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DEFICIENCY)

K 000 | INITIAL COMMENTS K 000
K0O29/D

Requirements for Long Term Care Facilities
Section 42 CFR 483.70 (a) except as otherwise
provided in the section, the facility must meet the
applicable provisions of the 2000 edition of the
Life Safety Code, Existing Health Care, of the
National Firs Protection Association (NFPA},

1. The three unsealed pipe
penetrations have been repaired.

2. After each contractor visit,
Maintenance director will check
for pipe penetrations and repair
as necessary.

3. Penetrations will be audited
monthly per the Preventative
Maintenance prograim by the
Maintenance Director.

4. Results of the PM program will
be brought to the monthly QA

The facility was a fully sprinkled single story
building of Type V (000) censtruction built in
1961, The building was equipped with a
supervised automatic wet sprinkier system with
four antifreeze loops and a zoned fire alarm

system. ¥ T
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029 A moerng prieview
58=D - ;

One hour fire rated construction (with % hour s lcegzll:;ﬁiiagz?:f 3/6/09

fire-rated doors) or an approved automatic fire : '

extinguishing system in accordance with 8.4.1

andfor 19.3.5.4 protects hazardous areas. When

the approved automatic fire extinguishing system

option is used, the areas are separated from

other spaces by smoke resisting partitions and

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

field-applied protective plates that do not exceed

48 inches from the bottom of the door are

permitted.  19.3.2.1 QU o

Based on observation and staff interview the
facility failed to ensure hazardous areas were
separated from resident use areas in one of six o @‘\ o

This STANDARD is not met as evidenced by: % Q‘)S? SOOI
v R

smoke compartments. The findings were:

Observation on 1/20/09 at 10:51 AM revealed the
boiler room had three unsealed pipe penetrations.

Patn
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Any def'r’cjegicy statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is deterr(nined that
oth~r safegiiards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the fﬁg@g tﬁted above are disclosable 90 days
f ‘ng the date of sirvey whether or not a plan of correction is provided. For nursing homes, the abovwmmg A EER ﬁﬂrrection are disclosable 14
de, - following the date these documents are made available to the facility. If deficiencies are cited, an approved%!an correction is requlisite to continued

progra rticipation.
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¥.029/D
Requirements for Lang Term Care Facilities . .
Section 42 CFR 483.70 (a) except as otherwise I g:’;eﬁf;::?ﬂ:%g;%cmpaimd_
provided in the section, the facility must maet the 5 After each o o otal
; i . ter each contractor visit,
applicable provisions of the 2000 edition of the Maintenapce director will check
Life Safety Code, Existing Health Care, of the for bipe-pcnet‘ratiﬂns and reﬁa‘h‘
National Fire Protection Association (NFPA), 45 NECOSBATY.
trati i1l be avdited
The facllity was a fully sprinkied single stary 3 1;?;&;?3 lc;gf ELIP::\;:;%EVE
building of Type V (000) construction built in Maintenance pmgmm hy the
1961, The building was equipped with 2 Matntenance Director
supervised automatic wel sprinkier‘system with 4, TResults of the 15M pru;gram will
fsc;g: :Qtlfreeze loops and & Zohed fire alarm ‘e bronght to the monthly QA
, : & A meeting for review,
1; gizg NFPA 101 LIFE SAFETY GODE STANDARD K 028 comthents, and
Onhe hour fire rated construction (with %4 hour 5 ggﬂg{?ﬂ;ﬂ;ﬂgﬁ 4/6/09
fire-rated doors) or an approved automatic fire '
extinguishing system in accordanee with 8.4,
and/or 19.3.5.4 protects hazardous argas, When
the approved automatic fire extinguishing system
option 15 used, the areas are separated from T%C_,Mm 2. /m/-f, p
other spaces by amoke resisting partitions and
doors, Doors are self-closing and non-rated or ooy ealwts (pyarz-.
field-applied protective plates that do not exceed
48 inches from the boftom of the door are A o> Erepiod,
permitted,  18.3.2.1 '
This STANDARD is not met as evitdenced by:
Based on observation and staff interview the
facility failed to ensure hazardous areas were
separated from resident use areas in one of six
smoke compartments. The findings were:!
QObservation on 1/20/09 at 10:51 AM tevealed the
boller room had three unsealed pipe penetrations,
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Any deficiency stakeiment ending with an asterisk (%) denotes & deflelency which the institution may be sxeused from corresting providing 1 is determined that
other saferusrds provide sufficient protection to the patients. (See Insttuctions.) Except for hursing homes, the: findings atated above are disclosable 90 days
fallewling the date of survey whather or not & plan of correction 1¢ provided, For nursing homes, the abave findings and plans of corraction are disclosahle 14
days following the dete these documents are made avallable {0 the faclllty. i defiuianciea are cited, ar approved %nhpéigﬂ;ﬁcﬁon Ia requisite to sontinued
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Required autormatic sprinkler systems are
continuously maintained in raliable operating
condition and are inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA
25,975

This STANDARD is not met as evidenced by,
Based on obsarvation and staff Interview the
facility failed to ensura sprinkler heads were not
obstructed, corroded or painted in three of six
smoke compariments. The findings were:

1. Observation on 1/20/09 batwaen 11 AM and 3
PM revealed the sprinkler hasds In the corridors
near resident rooms #51, #39, #38 and #15 were
obstructed by fluorescent lights, The bottom of
the lights were lower than the sprinklers were
located and within 12 inches of the sprinkiers.
intarview with the environmental services director
on 1/20/09 at 11:20 AM revealad sprinkler heads
were not routinely inspected for obstructions,

2. Ohservation on 1/20/09 at 12:08 PM revealad
the sprinkler in the restroom of resident room #29
was covered with wall texture compound,
Interview with the environmental service director
at the time of observation revealed the room was
renovated 2 month before the survey, He further
reported that sprinkler heads were not covered
while the areas was textured or painted.

flugrescent lights, Sprinkler
head in room #29 hae been
olonag-and-thecvakistpatute
songpaund removed. The two
sprinklor beads under the front
enirance canopy have been
replaced.

2. Sprinkler heads will be checked
for placemenit, cleanliness, and
corrogion.

3. Sprinkler heads will be checled
monthly por Preveptative
Maintehance program and
identified issues comected.

4. Results of the PM, program will
ba brought to the monthly QA
& A meeting for review,
conmments, and
reconrnendations.

5. Compliance Date; 3/6/09
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K 029 | Continued From page 1 K 028
Interview with the envirenmental service director K062/B
at tha time of observation revéaled a coniractor | Sprinkler heads i o "
had removed ashestos Insulation from around the - Dprinkier hea ; “]" ‘;“' °°‘-§‘8°"5
sforementioned pipes two months earlier. :;’ét;;’sf?mf bfﬂ; ;;?;iid "
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3. Gbservation on 1/20/09 at 12:60 PM revealed
the two sprinkier heads under the front entrance
canopy were corfoded.
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