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K 000 | INITIAL COMMENTS K 000: This plan of correction is
] ‘ ‘ submitted as required under
Requirements for Long Term Care Faclliies - State and Federal law. Thj
| Section 42 GFR 483,70 (a) except as oihenwise | does not constitute adui his plan
provided in the section, the facillty must meet the s ] stitute admission of
applicable provisions of the 2000 Edition of the liability on the part of the
Lifa Safety Code, Existing Health Care, of the facility and such liability is

National Fire Protection Assaciation, hereby specifically denied. The

submission of this plan does not

The facility was a fully sprinkied single story

buitding of Type ¥ (111) construction built in 1966 constitute agreement by the g
i and a single siory east wing of Type It {(111) i facility that th ,
| construction built in 1978. The building was fin dmys 5 © Slur‘_’eyors.
equipped with a supervised automatic wet : £5 or conclusions are
sprinkler system with an anti-freeze loop and an accurate, that the findings
addressable fire alarm 'aystem. The facility had 2 constitute a deficiency or that
capacity of 43 certified Medicare and Medicaid th . . .
beds with a cansus of 38. the ZC(;P? or sevetity regarding
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD | K pag| the deliciencies cited are
S5=E correctly applied.

Exit access is atranged so that axits are readily
aceessible at all tirnes in accordance with section
74 19241 '

This STANDARED s not met as evidenced by
Based on observation and staff Interview, the
facility failed to ensure tooms open to the corridor
had proper protection in 1 of 3 smoke
compartments, The findings were;

: Observation of the resident lounge on 11/15/12 at |
9:47 AM showed the corridor door was removed
from the door frame. Further observation showed
the room was not provided with a smoke
detector. At the time of the observation the
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K 038 | Continued From page 1 K038 KO38 — On 12/5/12 the door was  |12/30/12
maintenance assistant reported he was unaware re-hung on the door frame. The
rooms open to the corridor required a smoke iy . .
detector. He also reported the corridor door was facility will conduct an audit to
! temoved three weeks earlier. ensure all smoke compartments
i f NEPA 101, 2000 Edif have the proper safety protection
Refergnce o1, on; i
18.3.6.1 Corridors shall be separated from ail by 12/30/12. Malnte‘nz}nce WIl_l |
other areas by partitions complying with 18.3.6.2. report results to administrator to
through 18,3.6.5, (Ses also 18.2.5.9)) ensure compliance. Proper
Exception No. 1: Spaces shall bp permitted to be safety protection on smoke
1 unlimited In area and open to the corridor, . SN
] provided that the following criteria are met: compartments will be momtcored :
| (2) The spaces are not used for patlent sleeping | quarterly to ensure safety with |
: rooms, freatment rooms, or hazardous areas. results taken to QA&A for i
| (b} The corridors onto which the spaces open in further analysis. ;
the same smoke compartment are protected by f
an electrically supervised automatic smokes
 detection system In accordance with 18.3.4; or
: the smoke compartment in which the space is
; located is protacted throughout by
juick-response sprinkiers,
- (c) The open space is protected by an electrically
supernvised automatic smoke detection system in
accordance with 18,3.4, or the entire space s :
| arranged and located to aliow direct supervision j
by the facility staff from a nurses ' station or :
similar space,
i (d) The space does not obstruct access to
required exits.
K050 NFPA 101 LIFE SAFETY CODE STANDARD K 050
58:=D1
' | Fire drifls are held at unexpected times undar
s varying condifions, at least quarterly on gach shift,
] | The staff is fariliar with proceduras and is aware
that drills are part of established routine. ;
Responsibility for planning and cornducting drills is ;‘
' assigned only 1o competent persons who are I
gualified to exercise leadership. Where chrills are '
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K 080 Continued From page2 € 050! KO50 - The facility does and 12/30/12

conducted between 9 PM and 6 AM a coded
announcement may be used Instead of audible
alarms,  19.7.1.2

This STANDARD is not met as evidenced by:
Based on record review and staff interview, the
i facliity failed to conduct alarmed fire dritls
between 6 AM and 10 PM on 1 of 3 shifts. The
findings were:

Reviaw of the fire drili testing records showed the
fire drfll conducted on /21112 at 9:25 PM was a
silent fire drill, On 111412 at 3;30 PM.the

i maintenance assistant reported he was aware fira
drill held between 6 AM and 10 PM ware required

. not explain the fire alarm system was not
activated for the aforementioned il

to have the fire alarm system activated. He could

will complete quarterly fire
drills for all shifts during
different times and under varied
conditions., The facility will
conduct one fire drill a month
alternating shifts for the quarter
with varied times and different
conditions to ensure that all *
shifts receive a fire drill during
the quarter. All fire drills
performed between 10 pm and 6
am that are a silent drill will
have an audible test of the -
system within 24 hours of the
drill. Maintenance will
complete monthly fire drills.
They will report result monthly
x 3 months and quarterly
thereafter to the administrator to
ensure compliance with fire drili
regulations. The Safety
Committee will review the
policy annually to ensure
validity of the procedure,
Results will be taken to QA&A
for further review and analysis.
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