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Means of Egress - General
Aisles, passageways, corridors, exit discharges,
exit locations, and accesses are in accordance
with Chapter 7, and the means of egress is
continuously maintained free of all obstructions to
full use in case of emergency, unless modified by
18/19.2.2 through 18/19.2.11.
18.2.1,19.2.1,7.1.10.1
This STANDARD is not met as evidenced by:
The facility failed to ensure exit access was
readily accessible at all times.

During its swing, any door in a means of egress
shall leave not less than one-half of the required
width of an aisle, corridor, passageway, or
landing unobstructed and shall not project more
than 7 inches into the required width of an aisle,
corridor, passageway, or landing, when fully
open. 7.2.1.4.31
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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 protected with a
wet/dry automatic sprinkler system designed to
meet the requirements of NFPA 13, Standard for
the Installation of Sprinkler Systems.

K211 NFPA 101 Means of Egress - General K211 712117

STATEMENT OF DEFICIENCIES AND

PLAN OF CORRECTION  (X1)
PROVIDER/SUPPLIER/CUA
IDENTIFICATION NUMBER:

355040 (X2) MULTIPLE
CONSTRUCTION

A BUILDING 01 - MAIN BUILDING 01
B WING___ (X3) DATE SURVEY

COMPLETED
Observation determined the corridor door to the
Resident Restroom in the D Wing opened
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 06/15/2017

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 continued

program participation.
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or injury due to fire.

the facility.

than 7 inches from the wall when fully opened.
Failure to ensure exit access was readily

available at all times increases the risk of death

This deficiency affected one (1) of numerous
corridor doors in the means of egress throughout
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outward into the exit corridor and extended more 06/06/2017
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K211 SS=D
INITIAL COMMENTS

This survey used the 2012 edition of
NFPA 101, Life Safety Code, Chapter
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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
protected with a wet/dry automatic
sprinkler system designed to meet the
requirements of NFPA 13, Standard for
the Installation of Sprinkler Systems.
NFPA 101 Means of Egress - General
Means of Egress - General

Aisles, passageways, corridors, exit
discharges,

exit locations, and accesses are in
accordance with Chapter 7, and the
means of egress is continuously
maintained free of all obstructions

to full use in case of emergency, unless
modified by 18/19.2.2 through 18/19.2.11.
18.2.1,19.2.1,7.1.10.1

This STANDARD is not met as evidenced
by:

The facility failed to ensure exit access
was readily accessible at all times.

During its swing, any door in a means of
egress shall leave not less than one-half
of the required width of an aisle, corridor,
passageway, or landing unobstructed and
shall not project more than 7 inches into
the required width of an aisle, corridor,
passageway, or landing, when fully open.
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KOOO
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1. The corrective action will be
accomplished by installing extended
hinges to allow the door to open at the
proper clear width.

2. There are no other portions having
the potential to be affected by this
practice because all other doors have
already been corrected.

3. The measure that will be put in place
includes purchasing hinge extensions and
hardware to correct the corridor clear
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Spinkler System - Installation
2012 EXISTING
Nursing homes, and hospitals where required by
construction type, are protected throughout by an
approved automatic sprinkler system in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems.
In Type | and Il construction, alternative
protection measures are permitted to be
substituted for sprinkler protection in specific
areas where state or local regulations prohibit
sprinklers.
In hospitals, sprinklers are not required in clothes
closets of patient sleeping rooms where the area
of the closet does not exceed 6 square feet and
sprinkler coverage covers the closet footprint as
required by NFPA 13, Standard for Installation of
Sprinkler Systems.
19.3.5.1,19.3.5.2, 19.3.5.3, 19.3.5.4, 19.3.5.5,
19.4.2,19.3.5.10, 9.7, 9.7.1.1(1)
This STANDARD is not met as evidenced by:
Buildings containing nursing homes shall be
protected throughout by an approved, supervised
automatic sprinkler system. 19.3.5.1, 9.7.1.1(1)

The facility failed to install the automatic sprinkler
system in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems to
provide adequate coverage for all portions of the
building.
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width issue.
4. The facility will monitor this door x 1
after construction repairs are completed.
See attachment # 1.
5. Corrective action will be completed by
July 21, 2017.
K 351 NFPA 101 Sprinkler System - Installation K 351 712117

1. The corrective action will be
accomplished by replacing current
sprinklers with high temperature
sprinklers in the following locations: 2-
maintenance office; 2 service wing supply
room; 1 Meadowlark Lane tub room;
3-D-wing tub room; and 1- sprinkler riser
room. Will also replace current sprinklers
with intermediate temperature rated
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Sprinklers in the high-temperature zone shall be
of the high-temperature classification, and
sprinklers in the intermediate-temperature zone
shall be of the intermediate-temperature
classification. NFPA 13 8.3.2, 8.3.2.5(1), Table
8.3.2.5(a)(2)

1) Observation determined two (2) sprinklers in
the Maintenance Office, two (2) sprinklers in the
Service Wing Supply Room, one (1) sprinkler in
the Meadowlark Lane Tub Room, three (3)
sprinklers in the D Wing Tub Room and one (1)
sprinkler in the Sprinkler Riser Room installed
within 7 ft. of horizontal discharge unit heaters
were not high-temperature-rated. NFPA 13
requires high-temperature-rated sprinklers within
a 7 ft. radius cylinder extending 7 ft. above and 2
ft. below horizontal discharge unit heaters.

2) Observation determined two (2) sprinklers in
the Maintenance Office, two (2) sprinklers in the
Service Wing Supply Room and one (1) sprinkler
in the Sprinkler Riser Room installed between 7
ft. and 20 ft. on the discharge side of horizontal
discharge unit heaters were not
intermediate-temperature-rated. NFPA 13
requires intermediate-temperature-rated
sprinklers within a 7 ft. to 20 ft. radius pie-shaped
cylinder extending 7 ft. above and 2 ft. below
horizontal discharge heaters; also a 7 ft. radius
cylinder more than 7 ft. above horizontal
discharge unit heaters.

Failure to install and maintain the automatic
sprinkler system in accordance with NFPA 13
increases the risk of injury and death due to fire.
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sprinklers in the following locations: 2-
maintenance office; 4-service wing supply
room; and 1- sprinkler riser room.

2. The facility identified other portions of
the facility having the potential to be
affected by the same practice by doing a
QA on all sprinkler locations. Two more
sprinklers were found by maintenance
supervisor.

3. The measure that will be put in place
is to have NOVA Fire Protection, Inc.
remove old sprinklers and replace with
new properly rated sprinklers.

4. Maintenance supervisor will monitor
all other sprinkler locations to ensure
proper rated sprinklers are in place by
completing a 1 time QA. See attachment
#1.

5. Corrective action will be completed by
July 21, 2017.
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The deficiency affected fourteen (14) of
numerous sprinklers in the facility. The automatic
sprinkler system serves the entire facility.
[ 1..21- 11
K 353 NFPA 101 Sprinkler System - Maintenance and K 353 712117

ss=F Testing

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system last checked

b) Who provided system test

¢) Water system supply source

Provide in REMARKS information on coverage
for any non-required or partial automatic sprinkler
system.

9.7.5,9.7.7,9.7.8, and NFPA 25

This STANDARD is not met as evidenced by:
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Automatic sprinkler systems are continuously K353

maintained in reliable operating condition and are
inspected and tested periodically. The property
owner or designated representative shall correct
or repair deficiencies or impairments that are
found during the inspection, test, and
maintenance required by NFPA 25, Standard for
the Inspection, Testing and Maintenance of
Water-based Fire Protection Systems. 19.7.6,
4.6.12, NFPA 25

A main drain test shall be conducted annually at
each water-based fire protection system riser to
determine whether there has been a change in
the condition of the water supply piping and
control valves. In systems where the sole water
supply is through a backflow preventer and/or
pressure reducing valves, the main drain test of
at least one system downstream of the device
shall be conducted on a quarterly basis. NFPA
25,13.2.5,13.2.5.1

The facility failed to ensure the automatic
sprinkler system was continuously maintained in
a reliable operating condition as required by
NFPA 25.

Record review determined quarterly main drain
tests of the automatic sprinkler system were not
completed as required. Records did not indicate
main drain tests were conducted during the
fourth quarter of 2016.

The main drain test is conducted in the following
manner:

1) Record the pressure indicated by the supply
water gauge.

2) Close the alarm control valve on alarm valves.

1. The corrective action will be
accomplished by ensuring our sprinkler
service company (NOVA) completes the
mam drain test on a quarterly basis by
using an extension hose during inclimate
weather.

2. No other portions of the facility will be
affected by this practice due to the testing
being required in inclimate weather.

3. Maintenance supervisor informed
sprinkler service company that an
extension hose must be used during
inclimate weather to complete main drain
test.

4. The maintenance supervisor or
designated person will monitor sprinkler
service company quarterly to ensure
proper main drain testing
completed properly. See attachment
#2.

5. Corrective action will be completed by
July 21, 2017.
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K353 Continued From page 8

3) Fully open the main drain valve.

4) After the flow has stabilized, record the
residual (flowing) pressure indicated by the water
supply gauge.

5) Close the main drain valve slowly.

6) Record the time taken for the supply water
pressure to return to the original static
(nonflowing) pressure.

7) Open the alarm control valve.

Failure to inspect, test and maintain the
automatic sprinkler system in accordance with
NFPA 25 increases the risk of death or injury due
to fire.

The deficiency affected the complete automatic

sprinkler system, which serves the entire facility.
K 918 NFPA 101 Electrical Systems - Essential Electric
SS=F Syste

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source
and associated equipment is capable of
supplying service within 10 seconds. If the
10-second criterion is not met during the monthly
test, a process shall be provided to annually
confirm this capability for the life safety and
critical branches. Maintenance and testing of the
generator and transfer switches are performed in
accordance with NFPA 110.

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by

K 353

K918

712117
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competent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked and readily identifiable.
Minimizing the possibility of damage of the
emergency power source is a design
consideration for new installations.
6.4.4,6.5.4,6.6.4 (NFPA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This STANDARD is not met as evidenced by:
Generator sets shall be tested 12 times a year,
with testing intervals of not less than 20 days nor

more than 40 days. Generator sets serving
essential electrical systems shall be tested in
accordance with NFPA 110, Standard for
Emergency and Standby Power Systems.
EPSSs, including all appurtenant components,
shall be inspected weekly and exercised under
load at least monthly. Diesel generator sets in
service shall be exercised at least once monthly,
for a minimum of 30 minutes, using one of the
following methods:

(1) Loading that maintains the minimum exhaust
gas temperatures as recommended by the
manufacturer.

(2) Under operating temperature conditions and
at not less than 30 percent of the EPS nameplate
kW rating.

Diesel-powered EPS installations that do not

K918

1. The corrective action will be
accomplished by exercising the generator
monthly for 30 minutes at not less than
30% of the EPS nameplate kw rating.

2. The whole facility has the potential to
be affected by this.

3. The measure that will be put into
place includes a monthly load test and
QA.

4. The maintenance supervisor or
designated person will complete monthly
load test and QA making sure the
generator performs at no less than 30%
of the EPS nameplate kw rating for 30
minutes. See attachment #3.

5. The corrective action will be
completed by July 21, 2017.
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meet the requirements shall be exercised
monthly with the available EPSS load and shall
be exercised annually with supplemental loads at
not less than 50 percent of the EPS nameplate
kW rating for 30 continuous minutes and at not
less than 75 percent of the EPS nameplate kW
rating for 1 continuous hour for a total test
duration of not less than 1.5 continuous hours.
NFPA 99 6.4.4.1.1.4, NFPA110 8.4.1, 8.4.2,
8.4.2.3

The facility failed to ensure the emergency
generator was in compliance with NFPA 99 and
NFPA 110.

Review of generator test records did not indicate
that the minimum exhaust temperature provided
by the manufacturer was achieved and that the
monthly exercise of the diesel generator loaded
the generator to at least 30 percent (90 kW) of
the nameplate rating. The nameplate rating of the
generator was 300 kW.

The facility did not perform annual supplemental
load exercises as required when diesel
generators are not loaded to 30 percent of
nameplate rating or manufacturer's
recommended temperature during the required
monthly exercises.

Failure to inspect and maintain emergency
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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