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K 000 | INITIAL COMMENTS

Requirements for Long Term Care Facilities
Section 42 CFR 483.70 (a) except as otherwise
provided in the saction, the facility must meet the
applicable provisions of the 2000 Edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Assoclation.

The facllity was a fully sprinklered, 1 story
building of Type V (000) construction built in 1954
with additions of the samé construction type built
in 1985 and 1890. The bullding was equipped
with a supervised, automatic wet sprinkler system
and a zoned fire alarm system. The facility has a
capacity of 60 certified Medicare and Medicaid
beds with a census of 46.
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD
88=D
Exit access is arranged so that exits are readily
accessible at all imes in accordance with section
7.1. 1921 :
This STANDARD is not met as evidenced by:
Based on observation and staff interview, the
facility failed to arrange exit access so that exits
gre readily accessible at all imes in 2 of 4 smoke
compartments. The findings were:

PM of the doors in the following locations
revealed the doors required tight pinching, and
more than one releasing operation to make the
doors operable. Room #3, MDS office, shower
room #45, showsr room adjacent to room #7,
room #14, rack room, and the boiler room. At the
time of the observations the Facility Maintenance
Manager acknowledged the door locks required
more than one releasing operation.

1. Observation on 04/19/16 from 1:45 PM 10 3:25 |

Preparation and execution of this plan of cotrectio
K 000 does not constitute an admission or agreement b
the provider of the truth of the facts alleged o
conclusions set forth in statement of th
deficiencies. The plan of correction is prepare
and/or solely because it js required by th
provisions of federal state and law. Completio
dates are provided for procedural processin
purposed and correlate with the most recentl
contemplated or accomplished comective actio
and do not necessarily correspond chronologicall
to date. The facility is of the opinjon it was i
compliance with requirements of participation d
that corrective action was taken.
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1. The facility will ensure that all exit
access is arranged 5o that exits are readily
available in accordance with 7.1 and

19.2.1.

K038

2. All residents are affected.

SR DS

3. The facility will install door hapdles 4 13
Tk mgaﬁght pinching and that’ﬁ?@%ilé 5’. [ ‘T
than one releasing operation on all 7
doors cited. The facility permanently
disabled keyed locks on all courtyard
doors cited on 4/20/16. Maintenance staf
will be in-serviced on sections 7.1 and
19.2.1 that all exit access is arranged so
that exits are readily available.

4, Director of Maintenance/designee will
monitor per the facility PM guide
monthly. Finding to QA monthly.
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other safeguards provide sufficlent proteciian to tha patiants, (Sea [nstructions,)  Except for nursing homes, the findings stated above ars disclozable 80 days
follawing the date of survey whether ar nat a plan of correction is provided. For nursing hornes, the above findings and plans of comrection are disclosable 14

days following the date thaze documents are made avallable {o

the facliity. If deficlencles are cited, an approved plan of carection i e
e pan o ; ty. ‘ ppl pl rraction is requisite to continued
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Preparation and ¢xecution of this plan of comection
K 000 | INITIAL COMMENTS K 000! does not constitute an admission or agreement b
the provider of the truth of the facts alleged of
- copclusions set forth in statement of the
Reqyirements for Long Term Care Faclliies deficiencics. The plan of cormrection is preparef
Sact’on 4‘2 CFR 48:?-70 () exc_eptas otherwise and/or solely because it is required by the
pmV}dEd in the .S?Ctlon, the facﬂlty must meet the provisions of federal state and law. Completiop
applicable provisians of the 2000 Edition of the dates are provided for procedural processing
Life Safety Cods, Existing Health Care, of the purposed and correlate with the most recently
National Fire Protection Assaciation, ' contemplated or accomplished corrective actiop
' and do not necessarily correspond chmnglogical{y
The facility was a fully sprinklered, 1 story to date. The facility is of the opinion it was in
building of Type V (000) construction built in 1954 compliance with requirements of participation dr
with addjtions of the same construction type built that corrective action was taken,
in 1885 and 1890. The building was equipped
with a supervised, automatic wet sprinkler system 6/5/16
and a zoned fire alarm system. The facility has a
capacity of 60 certified Medlcare and Medicaid 1. The facility will ensure that all exit
beds with1aLcFe'nsus of 46. ODE & access is arranged so that exits are readily
K 958 | NFPA101 LIFE SAFETY CODE STANDARD KO38| , ailable in accordance with 7.1 and
Exit access is arranged so that exits are readily 19.2.1.
accessible at all times In accordance with section )
74, 19.21 . 2. All residents are affected. JLO O -k-'
This STANDARD is not met a5 evidenced by: . np
Based on observation and staff interview, the 3. The facility will install door handles
facility failed to arrange exit access so that exits that aré‘ﬁght pinching and thathave mord
are readily accessible at all imes in 2 of 4 smoke ; :
compartments. The findings were: than on¢ releasing operation on all 7
P ' : doors cited. The facility permanently
1. Observation on 04/19/16 from 1:45 PM 0 3:25 | disabled keyed locks on all courtyard
PM of the doors in the following locations doors cited on 4/20/16. Maintenance staff
revealed the doors required tight pinching, and will be in-serviced on sections 7.1 and
gmre than °g[9 rﬂeasmjg@ao%"enrago%tg marl‘(e the 19.2.1 that all exit access is arranged so
oors operable. Room #3, office, shower : : ;
room #45, shower room adjacent to room #7, that exits are readily available.
roam #14, rack room, and the boller room, At the . . . .
time of the ebservations the Facllity Maintenance 4. Director of Maintenance/designee will
Manager acknowledged the door locks required monitor per the facility PM guide
more than one releasing operation. monthly. Finding to QA monthly.
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Any deficlency statement ending with an asterizk () denotes g deficiency which the institution may ba exeused fromecomecting providing it 15 determitied that™=
olher safequards provide sufficlent protaction b the patients. (See hstructions.) . Excapt for nursing homes,

follewing tha date of survey whether or not a plen of correction is provided. Far nursing homes, the above fi
days following the date thaze documents are made available to

program participstion.

the findings stated above 3re dlsclégable €0 days
ndings and plans of camaction are disclosabla 14
the facllity. If deficlencies are cited, an appmvadgplan of correclion’is-requisité to: dantinusd
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K 038 | Gontinued From page 1 K038
2. Observation on 04/19/16 at 2:12 PM and 3:12
PM of the B hallway courtyard and the dining
foom courtyard ravealed both gates were
equipped with a keyad lock. At the time of the
observations the gates were riot locked. Interview
with the Fagility Maintenance Manager confirmed
that the gates are locked on occasion.
Ref : :
2000 NFPA 101, Sections 19.2.2.2.1 and : 6/5/16
72154 ‘
l; gﬁg NFPA 101 LIFE SAFETY CODE STANDARD KOB4| | Tre facility will ensure that all portable
Portable fire extinguishers shall be Instalied, fire ext:_ngqlshggs are ms&talled, u.lglp ected
inspected, and maintained in all health care and maintamed im accordance wi
aceupancies in accordance with 9.7.4.1, NFPA ' 9.7.4.1, NFPA 10 in 4 of 4 smoke
10. compartments.
18.3.5.6, 19.356
This STANDARD is not met as evidenced by: 2 All residents are affected.
Based on observation and staff interview, the
facility fafled to provide portable fire extinguishers | o ;
in accordance with NEPA 10 in 2 of 4 smoke 3. All portable fire extinguishers cited
compartments. Tha findings were: were lowered to be no more than 60
inches from the floor on 4/20/16.
Observation on 04/19/16 from 1:50 PM to 2:16 Maintenance staff will be in-serviced on
PM m\;ﬁaled fire extinguisher's mounted on the section 9.7.4.1, NFPA 10 that all portable
wall with the top of the fire extinguisher fire extinguishers shall be installed
approximately 66 inches from the floor in the . s taimad ’
following locations, Fire extinguisher adjacent to inspected and maintained in all health
room #2, B hall fire extinguisher, and the main care occupancies.
hall fire extinguisher. At the time of the ' ]
observations the Fagility Maintenance Manger 4, Director of Maintenance/designee will
acknowledge the height of the extinguishers. monitor per the facility PM guide
Ref monthly. Finding to QA monthly.
2000 NFPA 101, Sections 19.3.56and 9.7.4.1 | . _
1998 NFPA 10, Section 1-.10 5. Compliance date: June 5, 2016
K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 6 /5 /1 6
i;ORM CMS.2567(02-99) Pravious Versions Obaolata ' EVa;'nl ID:HESB24 Facliity ID: WYaaos
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(04) 1D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF GORRECTION o)
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‘ ‘ nsmcrehcp ]
) 1. The facility will ensure that all
K147 Continued From page 2 K147| electrical and wiring equipment is in
S8=D Electrical 4 + ehall be in accordance with National Electrical Codel
ectrical wiring and equipment s e -1.2 (NFP
accorda%ce with National Electrical Cnde 9-1.2- 9-12 A99)189.1and 1991
(NFPA89) 18.9.1, 19.9.1 .
This STANDARD is not met as evidenced by:. 2. All residents are affected.
Based on obeervation and staff interview, the
facility failed to provide electrical wiring and 3. The outlet in room #12 with a broken
equipment in accordance with NFPA70 in 1 of 4 face plate was repaired on 4/20/16.
sinoke compariments. The findings were: Maintenance staff will be in-serviced that
- all electrical wiring and equipment be in
Observation on 04/19/16 at 2:20 PM revealed an . ,
outlet in roorm #12 with a broken face plate. At the accordance with NFPA 70 in 4 of 4.
time of the observation the Facility Maintenance smoke compartments as well as National
Manager acknowledged the outiet. Electrical Code, 9-1.2 (NFPA 99) 18.9.1
' and 19.9.1.
Ref

2000 NFPA 101, Sections 19.5.1 and 9.1.2
1999 NFPA 70, Article 370-25
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