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INITIAL COMMENTS

Requirements for Long Term Care Facilitios
Section 42 CFR 483.70 (a) except as otherwise
provided inthe section, the facility must meetthe
applicable provisions of the 2000 Edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association.

The facliity was a fully sprinklered, single story
building of Type V (000) construction with plan
approval in 1973. The building was equipped with
asupervised, automaticwetsprinklersystemand
anaddressablefire alarm system. Thefacility had
acapacity of 37 certified Medicare and Medicaid
bedswitha census of 32 residents.

NFPA 101 LIFE SAFETY CODE STANDARD

Firedrills include the transmission of a fire alarm
signal and simulation of emergency fire
conditions. Fire drills are held at unexpected
times undervarying conditions, atleastquarterly
oneach shift. The staff isfamiliar with procedures
and is aware that drills are part of established
routine. Responsibility for planning and
conducting drills is assigned only to competent
personswho arequallfiedto exerciseleadership.
Where drills are conductad between 9:00 PMand
6:00 AM a coded announcement may be used
Instead of audible alarms.

18.7.1.2, 19.7.1.2

This STANDARD is not met as evidenced by:
Based ondocument review and staffinterview,
the facility failed to provide fire drills held at
unexpectedtimes andatleastquarterlyoneach
shiftin 1 of4 quarters. The findings were:

Document review on 04/12/16 from 1:45 PM to
2:15 PM revealed that no record of a night shift

K000

K050

This requirement will be met as
evidenced by:

A.) Fire drills will be conducted
monthly by the maintenance staffon  [/29/16
both the day and evening shifts,

B.) A monitoring tool will be developed
in order to monitor compliance.

C.) Monitoring tool will be completed
monthly and report on quarterly at Ql
meeting.
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fire drillwas available for the lastquarter of 2015,
Interviewwith the Facility Maintenance Manager
verified thatafire drill had notbeen conducted on
thethirdshiftduringthat quarter.
Ref.
2000 NFPA 101, Section 19.7.1.2
" 056| NFPA 101 LIFE SAFETY CODE STANDARD K 0361115 requirement will be met as 5/20/16
Where required by section 19.1.6, Health care evidenced by:
facilities shall be protected throughout by an
approved, supervised automatic sprinkier system A)) The professional who installed the

P

{ FORM CM$-2567(02-96) Previous Verelons Ohsolete

inaccordancawith section9.7. Required sprinkler
systemsareequippedwithwaterflowandtamper
switcheswhichareelectricallyinterconnectedto
the building fire alarm. InType | and Ii
construction, altemnative protaction measures
shallbe permltted to be substituted for sprinkler
protection inspecific areas where State or local
regulations prohibitsprinklers. 19.3.5,19.3.5.1,
NPFA 13

This STANDARD is not met as evidenced by:
Based ondocument review and staff intarview,
thefacilityfalledto providedocumentationforthe
testing and maintenance of the automatic
sprinkler system. The findings were:

Document review on 04/12/16 from 1:45 PM to
2:15 PM of the automatic sprinkler system
confirmed the lack oftesting and maintenance of
thesupervigorysignaldevices. Interviewwiththe
Facility Maintenance Manager atthe time ofthe
document review acknowledged the devices were
notbeingtestedonaquarterlybasis.

Ref:
2000 NFPA 101, Sections 19.3.5.1 and 9.7.2.1
1999 NFPA 72, Saction 7.3.2 (15)

ystem will instruct the Diractor of
Maintenance on supervisory slgnal
evices for the sprinkler system and
how to test the system. This ine?truction
ill be completed on 5/6/16,

B.) The system will be tested monthly
by maintenance staff

I

C.) Monitoring tool will be completed
monthly and report on quarterly at Q
meeting.
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This requirement will be met as - /29118
K 130] NFPA 101 MISCELLANEOUS K 1301evldenced by:
$8=D
OTHER LSC DEFICIENCY NOT ON 2788 ) E i n i
, This STANDARD knot met as evidenced by: ) Eucation o e provided to
g Based on observation and staff interview, the Education on standard rovided.t I
' facility failed to maintain the adequate storage ing staff on 4 P 08
‘ amountof non-flammable medical gas perthe nursing staff on 4/21/16.
! requirements of S8C-07-10. The findingswere;
] B.) While emptying trash daily,
Observation on 04/12/16 at 1:10 PM ofthe west maintenance staff will visually check for
g hallway revealed (16}E cylinders stored ina compliance. Any variance will be
i location open to the corridor. Interview with the corrected immediately.
j Facility ?ﬂainten?ngehManager atthetimegfthe
! observation verified that approximately 400 cubic e ;
feet of oxygen was stored in the location, The g‘) anfgng t°$t' will be §°3‘p"’fe‘f
Facllity Maintenance Manager also acknowledged ontly ana report on quarterly at Q
the maximum requirement of 300 cubic fest set meeting.
byS&CLetter07-10,
Ref:
01/12/2007 S&C-07-10
K 144| NFPA 101 LIFE SAFETY CODE STANDARD K 144/This requirement will be met as }5/29/16
§5=D ) ) evidenced by:
Gegerlatog? mggec@edtweekly anc: :xe;mzeﬁ b
underloaator J0 minutes permontnand shall be :
inaccordancewith NFPA99 and NFPA 110, (. Conerator testing will be completed
3-4.4.1 and 84.2 (NFPA 99}, Chapter 6 (NFPA weekly by maintenance staff and
3 110} documented on the log in the generator
i This STANDARD &not met as evidenced by room.
: Based on document review and staffinterview,
the facility failed to ensure maintenance and B.) Monitoring tool will be completed
7 testing of the facility generator were being monthly and report on quarterly at Q|
: performed per the requirements of NFPA 110for mesting.
1of1generators. Thefindingsware:
Documentreviewofthe generator maintenance
and testing records on 04/12/16 from 1:45 PMto
1:15 PMrevealed there was no documentation
available for the weekly inspactions. Interview
with the Facllity Maintenance Manager at the time
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K 144/ Continued From page 3 K 144
of the review confirmed that weekly Inspections
were not belng documented.
Ref:
2000 NFPA 101, Sections 19.5.1 and 9.1.3
1999 NFPA 110, Sections 6-3.4 and 6-4,1
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