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K 000 | INITIAL COMMENTS | Kooo|
Requirements for Long Term Care Facilities
Section 42 CFR 483.70 (a) except as otherwise | ,
provided in the section, the facility must meet the | K-018

applicable provisions of the 2000 Edition of the

Life Safety Code, Existing Health Care, ofthe | . T

National Fire Prolection Association. - Corrective Action:
!

The facility was a fully sprinkled, single story ‘ 1. Secure Unit door when closed
building of Type V (111) construction built in 1962 and hang up on
and 1888, The building was equipped with a would drag gup

supervised, automatic dry sprinkler system with ' ﬂoo{, preventing door from |
an addressable fire alarm system. The facility had closing. Bottom of door was
a capacity of 128 certified Medicare and Medicaid sanded and the door was
beds with a census of 86. !
K018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 2. Room 504 door would not
SS=E

Doors prolecting corrid ings in other than latch, door in 504 has been
orridor openings in other :

required enclosures of vertical apenings, exils, or . adjus.tec! and now closes. »

hazardous areas are substantial doors, such as 3. Admissions Office door wou |

e e o ! not latch into door frame.

wood, or capable of resisting fire for at least 20 usted door hinges, door

minutes. Doors In sprinklered bulldings are only } Adju ges,

loses.
required to resist the passage of smoke. Thereis | nowe .
no impediment to the closing of the doors. Doors | 4, Room 406 door npt ]atchmg._
are provided with a means suitable for keeping i Door has been adjusted and is

| the door closed, Dutch doors meeting 19.3.6.3.6 closing.
are permitted. 19.3.6.3 ' now ¢
Roller latches are prohibiled by CMS regulations
in all health care facilities.

LABORATORY DIREZTORS R/SUFPLIER REPRESENTATIVE'S SIGNATURE 'T'ITI.E (%8) DATE
. y A

Any deﬂcw”t ending with-dn asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing it is delermined thal
other sal provide sufficiant protection to the palients, (See Instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
following the date of survey whether or not a plan of correcilon is provided. For nursing homes, the above findings and plans of correctlon are disclosable 14

days following the date these documnenls are made avallabls to (he facility. If deficiancies ara cited, an approved plan of comection is requisite jo continued
9 t‘ - r

program participation.
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K 018 | Continued From page 1

This STANDARD s not met as evidenced by:

Based on observation and staff interview, the
facility falled to provide a suitable means of
keeping the doors accessing the egress corridors
closed in 4 of 9 smoke compartments. The
findings were:

1. Observation on 08/19/15 at 10:25 AM of the
secured unit dining room door revealed when the
door was closed, it would drag and hang up on

! the floor preventing it from fully closing. At the
time of the observation the Facility Maintenance
Manager acknowledged the door would not fully
tlose.

2, Observation on 08/19/15 at 10:50 AM of room
#504 ravealed when the door was fully closed it
would not latch into the door frame. At the time of
the observation the Facility Maintenance Manager
acknowledged the door would not latch into its
frame.

3. Observation on 08/19/15 al 11:05 AM of the
admissions office revealed when the door was
fully closed it would not latch into the door frame.
At the time of the observation the Facility
Maintenance Manager acknowledged the door
would not [atch into its frame.

4, Observation on 08/19/15 at 11:15 of room

#406 revealed when the door was fully closed It

would not jatch into the door frame. At the time of

the observatlon the Facllity Maintenance Manager

?r:knowledged the door would not latch inio its
me.

Ref:

K018 1dentification of Others:
An audit of all doors will be
conducted monthly to ensure all doors
close properly.

Systems/Measures: '
Annual as well as needed preventative
maintenance audits will be completed
of the facility doors to ensure
compliance with standard.

Monitoring:

Maintenance Director/designee will
monitor for compliance. Data obtained
by the way of preventative
maintenance audits will be analyzed
for patterns and trends reported ‘
monthly to facility QAPI committee.
QAPI committee will evaluate

Based on trends identified and
interventions as needed to ensure
continued compliance month X3

10/2/15
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20-minute fire protection rating or are at least

protective plates that do not exceed 48 inches
from the bottom of the door are permitted.
Horizonta! sliding doors comply with 7.2.1.14.
Doors are self-closing or automatic clasing in

not required to swing with egress and positive
latching is not required.  19.3.7.5, 19.3.7.6,
19.3.7.7

This STANDARD is not met as evidenced by:

Based on observation and staff interview, the
facility failed to ensure 1 of 5 cross-corridor
smoke barrier doors were not smoke resistant.
The findings were:

the cross corridor smoke barrier doors located
adjacent to activity office would not fully close

doors would not fully close.

Ref:

2000 NFPA 101 Section 19.3,7.5
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD
$8=D
One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire

extinguishing system In accordance with 8.4,1

1%-inch thick solid bonded wood core. Non-rated

accordance with 19.2,2.2.6. Swinging doors are

Observation on 08/19/15 at 10:32 AM revealed

when activated. At the time of the observation the
Facility Mainienance Manager acknowledged the

and/or 19.3.5.4 protects hazardous areas. When

K 028 QAPI committee will evaluate
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K 018 | Continued From page 2 K018
2000 NFPA 101 Section 19.3.6.3.2
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K027| K-027
§8=D
Door openings in smoke barriers have at least a Corrective Action:

Smoke barrier doors located adjacent
to activity room have been adjusted
and the doors now close.

Identification of Others:

An audit of all doors will be
conducted monthly to ensure all doors
close properly.

Systems/Measures:

Annual as well as needed preventative
maintenance audits will be completed
of the facility doors to ensure
compliance with standard.

Monitoring:

Maintenance Director/designee will
monitor for compliance. Data obtained
by the way of preventative
maintenance audits will be analyzed
for patterns and trends reported
monthly to facility QAPI committee.

Based on trends identified and
interventions as needed to ensure
continued compliance month X3
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K 029 | Continued From page 3 Ko2g K029
the approved automatic fire extinguishing system
option Is used, the areas are separated from Corrective Action:
gther s by smo[lf(elres'lsting ga"i“"“ts g"d Secure unit storage door was adjusted
oors. Doors are self-closing and non-rated or :
field-applied protective plates that do not exceed to all_ow closure. Also removed items
48 inches fram the bottom of the door are hanging on the back of the door, this
permitted.  18.3.2.1 also allowed the door to close.
Identification of Others:
An audit of all doors will be
nthly to ensure all doors
This STANDARD is not met as avidenced by: c?nducted rnlo y
Based on observation and staff interview, the close properly.
facility falled to ensure hazardous areas were
protected from the corridor with self-closing doors Systems/Measures:
in 1 of 9 smoke compartments. The findings Annual as well as needed preventative
were: maintenance audits will be completed
Observation of the secured unit storage room on of the facility doors to ensure
08/19/15 at 10:20 AM revealed the door was compliance with standard.
provided with a self-closing device, but when
aclivated would not fully close and latch the door T
into its frame. At the time of the observation the Monitoring:
Facility Maintenance Manager acknowledged the Mai i /desi ill
aintenance Director/designee wi
door would fot fully close and latch. monitor for compliance. Data obtained
Ref: by the way of preventative
2000 NFPA 101, Section 19.3.2.1 maintenance audits will be analyzed
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 for patterns and trends reported
S§8=D

Exit access is arranged so that exits are readily

accessible at all times in accordance with section
74. 18.21

monthly to facility QAPI committee.
QAPI committee will evaluate
Based on trends identified and

‘interventions as needed to ensure

| continued compliance month X3

10/2/13
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K 038 | Continued From page 4 K038 K038
This STANDARD is not met as evidenced by: i
Based on observalion and staff interview, the Corrective Action:
facllity falled to arrange exit access so that exits 1. Room 207 and the Rock Creek
are readily accessible at all times in 1 of @ smoke .
compartments. The findings were: Public Bathroom doo:l' k“‘?bs
-' have been replaced with single
1. Observation on 08/49/15 from 9:10 AM to action locks. Locks have been
10:00 AM revealed door locks that required ordered for the Activity Room
| special knowledge or efiort far operation from the d d SDC office
egress side. When locked doors to room #207 oor an '
and the rehab hall bathroom required more than 2. Lubricated and cleaned
one releasing operation. At the time of the releasing hardware on the Deer
observations the Facility Maintenance Manager Lane egress door. The door
acknowiedged the Jocks on the doors. now closes properly.
' 2. Observation on 08/19/15 at 11:05 AM revealed Identification of Others:
the deer lane egress door required more than An audit of all doors will be
15Ib of force to activale the releasing hardware.
Atthe time of the observation the facility conducted monthly to ensure all doors
maintenance manager acknowledged the door close properly.
hardw_are required more than 15Ibf to activate the
releasing process. Systems/Measures:
Ref: Annual as well as needed preventative
2000 NFPA 101, Sections 19.2.2.2.1, 7.2.1.4.5, maintenance audits will be completed
7.2.1.6.1,7.21.51,and 7.2.1.5.4 of the facility doors to ensure
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062 compliance with standard.
58=D
Required automatic sprinkler systems are
continuously mairiained in rellable operating
condition and are Inspected and tested
periodically,. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
9756
This STANDARD is not met as evidenced by:
Based con observation and stalf interview, the
FORM CMS-2567 (02-09) Pravicus Versiony Obsolete Evenl ID° LGXS21 Facility ID: WYQ028 If continuation sheet Page 5of 7
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Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspecled and tested

periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
8.7.6

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

Corrective Action:

Metal sign has been ordered for main
boiler room fire system riser. It was
ordered from Simplex Grinnel and is
scheduled to arrive here on 9/14/15.
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. H
K 038 | Continued From page 4 K038 Monitoring:
'ghls S(;I'AND:.RD s not met a?f ?vider?ced t;y: Maintenance Director/designee will
ased on observation and staff interview, the : liance. Data obtained
facility failed to arrange exit access so that exits monitor for c;) mpX tative
are readily accessible at all times in 1 of 8 smoke by 'fhe A i Dt L
compariments. The findings were: ' maintenance audits will be analyzed
ob I S i for patterns and trends reported
1. Observation on 08/19/15 from 9:1 0 cility QAPI committee. |
10:00 AM revealed door locks that required mont?ly - f%tt y ?ll evaluate I
special knowledge or effort for operation from the QAPI committee will
egress side. When locked doors to room #207 Based on trends identified and
and th:a rel|1ab hall b;throxm r:'ec:iuired frnut.::n'e than interventions as needed to ensure
one releasing operation. At the time of the : iance month X3
observations the Facility Maintenance Manager continued complian 10/2/15
acknowledged the locks on the doors.
2. Observation on 08/19/15 at 11:05 AM revealed
the deer lane egress door required more than
15lb of force to activale the reieasing hardware.
At the time of the observation the facllity
mainienance manager acknowledged the door
hardware required more than 15Ibf to activate the
releasing process.
Ref:
2000 NFPA 101, Sections 19.2.2.2.1, 7.2.1.4.5,
7.216.1,7.21.51,and 7.2.1.54 K062
K 062 [ NFPA 101 LIFE SAFETY CODE STANDARD K 062
§5=D
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, Identification of Others:
e K082/ An audit of the boiler room will be
facllity failed to ensure that the required design d thly by the Director of
information was posted on the fire sprinkler riser. conducted montly by e
The findings were: Maintenance to ensure all require
. signage is in place.
Observation on 08/19/15 at 11:20 AM of the
sprinkler riser ravealad no hydraulic design .
information was provided at the riser. At the time Systems/Measures: .
of the observation the Facility Maintenance Annual and as needed preventative
Manager acknowledged the design information maintenance audits will be completed
was not posted. of the boiler room to ensure
Ref; compliance with standards are met.
2000 NFPA 101, Sections 19.3.5.1 and 9.7.1.1
1999 NFPA 13, Section 10-5 Monitoring:
K 074 | NFPA 101 LIFE SAFETY CODE STANDARD K074

88=D

| Draperies, curlains, including cubicle curtains,

; and other loosely hanging fabrics and films
serving as furnishings or decorations in health
care occupancias are In accordance with
provisions of 10.3.1 and NFPA 13, Standards for
the Instaliation of Sprinkler Systems. Shower
curtains are in accordance with NFPA 701.

i Newly introduced upholstered furniture within
! health care occupencies meets the criteria
specified when tested in accordance with the

methods citedin 10.3.2 (2} and 10.3.3. 19.7.5.1,
NFPA 13

Newly introduced mattresses meet the criteria
specified when tested in accordance with the
method gited in 10.3.2 (3) , 10.3.4. 19.7.5.3

Director of Maintenance/ designee
will monitor for compliance, Data
obtained by the way of prevention
maintenance audits will be analyzed

. for patterns and trends repor.ted
monthly to the QAPI committee.

‘ QAPI committee will evaluate ba§ed

| on trends identified and intervention
as needed to ensure compliance month
X3.

l 10/2/15

]

i
|
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. K074
K 074 | Continued From page 6 K 074:
Corrective Action:

This STANDARD is not met as evidenced by:

New window covering for rooms 118
Based on observation and staff interview, the

facility failed to provide documentation for the and 119 have been °rder§d‘ Curretn td
maintenance of fire retardant coatings in window coverings have been treate
compliance with the requirements of NFPA 101 in with fire retardant and have been

1 of 8 smoke compartments. The findings were: dated.

Observation on 08/19/15 at 9:50 AM and 9;55 AM . . )

of rooms #1168 and #119 revealed draperies in Identification of Others:

both rooms had not been treated with fire An audit of the facility will be

retardant spray. interview with the Facility conducted monthly to
Maintenance Manager at the time of the i t all fabric and
observations confirmed the draperies in bolh ensure compliance tha

rooms had not been treated. wall decorations are treated with a fire
retardant spray.
Ref.

2000 NFPA 101 Sections, 18.7.5.1 and 10.3.1

Systems/Measures:

Preventative Maintenance audits will
be completed of the facility’s décor to
ensure compliance with the standards.

Monitoring:
Maintenance Director/ designee will
monitor for compliance. Data
| obtained by the way of preventative
maintenance audits will be analyzed
for patterns and trends reported
monthly to facility QAPI committee.
QAPI committee will evaluate based
on trends identified and interventions
as needed to ensure continued
compliance month X3.
10/2/15
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