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K000 | 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 1l (000) construction that was protected by a
wet automatic sprinkler system designed to meet
the requirements of the 1999 edition of NFPA 13,
Standard for the Installation of Sprinkler Systems.
K018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
SS=D
Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There is
no impediment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted. 19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

Thi,q?TANDARD is /Djt met as evidenced by:
ol V4
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Any deﬁciepcﬁ s’tatem;’tg:?g/wilh an asterisk (*) derlotes a deficiency which the institution may be excuse\Nrom correcting providing it is detgﬁnined tﬁat

other saﬁeg‘uards provide icient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survéy 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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K 018 | Continued From page 1 K018 1.
The facility failed to ensure the corridor doors K 018 Door to Resident Room
latched into their frames and resisted the #15 will be trimmed to assure thaf
passage of smoke. it latches properly.
2.
Observation determined the door to Patient Rcom All latching doors have this
#15 failed to latch into the frame. potential problem.
3.

Failure to ensure corridor doors latch properly

increases the risk of death or injury due to fire. Visual inspection of each door as

it latches will be added to the

The deficiency affected one (1) of numerous monthly inspection checklist.
corridor doors in the facility. 4.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029 Maintenance will complete their
SS=E monthly inspection and forward

One hour fire rated construction (with % hour the results to the QA committee

fire-rated doors) or an approved automatic fire monthly for the first three months

extinguishing system in accordance with 8.4.1

and/or 19.3.5.4 protects hazardous areas. When ?:;a?::e?ﬁr;ergafor the

the approved automatic fire extinguishing system year.

option is used, the areas are separated from

other spaces by smoke resisting partitions and 10/20/14

doors. Doors are self-closing and non-rated or

field-applied protective plates that do not exceed 1.

48 inches from the bottom of the door are K 029 A self-closing device will

permitted.  18.3.2.1 be attached to the door to the
Northeast Wing Linen Room. A
metal cover plate will be attached
to the east door of the Boiler

This STANDARD is not met as evidenced by: Room.

The facility failed to separate hazardous areas 2. . .

from other spaces with smoke resisting partitions All doors with a combustible

and self-closing door assembilies. load have the potential to be

affected.
Observation determined:

1) The door to the Northeast Wing Linen Room
(exceeding fifty (50) sq feet with a combustible
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K029 Continued From page 2 K 029 3.
load) did not have a self-closing device. The monthly inspection checklist
will be changed to include
2) The east door to the Boiler Room had a hole monitoring of combustibles.
from a door knob that had been removed. When combustibles are
. « h discovered, the maintenance
Failure to separattihha;a'r(dofljg art?\a:r ir?'T OLL?; o personnel will note it on the
?‘?ea ces Increases the risk ot dea jury checklist and take precautions to
) secure the area.
The deficiency affected two (2) of ten (10) 4. ) ) )
hazardous areas in the facility. Malntenapce wa complete their
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052 monthly inspection and report |
SS=F their results to the QA Committe¢
A fire alarm system required for life safety is on a monthly basis, for the first
installed, tested, and maintained in accordance three months. They will continug
with NFPA 70 National Electrical Code and NFPA to monitor this and report
e Bk guaraly o the QA Commitcs
requirements of NFPA70 and 72.  9.6.1.4 for the remainder of a year.
10/20/14
1.
K 052 Load Voltage tests will b¢
increased to twice per year.
2.
The entire property is served by
this equipment.
3.
This STANDARD is not met as evidenced by: M‘.’nﬂlﬂﬁ Dt‘ll]nes w!ll be u;)lc}a:;l
The facility failed to test the fire alarm system as to include the semi-annual lo:
required. voltage tests. The monthly
inspection checklist will have this
Review of fire alarm system test records item added.
indicated the semiannual load voltage tests of the
sealed lead acid batteries were not performed as
required by NFPA 72, National Fire Alarm Code.
Load voltage tests were conducted annually with
the last test performed on 12/04/2013.
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K 052 | Continued From page 3 K 052 4.
Maintenance will complete their
Failure to test and maintain the fire alarm system monthly inspection and forward
as required increases the risk of death or injury the results to the QA committee
due to fire. monthly for the first three monthsg
) and then quarterly for the
The deficiency affected one (1) of two (2) remainder of a year.
required load voltage tests of the batteries in the 10/27/14
last year. The fire alarm system serves the entire
facility.
Ref: 2000 NFPA 101 Section 19.3.4.1, 9.6.1.4;
| 1999 NFPA 72 table 7-3.2 item 6.d.3.
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD K 069
SS=D 1.
Cooking facilities are protected in accordance K 069 Grease filters will be
with9.2.3. 19.3.2.6, NFPA96 removed, cleaned and reinstalled
properly. This will ensure proper;
This STANDARD is not met as evidenced by: 2 ; £e.
The facility failed to properly install grease filters 2 . %
in the exhaust hood in the Kitchen. ”/hls belpg the only exhaust hood i
the facility, there are no other
Observation determined that the grease filters in arcas that may be affected.
the exhaust hood over the cooking equipment in 3.
the Kitchen were installed horizontally with the The monthly inspection checklist
grease openings located at the sides of the filters will be updated and include a
instead of the vertical orientation to allow grease question about the proper
to drain into the existing drip tray below the filters. installation of grease filters in the
Failure to properly install grease filters increases 4 exhaust hood.
the risk of death or injury due to fire. . ) ) .
Maintenance will complete their,
The deficiency affected one (1) of one (1) monthly inspection and forward
exhaust hood in the facility. the results to the QA committee
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K076 monthly for the first three
§S=D months, then quarterly for the
Medical gas storage and administration areas are remainder of a year. yoyey / /4
protected in accordance with NFPA 99, Standards
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K076 | Continued From page 4 K076 1
for Health Care Facilities. :
K 076 Combustible materials
(a) Oxygen storage locations of greater than will be moved to an area that is
3,000 cu.ft. are enclosed by a one-hour more than five feet from stored
separation. oxygen cylinders. A self-closing
and latching device will be
(b) Locations for supply systems of greater than attached to the door to the oxygen
3,%0101cg.ft1 grg ;e4nted to the outside. NFPA 99 storage room. Electical fixtures
e IEOS will be moved to a level of five
feet or higher.
2.
This is the only room where
oxygen is stored in the facility.
This STANDARD is not met as evidenced by: Therefore, no other area can be
The facility failed to ensure nonflammable affected.
medical gas equipment and systems were in 3.
compliance with NFPA 99. The monthly inspection checklist
. L will be changed to include
Observation determined: monitoring of combustibles in th
1) Combustible materials including tubing, masks, oxygen storage room. When
and shelving were stored closer than five (5) feet combustlbles are dlscover'ed, the
from the oxygen cylinders in the Oxygen Storage maintenance personnel will note
Room. it on the checklist and take
precautions to secure the area.
2) The Oxygen Stor_age Room coptained . 4.
thirty-three (33) E size oxygen cylinders but did Maintenance will complete their
not have self closing and latching fire rated doors monthly inspection and report
and had electrical wall fixtures installed less than thei Its to the QA Committed
five (5) feet above the floor. This number of cir resu thsl b ¢ tor the fi
cylinders exceeds 300 cu. ft. and requires on a monthly basis, for the first
additional protection to the storage room. three months. They will continue
to monitor this and report
This deficiency affected one (1) of two (2) smoke quarterly to the QA Committee
compartments in the facility. - for the remainder of a year.
11/03/14
Ref: 2000 NFPA 101 Section 19.3.2.4; 1999
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K076 | Continued From page 5 K 076 L.
NFPA 99 Section 16-3.8.1, 8-3.1.11.2(c)2, K 144 A remote manual stop
8-3.1.11.2(f), 4-3.1.1.2(a)11c, 4-3.1.1.2.(a)11d station will be attached to the
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144 emergency generator. The
SS=F specific gravity of the emergency
Generators are inspected weekly and exercised generator battery will be tested at
under load for 30 minutes per month in seven day intervals.
accordance with NFPA99. 3.4.4.1. 2.
There are no other portions of the
facility that are affected, as this i
the only emergency generator.
3.
The monthly inspection checklist
will be changed to include
monitoring of specific gravity
tests on the batteries of the
This STANDARD is not met as evidenced by: generator.
The facility failed to ensure the emergency 4,
generator was in compliance with NFPA 110, Maintenance will complete their
gtas?g:‘rg for Emergency and Standby Power monthly inspection and report
4 ) their results to the QA Committeg
1) All Level 1 and Level 2 installations of an on a monthly basis, fonj the ﬁr§t
emergency generator shall have a remote manual three months. They will continug
stop station of a type similar to a break-glass to monitor this and report
station located outside the room housing the quarterly to the QA Committee
prime mover, where so installed, or located for the remainder of a year.
elsewhere on the premises where the prime 10/20/14
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
shouid be appropriately identified. NFPA 110.
Observation determined there was no remote
stop switch for the generator located outside of
the generator room.
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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
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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