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K 000 | INITIAL COMMENTS . K000

Regquirements 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
Lifa Safety Code, Existing Hedlth Gare, of the
Natlonal Fire Protection Association.

The faciiity was'a fully sprinklered, single story
building.of Type V {111) construction separated by
five, 2 hour rated flre barfiers with plan-approval
In 1987 and 2008. The buiiding was equipped
with a supsrvised, autornatic wet sprinkier system
with a dry branch and an addressable fire alarm
system. The facility had a capacity of 160 certified
Maedicare and Medicaid beds with a census of

) 123 residents.
K018 | NFPA 101 LIFE SAFETY-CODE STANDARD K018
S8=E Doors protecting corridor spenings Ii otherthan K018 The facility will ensure that corridor | 02/20/15 ‘A
required enclostres of vertical dpenings, exits, or doors have no impediments to the closing of
hazardous areas are substantial doors, such as doors. This will be accomplished by:
thoge constructed of 1% inch sqlid-banded core
woad, or capable of resigting fire for'at least 20 A} Doors to Therapy East Clean Linen
minutes. Doors in spiinklered bulldings are only Room, Therapy West Spa, North Hal

required to resist the passage of smoke, There is )
no impediment to'the elosing of the doors, Doors Clean Linen Room, and North Hall
are provided with @ means suitabla for keeping Charting Room have had door strike
the door closed. Dutch doors mesting 19.3.68.3.6 adjusted on 01/28/15. i
are permitted.  19.3.6.3

i B} The maintenance staff will randomly
Raller latches are prohibited by CMS regulations observe corridor room doors on a E
in all health care faciiities. quarterly basis. If a door fails to |

close securely with appropriate
amount of force maintenance will
immediately adjust the door and/or
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Any deitcienck statement ending with an asterisk {*) danoted a defilancy which the instifution may be excused from corcaeting providing #t Is determiinet! that
other safeguards provide sufficlent protection to the patients. (Gee Instructidns.) Except for nureing homes, tha findings stated above ara disclosable 90 days
following the date of surey whethier or rot & plan of coméction Is provided. For nuraing homas, the above findings and plans of correslion arg disclosable 14
days following he-date these doctiments -are made avillable (o the facility. I deficlancies are clted, an approved plan of comsction is requisiie to confinued
program participation.
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; latch to ensure to door closes
K 018" Continued From page 1 K018:

securely,
C} Maintenance staff will report
quarterly at the Performance
This STANDARD is not met as evidenced by: Improvement meeting the ﬁf]d.'"gs
Based on ohservation and staff interview, the of their observations. This will
facility fafled to provide corfidor protection happen for one quarter or until
resisting the passage of smoke in 4 of 7 smoke ongoing compliance is achieved.

compariments. The findings were:

1.. Obsgervation of the carridor doar for the
Therapy East Clean Linen Rodm on 41/Q5/15 at
10.52. AM showed the door latching mechanism
required excessive faree ko insert into the strike
plate. At the time of the observation, the Facility
Maintenance Manager acknowledged the
excessive force reguired to engagé the latch.

2. Qbservation of the corridor door for the
Therapy West Spa on 01/05/15 at 12:04 PM
showed the door latching mechanism reguired
excessive force to insert inte the sirike plate. At
the time.of the observation, the Facllity
Maintenance Manager acknowledged thie
excessive force required to engage the latch.

3. Observation of the North Hall Clean Linen
Room door on 01/05/15 at 12:17 PM showed the
door latching mechanism required excessive
force to Insert into the strike plate, At the time of
the observation, the Facliity Maintanance :
Manager acknowladged the excessive force
required to engage the latch,

4. Observation of the 400 North Hall Charting
Room door on 01/05/15:at 12:21 PM showed the
door lgtching mechanism required excessive
force to insert into the strike plate. At the time of
the observation, the Faciiily Malntenance
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K 018! Continued From page 2 K018
Manager acknowledged the excessive force
required to erigage the latch.
Ref: 2000 NFPA 101, Section 19.2.6.3.2 ‘
K 029§ NFPA 101 LIFE SAFETY CODE STANDARD K029
58=D ] ) ) »
One hour fire rated construction (with % hour 02/20/15

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 pariitions and
doers. Doors are self-closing and non-rated.or
field-applied protestive plates that de not exceed
48 Inches from the bottom of the door are
permitted.  19.3.2.1

This STANDARD is not imet as evidenced by:
Baséed on obséivation and staff intefview, the
facility faited t¢ ensure hazardous dreas Were

protected from the corridor with self-glosing doors
in 3 of 7 'smoke compartments. The findings

i werea!

1. Observation of the Main Electrical Room on
01/05/15 at 10:32 AM revealed the area was
utilized for storage of combustible supplies, and
equipment. A self-closing device was not
provided for tha door, At.the time of the.
observation, the Facllity Maintenance Manager
acknowledged the door was not provided with a
self-closing device.

1 2. Observation of the Physical Therapy Storage

L

K029 One hou fire rated construction or an |
approved automatic fire extinguishing system
protects hazardous areas. Doors are self-
closing.

A} All combustible material was
removed from and a door closer was
installed in the Main Electrical Room
on 01/28/15. A door closer was
installed on the Therapy Storage
Room on 01/27/15. A door closer
was installed on the Construction
Office door on 01/30/15.

The maintenance staff will randomi\)
observe rooms with combustibles to
ensure the door is equipped with 2
self-closing device on a quarterly
basis. If a door is determined to
need a self-closing device,
maintenance will immediately install
the self-closing device and ensure it
operates properly.

C} Maintenance staff will report

quarterly at the Performance
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|
_ ] ] Improvement meeting the findings
K029 gom'”“edos}gg&agte:; o5 AM od th 5 K029, of their observations. This will
00m on at 11:25 revealed the : h § .
room was utilized for the storage of combustible appen for one quarter or until
supplies and equipment. A self-closing device ongoing compliance is achieved.
was not provided for the door. At the-time of the
observatlon, the Facility Maintenance Manager
acknowledged the door was not provided with a
self-closing device.
]
3. Observation of ihe Construction Office on 5
01/05/15 at 2:44 PM revealed the room was
utilizad for the storage of combustible supplies,
and squipment. A self closing device was not
provided for the door. At the time of the
observation the Facility Maintenance Manager
acknowledged the door was not provided with &
salf closing device,
Ref: 2000 NFPA 101, Section 19:3.2.1
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 02/20/15
$8=D
Exit access is arranged so that exits are roadily '
accessible at all imes In accordance with section K038 Exit access is arranged so that exits are
7.4 19.2.4 readily accessible at all times,
A) The dining room Exit Discharge doo '
had the magnetic holder adjusted sd
door opens within 15 seconds
This STANDARD is not met as evidenced by: adjusted on 01/30/15 by
Based on observation and staff interview, the maintenance. Therapy West and
facility failed to ensuire exits are readily accessible South Hall exit doors were cleared
at sl times. The findings were. from snow and ice on 01/05/15.
1. Observation of the exit discharge door in the B} The mai .
_ . maint
Dining Room on 07/05/15 at 2:26 PM showed the ) e "’I“a“ce staff will randomly
delayed-egress hardware did not release the door observe de ayed-egress hardware or]
within the 15 seconds fime period. At the time of exit doors to ensure proper function
the observation, the Faclity Malntenance on a quarterly basis. If defayed-
egress hardware does not function
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. : properly maintenance will
K 038 Continued From page 4 ;K038 immediately repair the delayed-
Manager acknowledged the ths delayed-egress egress hardware and ensure it
mechanism did not function within the required , . ,
time frame. functions properly. Maintenance
staff will observe egress doors
Ref: 2000 NFPA 101, Sections 18.2.1 and sidewalks to ensure they are free
7.2.1.861 from snow and ice daily and
2. Observation of the Therapy West Exit and the matntenance' W“,! lmnr'meduately cleay
South 200 Hall Exit on 01/05/15 at 12:08 PM and any snow or ice identified from
12:36 PM revealed snow and'ice on both egress door sidewalks,
sidewalks impeding the medns of egress. At the ' '
fime of the observation, the Fagility Maintenance C} Maintenance staff will report
Manager ackriowledged the snow and ice on the quarterly at the Performance
walkways. Improvement meeting the findingsi
| Ref: 2000 NFPA 101, Sections 19.2.1 and 7.1.9 | of thelr observations. This wifl
K 076 | NFPA 101 LIFE SAFETY. CODE STANDARD K 076 happen for one quarter or until
§8=0 . ongoing compliance is achieved.
| Medical das storage and admiriistration areas are ) o1 0e2/20/15
protected i accordance with NFPA 89, Standards K076 Medical gas storage and administration
for Health Care Facllities. areas are protected
o ' A} Al combustible material in the
(33)0(%(33% Zﬂ;f?;%?ﬂl?g:;"éﬂsa(’;?;?ﬁéﬁ; than Oxygen Storage Transfill Room were
sépél.‘atic;n' f Y removed on 01/05/15. A sign was
) ) posted in Oxygen Storage Transfill
(b} Locations for supply systems of greater than room door on 01/06/15 reminding
3,000 cu.ft. are vanted fo the cutside. NFPAS9 staff to keep room clear of
4.3.1.12, 19.3.2.4 combustible material,
B} The maintenance staff will randomiy
observe Oxygen Storage Transfill
: Room weekly to ensure it is clear of
1 This STANDARD is not met as evidenced by: any combustible material. if
fBa'?;de;? Zﬁse“{aﬁoﬁ 3{? staff inte_r}{ 5@55" the combustible material is found
acility falled fo store liquid oxygen oylinders in . s :
accordance with NFPA 99: The findings were: maintenance will immediately
remove it from the room.
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Observation of the Oxygen Storage Transfil
Roori on 01/05/15 at 10:26 AM revealed
combustible materials were being sfored within
the room. Multiple piastic bags, paper aprons,
and plastic boftles were found stored an a metal
wired shelf. At the time of the observation, the
Fagility Maintenance Manager acknowledged the
combustible materials in the room and had thern
immediately removed.

Ref; 2000 NFPA 101, Section 19.3.2.4

Ref: 1099 NFPA 89, Section 4-3,1.1.2 (7)
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. C) Maintenance staff will report
K 076 { Continued From page 5 K078 quarterly at the Performance

Improvement meeting the findings
of their observations. This will
happen for one quarter or until
ongoing compliance is achieved.
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