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E 000 Initial Comments E 000
A recertification survey conducted on 05/09/2023
found Minot Health and Rehab, LLC in
compliance with the requirements of 483.73
Long-Term Care Facilities Emergency
Preparedness.
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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 two-story building of
Type 1l (000) construction. The building had no
basement. The building was protected by a
wet/dry automatic sprinkler system designed to
meet the requirements of NFPA 13, Standard for
Installation of Sprinkler Systems.

Note:

At the time of this survey no residents occupied

the lower level of the facility.
K 923 Gas Equipment - Cylinder and Container Storag K 923 5/17/23
SS=D CFR(s): NFPA 101

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet

Storage locations are designed, constructed, and
ventilated in accordance with 5.1.3.3.2 and
5.1.3.3.3.

>300 but <3,000 cubic feet

Storage locations are outdoors in an enclosure or
within an enclosed interior space of non- or
limited- combustible construction, with door (or
gates outdoors) that can be secured. Oxidizing
gases are not stored with flammables, and are
separated from combustibles by 20 feet (5 feet if
sprinklered) or enclosed in a cabinet of
noncombustible construction having a minimum
1/2 hr. fire protection rating.
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K923 Continued From page 1 K 923

Less than or equal to 300 cubic feet

In a single smoke compartment, individual
cylinders available for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required to be
stored in an enclosure. Cylinders must be
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."

Storage is planned so cylinders are used in order
of which they are received from the supplier.
Empty cylinders are segregated from full
cylinders. When facility employs cylinders with
integral pressure gauge, a threshold pressure
considered empty is established. Empty
cylinders are marked to avoid confusion.
Cylinders stored in the open are protected from
weather.

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 99)
This REQUIREMENT is not met as evidenced
by:

Medical gas storage and administration areas
shall be protected in accordance with NFPA 99,
Standards for Health Care Facilities. 19.3.2.4

Electrical devices should be physically protected,
such as by use of a protective barrier around the
electrical devices, or by location of the electrical
device such that it will avoid causing physical
damage to the cylinders or containers. For
example, the device could be located at or above
1.5m (5 ft) above finished floor or other location
that will not allow the possibility of the cylinders
or containers to come into contact with the
electrical device as required by this section.

1. Afull closing protective cover was
placed on the light switch in the oxygen
storage room on 5/11/2023.

2. Audits of the two oxygen rooms were
completed on 5/11/2023 by the Executive
Director to ensure electrical wall fixtures
meet NFPA guidelines.

3. The maintenance director or
designee will ensure electrical wall
fixtures in oxygen storage rooms have
protective covers or are five feet above
the floor per NFPA guidelines. The
Maintenance Director and the Executive
Director were educated on NFPA 99
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K923 Continued From page 2 K 923
NFPA 99, A.5.1.3.3.2(5) guidelines pertaining to electrical wall
fixtures in oxygen storage rooms on
The facility failed to ensure nonflammable 5/17/23.
medical gas equipment and systems were in 4. The Maintenance Director or
compliance with NFPA 99. In oxygen storage designee and the Executive Director will
rooms containing more than 300 cu. ft. of gas, all be responsible to ensure future
electrical wall fixtures must be physically compliance. Audits will occur monthly for
protected or located at least five (5) feet above 6 months and concerns will be discussed
the floor. with the quality assurance committee

when identified.
Observation determined the Oxygen Storage
Room contained over 300 cu. ft. of oxygen and
had a light switch that was unprotected and
installed less than five (5) feet above the floor.

This deficiency affected one (1) of one (1) oxygen
storage room in the facility.
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