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K000 INITIAL COMMENTS K 000
Requirements for Long Term Care Facihties
Section 42 CFR 483.70 {a) except as otherwise
* provided in the section, the must meet the .
 applicable provisions of the 2000 Edition of the
Life Safely Code, New and Existing Health Care
of the National Fire Protection Association
The facilty was a futly sprinklered, single-story
building of Type Vv (111) construction built in 1965
and 2008, The building was equipped with a
Supervised, automatic wet sprinkier system with a
zoned fire alarm system. The faciiity had a
capacity of 54 certified Medicare and Medicaid
beds with a census of 51, )
K025 NFPA 101 LIFE SAFETY CODE STANDARD K020 K029 1/30/15
S8=0
ﬁOne hxr fire ra;ed construction (w#th % hO?f Mafntenance is reSpO"SibIe for
re-rated daors) or an approved automatic fire gttt Sre ted
extinguishing system in Bccordance with B.4.1 mam'tam:‘ng .O"f hour: fire  rate
andior 19,3.5.4 protects Nazardous areas. When construction with % hour fire rated doors.
the approved automatic fire extinguishing system a) Maintenance will adjust door to
option is used, the areas are separated from close and latch property.
Other spaces by smoke resisting partitions and b) Maintenance will add this to our
doors, Doors are self-closing and non-rated or Iy safety i sti
field-applied protective plates that 4o not exceed monthly safety mspet.tlon. ‘
48 inches from the bottom of the door are ¢) Maintenance will monitor this
permitied.  19.3.2.1 through quarterly PI program
Thie STANDARD is not met as evidenced by.
5ed on observation and staff interview, the
facility failed to ensure hazardous areas were
Separated from other spaces by smoke-resisting
partitions and doors. The findings were.
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K029 Continued From page 1

Observation of the basement activities storage
room on 12/16/14 at 1:38 PM reveaied the door
was provided with a self-closing device but would
not provide positive latching into the door frame.
Interview with the Facility Maintenance Manager
at the time of the observation confirmed the door
wolld not latch,

Ref: 2000 NFPA 101, Sections 19.3 2 and
19.3.2.1
K052 NFPA 101 LIFE SAFETY CODE STANDARD
88=D
A fire alarm system required for life safety is
installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance
and tasting program complying with applicable
requirements of NFPA 70 and 72, 9614

This STANDARD is not met as evidenced by:
) Xl on document review andg facility staff
interview, the facility failed to provide
documantation to indicats that the fire alarm
systems were tosted in accordance with Life
Safety Code. The findings were:

Document review ang iterview with the Faciity
Maintenance Manager regarding the testing and

documentation on 12/16/14 at 2:20
PM revealed the lack of testing for the

K029

K052 K 052

Fire alarm tested and maintained in
accordance with NFPA 70
a) Maintenance is responsible for
testing and maintaining fire alarm
system in accordance to NFPA 70.
by} Maintenance will put this Joad
voltage testing of the fire alarm
system into our computer work
order prograin as a reminder to get
this testing completed.
¢) Maintenance will set up qualified
fire alarm company to come and
complete the load voltage test as
required.

1/30/15
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Means of egress are continuously maintained free
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K052 Continued From page 2 K 052
semi-annual battery ioad voitage test
Bocumentation could only be located for testing
in October 2014, interview with the Facility
Maintenance Manager during the review of the
documentation acknowledged the lack of testing
in 2014,
Ref: 1999 NFpA 72, Table 7-3.2 6, 3, 3
K062 NFPA 101 LIFE SAFETY CODE STANDARD K 062 30/15
Required automatic sprinkier systems are Maintenance is reS_pol\Sible for
oontip_wusiy maintained in reliable Operating maintaining automatic sprinkler system,
condition and are ins and tested a) Maintenance will go around and
g? 5: dically.  19.7.6, 48.12. NFPA 13, NFPA 25, clean all sprinkler heads with
canned air.
b) Maintenance will add this to our
X ) : cnetrative  maintenance  work
This STANDARD is not mel as evidenced by pet . - nd this will be
Based on obeervation and facility staff interview, order program a
- the facility failed to ensure that the automatic cleaned quarterly. i .
sprinkler systems were continuously maintained ¢) Maintenance will monitor this
::: gre requirements of NFPA 26. The findings through a  monthly  safety
' inspection and report this to our
Observation of the sprinkier system on 12/16/14 Pl program.
from_ 12:44 PI@ AM 1o 1:58 PM revealed dust and
debris on multipie sprinkler heads throughout ail 4
Smoke compartments. Interview with the Facility
Macntenqnce T at the time of the
observations ackn the sprinkler head
debris and the nead for on-going maintenance
Ref. 2000 NFpa 101 Sections 19.3 5 1, 9758
1998 NFPA 25 Section 2211
K072 NFPA 101 LIFE SAFETY CopE STANDARD Kore K072 : i
$8=0 Maintenance is responsible for 1/30/15

maintaining means of egress.
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of all obstructions or impediments to fuil instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects abstruct
?Kﬁlo access to, egress fram, or visibility of exits

This STANDARD s not met as evidenced by
Based on observation and staff interview, the

facility failed to maintain means of egress free of
allo . or impadiments 1o full instant use
The findings were:

Obm of the link between the nursing home
and hospital on 12/16/14 from 1:58 PM o 3:00PM
reveaied a food tray cart being stored in the
carridor. Further observation reveaied the cart
remained in the means of egress for over an hour
ggtc:::ty m:e the time of the observation, the
nance Manager acknow ed th
food tray carnt being stored in the corrid'gfg ne
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| K072 Continued From page 3 K 072 1/30/15

a) Maintenance will talk to dietary
staffl’ with their department
manager and inform them of the
citation k072 and explain why

we are not able to have carts left
in an egress hall.

Maintenance will have dietary
staff sign off on acknowledge of
citation.

Maintenance will monitor this
through monthly safety
inspections and report this to our
Pl program.

b)

¢)
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