Fire Protection Systems. Itis fully . '
supervised. There is a reliable, adequate water .
supply for the system. Required sprinkler More guidance was fequeSted.bv .
systems are equipped with water flow and tamper the State regarding these two !tems . uf
switches, which are electrically connected to the has not been received by the time thns
building fire alarm system.  19.3.5 POC needed to be done. For both cited
issues #2 & #3; outdoor, seasonally
appropriate sprinkler heads will be
installed in both spaces cited.
This STANDARD s not met as evidenced by:
Automatic fire sprinkler systems must be Date Completed| 10/11/14
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K056 Co:;t::;l:’ed mer:age swith NFPA 13 KOS6|  For both cited issues #4 & #5, the
ins In accordance . sprinkler heads will be replaced so
The facility failed to install the automatic sprinkler tha_t the same type of sprinkler heads
system in accordance with NFPA 13 to provide (quick response or ordinary-
adequate coverage for all portions of the building. temperature-rated sprinkler heads)
) -~ will monitor and protect an
Observation determined: individual room or space.
1) The southwest corner of the Boiler Room An .o llajen:]ance l:egarc!ing. t.hat all
lacked adequate sprinkler coverage. sprinkler heads in an individual room
or space are the same type of
2) The combustible overhang greater than 4 feet sprinkler head will be added to the
outside of the northeast exterior door from the Sprinkler Head Audit Form.
Kitchen did not have sprinkler coverage. See attached form.
3) The combustible overhang greater than 4 feet
outside of the north exterior doors from the Boiler Date Completed: 10/11/1
Room did not have sprinkler coverage.
4) The West Wing Shower Room contained a
mixture of quick response and
ordinary-temperature-rated sprinklers.
5) The Central Supply Room contained a mixture
of quick response and ordinary-temperature-rated
sprinklers.
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 five (5) of numerous
areas in the facility.
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144
8S=F
Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA99. 3.4.4.1.
'ORM CMS-2567(02-99) Previous Versions Obsolete Event ID:CQGY21 Facility [D: ND144 If continuation sheet Page 6 of 8
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This STANDARD is not met as evidenced by:
The facility failed to ensure the emergency
generator was in compliance with NFPA 110,
Standard for Emergency and Standby Power

Systems.

1) All Level 1 and Level 2 installations of an
emergency generator shall have a remote manual
stop station of a type similar to a break-glass
station located outside the room housing the
prime mover, where so installed, or located
elsewhere on the premises where the prime
mover is located outside the building.

For Level 1 and Level 2 systems located
outdoors, the manual shutdown should be located
external to the weatherproof enclosure and
should be appropriately identified. NFPA 110,
Standard for Emergency and Standby Power
Systems. -

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

2) Record review determined the specific gravity
of the emergency generator battery was not
checked at seven (7) day intervals as required.

Failure to inspect and maintain the emergency
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. remote emergency stop switch has
K144 | Continued From page 6 K144 Are Beney > op

been ordered and WHCC is waiting for
the electrician to install the device
during the time of the Life Safety Survey.
The switch will be installed and an
outdoor appropriate case and signage
will be put up also.

The Switch will then be added to the
Monthly Generator Audit Sheet to be
tested to ensure operation of switch.

Date Completed:(10/11/14

To correct this issue, the Battery Specific
Gravity Test will be taken off the Monthly
Generator Checklist and put on the
Weekly Generator Checklist. See the
Generator Checklist (Monthly) and the
Generator Checklist (Weekly) audit she Lts
attached.
The audit sheet will be reviewed by the
supervisor on a monthly basis to ensurg
that the task and documentation is in
place for the first 2 months then annually
of there are no issues with the
documentation.

i

Date Complet;d: 10/11/14
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K 144 | Continued From page 7 K 144

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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