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K 000 | INFTIAL COMMENTS

i Requirements for Long Term Care Facililiss

: Section 42 CFR 483.70 (a) excent as olherwise
. provided in the sectlon, the facility must meet the i
i applicable provisions of tha 2000 Editlon of the
: Life Safety Code, Existing Health Care, of the
: National Fire Protection Association.

| The facility was a fully sprinkiered, 2-story : !
i building of Type il {000) construction built in 1982 ; ?
{ and renovated In 1992 with an addition in 2010, i
| The bullding was equipped with a supervised, / ;
t automatic wat sprinkler system with a dry and an
 antifreeze branch and an addressable fire alarm |
| system. The facility had a capacity of 94 Medlcare |
Fand Medicaid beds with a census of 77. : | :
K018 NFPA101 LIFE SAFETY CODE STANDARD | K01 8] The facillty will continue to ensure that 1 8/17/2015

! Doors profecting corridor openings in other than | of smoke.

- raquired enclosures of vertical openings, exits, or ¢ 1. Facility maintenance staff adjusted

; hazardous areas are substantial doors, such as : { the door closure of the

: those constructed of 1% inch solid-bonded core : Administration Office Storage Room
: wood, or capable of resisting fire for at least 20

i minutes. Doors in sprinklered buildings are only ! latehing.
i required to resist the passags of smoke. There is | . 2. Facilty maintenance staff adjusted
 no impediment to the closing of the doors. Doors : the door closure of the first floor {
are providad with a means suitable for keeping | 5 Employee Lounge on 521201510
the door closed. Dutch doors meeting 19.3.6.3.6 provide proper latching. .‘
Vare permitted.  19.3.5.3 : 3. The Birector of Plant QOperations :
i removed the door wedges at the :
; Roller latches are prohibited by CMS regulations | : Kitchen and dishroom on 5/19/2015.
|in all health care facilities. i' 4 Alldoors will be-inspected by

i
i
H
i ]

doors provide resistance of the passage

on 5/21/2015 to provide proper

maintenance staff as par of the
guarterly facility Hazard

: : Assessments to ensuie proper

| : latehing and to ensure thal no

i devices are impeding the closurs of

any doors,
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i This STANDARD is not met as avidenced by;
{ Based on observation and staff interview, the
i facility failed to provide doors that resisted the
| passage of smoke in 3 of 12 smoke

| compartments. The findings were:

’ 1. Observation on-05/19/15 at 3:35 PM revealed °
I the Administration Office Storage Room door ;
: would not latch and close completely into the door |
: frame and would not provide resistance to the

: passage of smoke. At the time of the observation, |
+ lhe Facility Maintenance Director acknowledged

¢ the door would not lateh into the frame.

£2. Observation on 05/19/15 at 4:25 PM revealad |
" the Employee Lounge door on the first flpor would |
_not latch and cloge completely into the door frame®
- and would not provide resistance to the passage
tof smoke. At the time of the observation, ths

. Facility Maintenance Diractor acknowledged the
i door would not fatch into the frame.

i3, Observation on 08/14/16.at 4:66 PM revealed |
: both the Kitohen and Dishroom doors were |
- blocked open with wood wedges impeding the !
. self closing device, Al the time of the observation, |
i the Facility Malntenance Director acknowledged !
1 the doors belng blocked open, 1[
! Ref. i
| 2000 NFPA 101, Section 19.3.8.3.1 !
K070 | NFPA 101 LIFE SAFETY CODE STANDARD i
5= ;
i Portable space heating devices are prohibiied in |
: all health care ocoupancies, except in i
i |
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K 018 Continued From page 1 - Kot f

o

Facility staff will be educated on
the requirement that devices,
including wedges, are not to be ’
used o block open doors, i
! Quarterly facilily Hazard

! Assessments will ba conducled by
maintenance staff to ensure that
all doors provide resistance of the
passage of smoke.

7. Resulis of the quarterly Hazard
Assessments are reviewed at the
guarterly Environment of Care
Cominittes, with oversight by the
facility-wids Quality ;
Improvement/Performance ;
Improvement (QUPY) Committee, |

8, The Director of Plant Operations

will monitor to ensure compliance.

K 0702 The facility will ensure that BI22I0045

portable space heating devices are
not used in patient sleeping rooms.

|
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K70 : Conimue.d‘ From page 2 | K 0701 1. The space healers were _
non-lsleep!ng staff and amployee areas whera the | removed from rooms #201 and :
i heating slements of such devices de not exceed #205 by facility maintenance !
5212 degrees F, (100 degrees C)  19.7.8 staff on 5222015, ;
1 2, Allresident rooms were 4
: ,‘ inspected on §/22/2015 to :
i .' ? ensure there were no other ;
""This STANDARD Is nct met as evidenced by: ‘ space heaters in uses, and the
- Based on observation and staff interview, the Diractor of Nursing was made
- facility failed fo ensure porfable space heating i aware thal space heating
: devices were not used In palient sieeping roorns. E devices are not allowed in .
: The finding were; . resident rooms, i
' Observation of rooms #201 and #205 on 06119115 3 Res;dent§ will be mt'.f'ed al_the
- from 4:45 PM to 4,48 PM revealed portable space ' next Resident Council Mesting
- heaters being used in the rooms. Atthe time of scheduled 6/24/2015 that space
‘ the observations, the space heaters were on and heaters are not pemitted in
 being used by the residents, The Facllity patient sleeping rooms,
- Mainlenance Manager acknowledged the use of 4. Quarterly facility Hazard
; the space heaters at the time of the observations. Assessments will be conducted
: by maintenance staff to ensure
g{%{) NEPA 101, Section 19.7.8 : that space healing devices are
<072\ NFPA10TLIFE SAFETY CODE STANDARD | Ko7z, o 1o Patent slosping
5= ' :
5 Means of egress ara continuausly maintained free S Results of the quarterly Hazard
of all obstructions or impediments to full instant Assessments are reviewed at
use in the case of fire or other emergency. No the quarterty Environment of
i furnishings, decorations, or cther objects obstruct Gare Committee, with oversight
 exits, access to, egress from, or viskhility of exits, E by the facility-wide Quality
1 7.1.10 Improvement/Performance
: Improvement (QI/PI)
Cominittee,
! ; 8. The Director of Plant
 This STANDARD is not mel as evidenced by: | Operations will monitor o
: Based on observation and staff interview, the ensure compliance.
 facility faited o maintain means of egress free of
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 alf obstructions or impediments to full inslant use.

A malntain means of egress fres
| Tha findings were: 9

of all obstructions or

|

: 1 .

- Observation: of all first floor corridors on 05/19/15 5 impfald iments to full Instant use.

{ from 3:35 PM to 4:30 PM reveaied multiple . 2 Facllily siaff removed the

 wheelchairs and patient lifts stored in the corridor ; wheslchairs and patient Ifts

i obstructing the means of egress, At the time of g from the corridors on 5/19/2015.

| the observations, the Facility Maintenance : 3. Facility staff will be inserviced

i Manager acknowledged the itams being stored In on 6/17/2015 regarding proper

I the corridors, ; { storage of resident equipment

: ] when not in immediate use, fo

: prevent obstruction of full
egress jn the corridors,

4. Quarterly facility Hazard
Assessments will be conducted
by maintenance staff to ensure
that there are no obstructions or

; impediments o egress.

: ' 5. Ruesults of the quarterly Hazard

| ﬁ Assessments are reviewed at

: the quarterly Environment of i

‘ : Care Commitlee, with oversight

by {he facilily-wide Quality

Improvement/Petformance :

Impravemeant (QiP1) i

Committee. !

The Director of Plant

Operations will monitar to

ehsure compliance

' Ref:
| 2000 NFPA 101, Sections 19.2.1 and 7.1.10
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