PRINTED: 10/15/2024

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
355082 B. WING 09/17/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

501 19TH ST NE

SMP HEALTH - AVE MARIA JAMESTOWN, ND 58401

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
E 000 Initial Comments E 000

A recertification survey conducted on 09/17/2024
found SMP Health - Ave Maria in compliance with
the requirements of 483.73 Long-Term Care
Facilities Emergency Preparedness.
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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 a partial
basement. An addition of Type Il (000)
construction was attached to the south end of the
Service Wing in 2014. The building was equipped
with a wet automatic sprinkler system designed
to meet the requirements of NFPA 13, Standard
for the Installation of Sprinkler Systems.

An assisted living complex was attached to the

west side of the nursing facility and was

separated by an occupancy separation wall

having a two-hour fire resistance rating.
K 324 Cooking Facilities K 324 9/19/24
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
19.3.2.56.5,9.2.3, TIA12-2

This REQUIREMENT is not met as evidenced
by:

Commercial cooking equipment shall be in
accordance with NFPA 96, Standard for
Ventilation Control and Fire Protection of
Commercial Cooking Operations. Maintenance of
the fire-extinguishing systems and listed exhaust
hoods containing a constant or fire-activated
water system that is listed to extinguish a fire in
the grease removal devices, hood exhaust
plenums, and exhaust ducts shall be made by
properly trained, qualified, and certified person(s)
acceptable to the authority having jurisdiction at
least every 6 months. 19.3.2.5.1, 9.2.3, NFPA 96
11.2.1.

The facility failed to test and service the
fire-extinguishing system serving the Kitchen
exhaust hood in accordance with NFPA 96.

Record review determined the fire-extinguishing
system serving the Kitchen exhaust hood was
last inspected and serviced on 01/03/2023 by an
outside company, exceeding the required 6
months testing requirement.
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1. The CEO contacted Summit Fire
Protection the same day as the Life
Safety Code survey on 9/17/2024 and an
inspection of our ansul system was
scheduled for 9/19/2024.

2. This is the only situation of its kind in
the facility as there is only one range
hood.

3. One systematic change is that the CEO
and Maintenance Director have
scheduled automatic calendar reminders
for every six months in their electronic
calendars to ensure that the vendor
follows through. The vendor, Summit Fire
Protection, has also reassured the CEO
and Maintenance Director that they have
an automatic work order system that
prompts them when services are due.

4. The CEO and Maintenance Director
will monitor to ensure the contracted
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Failure to inspect and service the
fire-extinguishing system for the Kitchen exhaust
hood at required intervals increases the risk of
injury or death due to fire.

This deficiency affected one (1) of two (2)
required inspections of the Kitchen exhaust hood
fire-extinguishing system in the past year.
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vendor, Summit Fire Protection, follows
through with bi-annual service of the
ansul system.

5. Summit Fire Protection arrived on
9/19/2024 and completed the required
bi-annual inspection of the ansul system.
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