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K 000 | INITIAL COMMENTS : K 00o{ This plan of correction is submitted
as required under State and Federal
SRect;‘ulrements for Long Terrn Care Facllities law, This plan does not constitute
ection 42 CFR 483.70 (a) except as otherwise Tawl PAIE + of
provided In the section, the facllity must meet the adn‘uss'x c?n of habxlxty‘on‘tl.le ;?mt of
applicable provisions of the 2000 Edition of the the facility and such liability is
Life Safsty Code, Exlsting Health Care, of the hereby specifically denied. The
National Fire Protection Association, submission of this plan does not
The facllty was a fully sprinklered, single story constitute agreement by the facility
building of Type V (111) construction bullt in 1965 that the surveyors’ findings or

and the east wing was a single story building of

nclusions are accurate, that the
Type | (111) construction with a basement built In co -

1878. The bullding was equipped with 3 findings constitute a deficiency or
supervised, automatic wet sprinkler system with that the scope or severity regarding
an anti-freeze loop and an addressable fire alarm the deficiencies cited are correctly
| system. The facllity had a capaclty of 43 certified applied
Medicare and Medicald beds with a census of 42 applied.
residents.
2064 NFPA 101 LIFE SAFETY CODE STANDARD K084\ K064 — The facility will move the 4/16/16

S=D 8 3 3 - inf
Portable fire extinguishers shall be Installad, fire extinguisher in the dietary
inspected, and maintained In all health care kitchen down to the correct
occupancles |n accordance with 9,7.4.1, NFFA distance. Work will be completed
19356 10355 by 04/16/2016. Maintenance or
This STANDARD Is not met as evidsnced by: designee will conduect an audit of
Bafedfo;-n observation and staff Intarview, the all fire extinguishers to ensure
facility falled to provide portable fire extinguishers . tahte op intal
in accordance with NFPA 10 In 1 of 5 smoke plopf:r he§ghts are 11‘1a1nta.1ned. The
compartments. The findings were: facility will be moving to a new
o on of the f inguisher In the i building tentatively 4/13/16,

bservation of the fire extingulsher In the etary : iene i

itchen on 03/01/16 at 10:35 AM revealed the Maintenance or designee will
extinguisher was mounted on the wall with the top perform an audit in the héw
of the fire extinguisher approximately 69 inches building to ensure that all fire

from the fioor. At the time of the observation the inguishers are at the proper
Facility Maintenance Manger acknowledge the cxfmgmshtels are at P Ol?el
height of the extinguisher, height. Proper fire extinguisher

LABORATORY D - PROVIDER/SUPFLIER REFRESENTATIVE'S SIGNATURE TITLE (%0) DATE
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Any deficlency statament endlng with aastarlzk (") denotes a deficlency which the Inatitutlon may be excused from corracting providing It Is determined that

other safaguards.provide. sufficlent protaction to tha.patients.(See Instructions.) Except for nursing homes, the findings statad above ara disclosable o0 dayz
following the dats of survey-whether er not a.plan of earection Is provided. For nurslng homes, the above findings and plans of correction are disclasable 14
days following the date thesa documents are made availatle to tha facilty, If deficlencles are clted, an approved plan of corraction Is requisite te continued
program partielpation, <oy
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Ref;

2000 NFPA 101, Sections 10.3.5.6 and 9.7.4.1
1988 NFPA 10, Section 1-6,10

NFPA 101 LIFE SAFETY CODE STANDARD

Medical gas storage and administration areas
shall be pratected In accordance with NFPA 88,
Standard for Health Care Facllities.

(a) Oxygen storage locations of greater than
3,000 cu.ft are enclosed by a one-hour
separation.

(b) Locations for supply systems of greater than
3,000 cu.ft. are vented to the outside.

4-3.1.1.2 (NFPA 99), 8-3,1.11.1 (NFPA 89),
18.3.24,19.3.2.4

This STANDARD Is nat met as evidenced by:
Based on observation and staff Interview, the
facllity failed to provide an adequate medical gas
storage area per the requirements of NFPA 89 In
1 of 1 oxygen storage locations. The findings
were:

Observation of the oxygen storage raom on
03/01/18 at 10:20 AM revealed the door was not
provided with a door that could be secured
agalnst unauthorized entry, At the time of the
observation the Facllity Maintenance Manager
acknowledged the door was nat provided with a
means of keeplng it secure,

Ref,
2000 NFPA 101, Section 19.3.2.4
1999 NFPA 98, Section 8-3.1.11.2
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DEFICIENCY)
K 084 | Continusd From page 1 K 064 | heights will be monitored quarterly 4/16/16

for one year through audits by
maintenance to ensure correct
heights are maintained, with results
k 076 | taken to QA&A for further
analysis.

K076 — The facility will secure the
oxygen storage room by replacing
the door handle to one that is

capable of being locked to prevent iy ) / (b
unauthorized entry. Work will be \/f /
completed by 04/16/2016. The
facility will be moving to a new
building tentatively 4/13/16,
Maintenance or designee will
perform an audit to ensure that the
oxygen storage room is secured
against unauthorized entry. Proper
oXygen room storage security will
be monitored quarterly for one year
by maintenance to ensure safety
with results taken to QA&A for
further analysis.
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