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General Comments

A Llfe 8afaly Coda survey was conducted at your
facility on April 07, 2015 by the office of
Health¢are Licensing and Surveys. (HLS)

The facillty was'a fully sprinklered, two story
building of Type 11 (111) construction built in 1981,
The building was equippsd with a suparvised,
autbmatic wet sprinkler system and an

addressable fire alarm system, The faclllty hag g ’

capacity of B5 certified Medicare and Medieaid
beds with a census of 71.

Whyoring Departrent of Health, Rules and
Regqulations for Licensure of Nursing Care
Facilities Chapter 19, Sectlon 8 Life Safety and
Electrical Safaty. The requirements in the
Department of Health Chapter I, Construstion
Rules for Health Facilities apply.

IPC Life Safety - Intl Plumbing Code

This State Rile and Regulation is not met as
evidenced hy:

Based on observation and staff interview, tha
fadliity failed to maintain the existing plumbing
systemns in a manner that is in accordance with
the WDH Chapter 3 Construction Rules and
Regulations for Healthcare Facilities, in
recordance with the original design, and in a safe
and sanitary condltion. The findings were:

Observation of the Emergency Syewash Station
located in the €lean Utility Room upstairs on
04/07/15 at 1:50 PM revealed that tepid water
was not provided 1o the eyewash via an ASSE
1071 - Performanae Requirements for
Temperature Actuatad Ml)(lng Valves for Plurbed

| Emargency Equipment - mixing valve In

£000

- 57036

(A)

chapter 3 construction rules. To
ensure the safety of staff and
residents.

(B)

installed on the emergency
eyewash.

Emergency eye wash station will
be maintained according to WDH

An ASSE 1071 mixing valve will be
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compliance with ANS| Z358.1 - Standard for
Emergency Eye Wash and Shower Equipment.
An Interview with the Faciiity Maintenance
Manager at the time of the observaiions
confirmed that the eyewash was not provided with
a tempering valve in compliance with the
requirements of ANS| Z358.1. (Refarence 2006
IPC, Section 411)

Ref:
2006 IPG, Sections, 411, 608.6, and 5608.13
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)

The emergency eyewash tepid
water will be included on the
manihly preventative maintenance
checklist.

(D)

The preventative maintenance
checklist will be monitored by the
maintenance director,

(E)

The results of these checklists will
be reported at the quarterly
quality committee meetings.
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