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K Q00 | INITIAL COMMENTS K 000

Requiraments for Long Term Cara Facililles
Section 42 GFR 483.70 (a) except as otherwise
provided in the section, the facillty must meet the
applicable provistons of the 2000 Edition of the
Life Safety Code, Existing Health Care, of tha
Natlohal Fire Proteclion Assacialion,

The facility was a fully sprinklered, two story
building of Type Il (111} construction built in 1991,
The building was equipped with a supervised,
automatic wel sprinkler systemn and an

; addressable fire alarm system. The facility has a
| capacity of 85 cenlified Medlcare and Medicaid

; beds wilh a census of 71.

. The facility meets the Life Safely Gode standard

! based on the acceptance of a plan of correclion

{ and a Fire Safely and Evaluation 8ystem (FSES).

Tag K017 can be obvialed by the Fire Safely and

| Evaluation System (FSES). I the facilily agrees lo
i the canditlons of the FGES, hey can write an "F"
in the providers Plan of Correetion column and
Complete Date column to accapt lhe FSES. If the
. facllity wanis to fix the deficiency, they can fill In
Hhe Providers Plan of Correclion solumn with the

. appropriate information and dates.

K 091| NFPA 101 LIFE SAFETY CODE STANDARD KoM
58=0
if the bullding has a common wall with a
nonconferming bullding, the commaon wall is a fire
barrier having at least a two-hour fire rasistance
rating constructed of materlals as required for (he
addition. Gommunicating openings occur only in
corridors and are protected by approved
self-closing fira doors. 19.1.1.4.1, 19.1.1.4.2

LABDRA DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE [KB) DATE
("
Ce [ Ladua Gyt

Any deliclangy.slalomant.ending.with-an-asledsk-(4-denotes a daficlency which lhe insliulign may ba akeused from coriecling providing it is delermined (hat
ohor safedlrands provide Eag:ﬁ‘qf!‘gpﬁlpﬁ to the PB“EHIQE(SEB inglnictions.) Excapl for nursing homes, the lindings slated above are disciosabls 90 days
fallowing (hp date of suvey"Wisther or'n6l a plan of correctibn Is provided, For nursing homas, the above findings und plans of correctlon are disclosabla 14
days following the dale lhgap doqumantssaratinade available to the facily: if deficlencles are ciled, an approved plan of ¢ofreclion is requisita to Gonlinued
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K011 | Gantinued From page 1 K041 A)
Fire barriers will be maintained for | 8/5/15
the safety of staff and residents.
This STANDARD s not mat as evidenced by: B)
%%?T?%W%MWHWWMMWJW Construction of a fire barrier with a
facility faited to separate addilions from existing \
non-conforming conslruclion with 2 haur fire two hour fire rating.
reslstance rated construction. The finding were: C)
Observalion of the Cross Corridor Daars that Plans have been submitted to the
separated the structures on 04/07/2015 at 12:45 state for approval.
1 PM ravaaled lhe dotrs were 45 minute rated D)
doors, and not the required 90 minule doors fora ) , . .
| 2 hour FRR construction. The Maintenanice Fire barriers will be ingpected as
Director acknowledged the finding and stale raequired by NFPA guidelines.
they planned on correcting this deficiency during
ihe naw conslruction project taking place in the
hospital.
Ref;
2000 NFPA 101, Seclion 19.1,1.4.1
K17 NFPA 101 LIFE SAFETY CODE STANDARD K017
58=D
Corridors are separated from use areas by walls
constructad with at Ieast ¥4 hour fire resistance
rating. In sprinklered buildings, partitons are only
required to resist the passage of smoke, In
non-sprinklered buildings, walle properly extend
above the ceiling. (Corridor walls may terminate
at the underside of ceilings where specifically
permilted by Code, Charling and clerical stations,
waiting areas, dining rooms, and activity spaces
mey be open o the corridor under cerlain
conditions specified in the Code. Gift shops may
be separaled from corridors by non-fire raled
walls if the gift shop is fully sprinklered.) |
19.3.6.1,19.3.6.2.1, 19.36.5 |
|
H
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CGontinued From page 2

This STANDARD is not met as evidenced by,
Based on obsarvation and staff interview, the
facllity falled to ensure corridor walls were
contlinuous from the floor to the roof in € of 6
smoke compartments. The findings were;

Dbservalion on 04/07/15 between 12:40 PM and
245 PM revealed the first and second flaor
comidor walls lerminaled above the lay-in celling
liles. The open space above the corridors and
resident rooms were used ag an air plenum for
Ihe ventilation syster,

This deficlency can be obviated by the Fire Safety
and Evalualion System (FSES). If the facility
agrees to lhe condilions of the FSES, they can
write an "F" in the providers Plan of Correclion
column and Complele Date column to accept the
FSES. If Ihe facility wants to fix the deficiency,
they can fill in the Providers Plan of Correclion
column with tha appropriate information and

! dates.

Ref.
2000 NFPA 101, Section 19.2.6.2.1
NFPA 101 LIFE SAFETY CODE STANDARD

| One hour fire rated construction (with ¥4 hour

fire-rated doors) or an-approved automatic fire
exlinguishing system in accordance with 9.4.1
and/ar 18.3.5.4 protecls hazardous areas. Whan
the approved automatic fire extinguishing systermn

K017

K029
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K 029 Conlinued From page 3 K029| A) . 6/5/15
oplion is used, the sreas are separated from To ensure the safety of staff and
olher spaces by smoke resisting parlitions and id d il )
doors, Doors are self-closing and nonh-raled or residents doors will be provided
field-applied protective plates that do not excesd with suitable means of keeping

48 inches from the hottom of the door ara

pennitled,  19.3.2.1 the doors closed.

B)
The doors will be repaired to

latch into the frame.

This STANDARD s not met as evidenced by ()]
Baged on abservalion and staff interview, the . f the closi d
facility failed to ensure hazardous areas were Inspection of the closing an

prolectad from the comridor with self-clusing doors latching hardware will be

Iwnezreqr 8 smoke compariments. The findings conducted quarterly and
documented on the preventative

1. Observation of Room 2131 on 04/07/15 at ain '

12:52 PM revealed the door was pravided wilh a maintenance checkis.

self-closing device, but when aclivaled the door D)

wottd not fatch into tna fl'aI"I:IE. At lhe lime of the This chacklist will be monitored

observalion, the Facility Maintenance Manager by th . direct

acknowledged the door would not lateh into he y the maintenance director.

frame to resist the passage of smoke, E)

2. Observalion of Room 2108 on 0410715 at The results of the checklist will be

1:05 PM revealed the door was provided wilh a - reported to the quality commitiee
self-closing device, but when activated the door quarterly

would not latch into the framea. Al the time of the )
observation, the Facility Maintenance Manager
acknowledged the door would not latch inlo the
frame to regist the passage of smoke.

3. Observation of Room 3216 on 04/07/15 at
1:35 PM revealed the door was provided with a
self-closing device, but when activated the door
would net latch into the frame, At the time of tha
observalion, the Facility Maintenance Manager
acknowledged lhe door would not latch into the ;
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K 028 | Continued From page 4 K029
frame to resist the passage of smoke.
Ref:
2000 NFPA 101, Section 19.3.2,1
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD Kor3| A)
55=D
No furnishings or decarations of highly lammable To 'ensure the ?afel{f of staff and 6/515
character are used.  18.7.5.2, 19.7.5.3, 19.7.5.4 residents curtains will be
| maintained according to NFPA 101
Life Safety Code.
This STANDARD is not meat as evidenced by: B)
Based on observation, documantation reviaw, Curtai d wall . _
and inlerview, the facllity falled o ensure that urtains and wall hangings will
combuslible daceralions were flame-retardant in be inspecled quarterly by the
1 of 6 smoke compartmenis. The findings were: | activities department
Observalion of the POD 3 Dining Area on C)
0410715 ot 12:46 PM revealad a curtain without Aclivities will request for
tlame-relardant informalion attached, Subsequent , .
documentation review could not locale the curtain maintenance to fire treat curtains
' & lame-retardant informalion. At the time of the and wall hangings, activities will
observation, lhe Facilily Maintenance Manager : .
acknowladged the missing information. label treated curtains with the date
they were treated,
Ref: : D)

2000 NFPA 101, Seclion 19.7.5.4 o
Activities will send a quarterly

report to the maintenance director,
E)

Maintenance director will review
the quarterly report.
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