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This survey used the 2000 edition of NFPA101, MAR - 4 2013

Life Safety Code, Chapter 19 Existing Health ’

Care Occupancies, in compliance with 42 CFR DIVISION OF LIFE SAFET

i ETY
483.70(a). The findings that follow demonstrate AND CONSTRUCTION )

noncompliance with these requirements.

Type Il (000) construction with a wet/dry

The facility was located in a two-story building of ‘
automatic sprinkler system designed to meet the i

requirements of NFPA 13, Standard for K 025
Installation of Sprinkler Systems. .
K 025| NFPA 101 LIFE SAFETY CODE STANDARD K 025| Manor Care Health Services
SS=E immediately repaired the spaces
Smoke barriers are constructed to provide at around the Data Cables.
least a one half hour fire resistance rating in 2-14-13
accordance with 8.3. Smoke barriers may Manor Care Health Services checked

terminate at an atrium wall. Windows are

protected by fire-rated glazing or by wired glass all smoke barriers for penetrations.

panels and steel frames. A minimum of two None were found.
separate compartments are provided on each
floor. Dampers are not required in duct Checks of the smoke barriers will be

penetrations of smoke barriers in fully ducted d leti £ Kk
heating, ventilating, and air conditioning systems. one. 1.1p0n any comp e, 10n 01 Wor
19.3.7.3,19.3.7.5, 19.1.6.3, 19.1.6.4 requiring any penetrations to the

smoke barriers or work around the
smoke barriers to ensure that new
penetrations or damage to the smoke

This STANDARD is not met as evidenced by: barriers is repaired.

The facility failed to ensure smoke barriers were
maintained to provide at least a half-hour fire QAA monitor will be done on smoke

resistance rating. barrier penetrations every 6 months.

Observation determined one (1) of four (4) smoke
barriers had less than a half-hour fire resistance \
rating. Spaces around data cables through the |
wall above the second floor east smoke doors 3
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K 025 | Continued From page 1 . K025 |
were not sealed with fire rated materials. The ‘ |
unsealed spaces were sealed with fire caulk prior | K 062
to the exit conference. . ]
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 Corroded sprinkler heads will be
SS=D replaced by Manor Care Health
Required automatic sprinkler systems are Services fire sprinkler contractor. 2-28-13
continuously maintained in reliable operating
condition and are inspected and tested i All facili .
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25, | heck 111?' sprinkler heads have been
975 checked for corrosion. x
Sprinkler head checks will be added to
_ . ' morthly QA evaluation.
This STANDARD is not met as evidenced by:
The facility failed to ensure the automatic 1y - )
sprinkler system was continuously maintained in Montly QA will include evaluation of
a reliable operating condition as required by QA heads.
NFPA 25, Standard for the Inspection, Testing 2-28-13
and Maintenance of Water-based Fire Protection i
Systems. |
Observation determined two (2) sprinklers in the '
first floor Shower Room and one (1) sprinkler in K072
the Shower Room Bathroom were corroded and . .
may not operate at the designed temperature. ?oﬂedhl inen carts have been removed
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K g7.. from the area. 515.13
SS=D -15-
Means of egress are continuously maintained free Manor Care Health Services evaluated
of all obstructions or impediments to full instant placement and use of soiled linen carts
use in the case of fire or other emergency. No to ensure compliance with the
furnishings, decorations, or other objects obstruct laf;
| exits, access to, egress from, or visibility of exits. regulation.
7.1.10
Laundry and nursing staff will be
educated on proper use of soiled linen
carts. ‘4-29- 13
] This STANDARD is not met as evidenced by: ‘
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Observation determined three (3) soiled linen
carts in the same location in the second floor exit
corridor adjacent to the Dining Room on
Wednesday afternoon (2/13/13) and again on
Thursday morning (2/14/13).

K072 | Continued From page 2 |

The facility failed to maintain exit corridors free of
all obstructions or impediments to full instant use.

i
|
]
i
i
i

K072 Monthly QA will be done for one

compliance.

quarter then once quarterly to ensure

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: YBHL21

Facility ID: ND161

If continuation sheet Page 3 of 3



