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E 000 Initial Comments E 000
A recertification survey conducted on March 16,
2021 found Western Horizons Care Center in
compliance with the requirements of 483.73 Long
Term Care Emergency Preparedness.
K 000 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 with no basement. The

building was protected throughout with a wet

automatic sprinkler system designed to meet the

requirements of NFPA 13, Standard for the

Installation of Sprinkler Systems.
K 324 Cooking Facilities K 324 4/22/21
SS=D CFR(s): NFPA 101

Cooking Facilities

Cooking equipment is protected in accordance
with NFPA 96, Standard for Ventilation Control
and Fire Protection of Commercial Cooking
Operations, unless:

* residential cooking equipment (i.e., small
appliances such as microwaves, hot plates,
toasters) are used for food warming or limited
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply
with the conditions under 18.3.2.5.3, 19.3.2.5.3,

or
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* cooking facilities in smoke compartments with
30 or fewer patients comply with conditions under
18.3.2.5.4, 19.3.2.54.

Cooking facilities protected according to NFPA 96
per 9.2.3 are not required to be enclosed as
hazardous areas, but shall not be open to the
corridor.

18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through
19.3.2.5.5,9.2.3, TIA12-2

This REQUIREMENT is not met as evidenced
by:

The facility failed to install cooking equipment in
accordance with NFPA 96, Standard for
Ventilation Control and Fire Protection of
Commercial Cooking Operations.

A readily accessible means for manual activation
shall be located between 1067 mm and 1219 mm
(42 in. and 48 in.) above the floor, be accessible
in the event of a fire, be located in a path of
egress, and clearly identify the hazard protected.
19.3.2.5.1,9.2.3, NFPA 96 10.5.1.

Observation determined the manual actuation
device for the fire-extinguishing system serving
the Kitchen exhaust hood was mounted at a
height of more than forty-eight (48) inches above
the floor. The manual pull was 56 inches above
the floor.

Failure to inspect, maintain, and install the wet
chemical extinguishing system in accordance
with NFPA 96 increases the risk of injury or death
due to fire.
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1. The manual actuation device for the
fire extinguishing system serving the
kitchen exhaust hook will be mounted at a
height of 42-48 inches above the floor.

2. No other residents have the potential to
be affected since there are no other
kitchen exhaust hoods in the facility.

3. WHCC has contracted Fire Pro to
schedule a date to change the existing
system to lower the exhaust hood to be
mounted at a height of 42-48 inches
above the floor.

4. The exhaust hood will be monitored on
a monthly basis as part of the monthly
extinguisher check by maintenance. The
results of the audits will be presented at
the monthly board meeting, monthly QAPI
meeting, and the quarterly QA meeting by
the QA Nurse.
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5. The date of correction will be by April
This deficiency affected one (1) of one (1) wet 22, 2021.

chemical extinguishing system in the facility.
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