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INITIAL COMMENTS

Requirements for Long Term Care Facilites
Saction 42 CFR 483.70 {a) except as otherwise
provided in this section, the facility must meet the
applicable provislons of the 2000 edition of the
Life Safety Code, Existing and New Health Care,
of the National Flre Protection Association
(NFPA).

The facility was three, single story buildings
separated by 2-hour rated fire barrier walls of
Type V (111) construction with plan approval In
1987 and 2008. The building was equipped with a
supervised automatic wet sprinkler system with a
dry branch and an addressable flre alarm system.
The facility had a capacity of 160 certified
Medicare and Medicald beds with a census of
140 residents.

NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction (with % hour
flre-rated doors) or an approved autornatic fire
extingulshing system in accordance with 8.4.1
andfor 18.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
aplion is used, the areas are separated fromt
other spaces by smoke resisting partitions and
doars. Doors are seif-closing and non-rated of
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  19.3.2.1

This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facifity falled to ensure hazardous areas were

K 000
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K029 The facility will maintain doors |
that are smoke resistant.
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ceiling tile were sealed and !

. !
maintenance office latch was ;
replaced on 11/15/11. i
Maintenance will randomly audit
for pipe penetrations in the ceiling
and for improper latching on
smoke fire doors to ensure smoke -
resistance, Any problems will be -
immediately repaired or replaced. |
Any findings will be reported at !
Performance Improvement |
Meeting for three months or until
ongoing compliance is |
established, :
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Continued From page 1

separated from use aveas in 1 of 7 smoke
compartments. The findings were:

1, Observation of the faundry soiled linen
collection room on 11/15/11 at 2:06 PM showed
there ware three unsealed pipe penetrations
ahove the celilng tile. The largest gap measured
7 inches across. At the time of observation the
maintenance director couid not explain why the
penetrations had not been ncticed and repalred
during the quarterly Inspections. The penetrations
ware sealed during the survey.

2, Observation of the maintenance office/repalr
shop on 11/15/11 at 2:2¢ PM showed the corrider
doot lakeh bolt did not insert into the strike plate
on the door frame. At the time of observation the
malntenance diractor coutd not explain why the
latch had not been noticed and repaired during
the last quarterly inspection. The latch was
replaced during the survey.

NFPA 101, 2000 Edition;

19.3.6.3.2* Doors shall be provided with a means
suitable for keeping the door closed that is
acceptable to the authority having jurisdiction.
The device used shall be capable of keeping the
door fully closed if & force of § Ibf (22 N) Is
applied at the latch edge of the door. Roller
tatches shall be prohibited on corridor doors in
buildings not fully protected by an approved
automatic sprinkler system in accordance with
19.3.5.2.

NFPA 101 LIFE SAFETY CODE STANDARD

Emergency fighting of at least 174 hour duration is
provided in accordance with 7.9 19.2.9.1.

K029

K048
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This STANDARD is not met as evidenced by: L Eglerg?n"’f lighting of at least I' yg Jy7 |\
Based on observation and staff interview, the > hour duration is provided. i
faclllty failed to ensure the emergency generator ! %
was equipped with a remote manual stop station. A) Emergency generator will be
The findings were: equipped with a remote stop
. installed — omuih—o——'
Ohservation of the emergency corridor Tights i
showed they were supplied with power from the B) Mai ) o
emergency generafor, Observation of the ) Maintenance will randomly audit
generator on 11/15/11 at 3:20 PM showed it was the remote stop station to ensure;
not equlpped with a remote stop station external its function. !
of the weatherproof enclosure. At the time of C) Any findings will be reported at|
abservation the maintenance director confirmed Performance Improvement
the generafor was not equipped with a remote meetings for the h X
stop station. He further reported the generator ngs for three months or untlll !
was Installed in 2000. ongoing compliance is '
established. '
Refarence: D) The facility is requesting a time- ;
NFPA 101, 2000 Edition, 19.2.9.1, 7.9.2.3, NFPA limited waiver for a remote stop '
110, 1999 Edition; : : AL
3.6.5.6 All Level 1 and Level 2 Installations shall mit.al.la“"n'h The facility
have a remote manual stop station of a type anticipates having a plan turned
simflar fo the break-glass station located outside into the State of Wyoming for |
tho room housing the prime mover, where so approval by 1/15/12. Tt is:
installed, or located elsewhere on the premises anticipated that the plan will be :
g&ﬁ;’; éhe prime mover is located outside the rclgased ]iy .the i‘ta];tle by 2/15/11 !
. a . I
K 0621 NFPA 101 LIFE SAFETY CODE STANDARD K 062 nd completion of the project will .
58-D occur by 4/1/12. i
Required automatic sprinkler systems are
continuously maintained In refiable operating 11/30/11
condition and are Inspected and tested K062 The facility will ensure that
perlodically.  19.7.6, 4.6.12, NFPA 13, NFPA automatic  sprinkler systems are |
25,9.7.5 continuously maintained in reliable ’
operating condition, :
|
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K 062 | Continued From page 3 koez2| A) The sprinkler head in the south|
hall ~mechanical room  was!
This STANDARD is not met as evidenced by lowered to the correct height toj
Based on observation and staff intarview, the avoid the ceiling mounted light on:
facllity failed to ensure sprinklers were 11/30/11 .
unchstructed in 1 of 7 smoke compartments, The B) Mai X . .
findings were: a.mtenance will randomly audit’
sprinkler heads to ensure that'
Observation of the south hall mechanical room on sprinkler heads are unobstructed;
1111511 at 2;36 PM showed the ceiling mounted .and maintained in a reliable
light was focated 4 inches for the sprinkler head operating condition.
and extended 3 Inches below the sprinkier ; .
daflector, At the time of observation the © [P}njif‘ findings will be reported at i
malntenance director reported the system was crrormarnce Improvement
inspected annually by a sprinkler contractor and meeting for three months or until
the last report, 9/12/11, did not indicated any ongoing compliance is
heads were obstructad, established. l
Reference: |
NEPA 101, 2000 Edition, 19.3.5.1, 9.7.1.1;
NFPA 13, 1999 Edition; i
| Table 5-6.5.1.2 Positioning of Sprinklers to Avoid ‘
Obstructions to Discharge (Standard Spray .
Upright/Standard Spray Pendent) '
Maximum allowable i
Distange from distance from f
sprinkler to side  deflector above !
of obstruction hottom of obstruction !
LS8 AN T T e v ee o ers sae cvermrrenses 2D |
1ftto less than 1 ft G M. v e e e v 2 %2 :
1ft6in.toless than 2t ... oo e von 3% !
2fitolessthan 261, s ver v v B %2 :
2ft6in. toless than 3ft .., .. .. o7 2 |
3fttolessthan 36N ... o oev oo B W2
3ft6intolessthand fi.................12 i
4fttoless than 4 ft B in. v 14 ;
K 147 ! NFPA 101 LIFE SAFETY CODE STANDARD K147 '
i |
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Electrical wiring and equipment Is [n accordance _
with NFPA 70, Natlonal Electrical Cede. €.1.2 ;
(S

This STANDARD s not met as evidenced by:
Based oh observation and staff Interview, the
facility failed to ensure surge protestors were not
over electrically overloaded, failed to ensure
electical outlets In wet locations had ground fault
circuit interruption (GFCI) protection, falied fo
replace damaged electrical equipment, and failed
to ensure temporary electrical witing did not
replace fixed permanent wiring in 3 of 7 smoke
compartments. The findings were.

1. Observation of the payroll office on 11/156/11 &t
1:10 PM showed a microwave oven and a coffee
maker were plugged into a 15 amp surge
protector. Further observation showed the
microwave was rated at 10 amps and the coffes
maker at 7.6 amps for a total of 17.5 amps. At the
time of ohservation the maintenance director
reported he did nof routinely Inspect surge
protectors for appliance load.

2, Observation of the old occupationai therapy
apartment on 11/15/11 at 2251 PM showed an
electrical outlet was located 32 inches from the
sink. Further observation showed the outlet did
not have GFCI protection. This was confirmed by
tripping the other outlet in the area and the
aforementioned outiet was still energized.

3, Observation of resident room #225 on 11/15/11
at 4:10 PM showed the power cord to bed "B"
was damaged at the plug with the outer sheath

K
is

p-.
A) The coffee maker was removed;

B)

C)

147 Blectrical wiring and equipmenty
in accordance will NFPA 70, l \{ “ﬂ/ |

from the payroll office on;
11/15/11. The GFCI outlet was

replaced on 11/16/11. The power;
cord for the bed in room 225B

was repaired on 11/15, The%
extension cord and 3-way adapteri
in room 221 were removed and:
replaced with a surge protector on |
11/15/11. i
Maintenance will randomly auditl
surge protectors for appliance
load, need for GFCI outlets, -
power cord to resident beds, and |
that extension cords and 3-way i
adapters are not being used in the ’

facility. i
Any findings will be reported at !
Performance Improvement

meeting for three months or until
ongoing compliance has been
established.
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missing and the inner wires exposed. At the time
of observation the maintenance director could not
explain why the cord had not baen noticed during
quarterly inspections or by the housekeeping
staff.

4, Observation of resident room #2141 on 11/15/11
at 4;22 PM showed a fan was plugged into an
extension cord which was plugged infc a 3-way
electrical adapter. Al the time of observation the
maintenance director could not explaln why the
electrical adapter had not been noticed and
removed during the quarterly inspections.

Reference:

NFPA 101, 2000 Edition, 19.5.1, 9.1.2, NFPA 70,
1999 Edition;

00-7 Examination of Fquipment for Safety.

..Itis the Intent of this Gode that factory-installed
interal wiring or the construction of equipment
need not be inspected at the time of installation of
the equipment, except to detect alterations of
damage ..,

140-27. Guarding of Live Parts.

(b) Prevent physical damage, In locations where
elactric equipment would be expased to physical
damage, enclosure of guards shall be so
arranged and of such strength so to prevent such
damage.

400-8. Uses not permitted. Unless specifically
permitted In section 400-7, flexible cords and
cables shall not be used for the following:

(1) As a substitute for the fixed wlring of a
structure

(2) Where run through holes in walls ...

(3) Where run through doorways, windows, or
similar openings

(4) Where attached to building surfaces
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517-20. Wet Locations.

(a) Al receptacles and fixad equipment within the
area of the wat location shall hava ground-fault
clreuit-interrupter protection for personned if
interruption or power under fault conditions can
be tolerated, or be served by an lsolated power
system if such interruption cannot be tolerated.

i
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