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| K000 | INITIAL COMMENTS K 000

A Life Safety Code Survey was conducted by
Healtheare Licensing and Surveys on April 4,
2017.

Requirements for Long Term Care Facllities
Section 42 CFR 483.70 (a) except as otherwise
provided in the section, the facility must meet the
applicable provisions of the 2012 Edition of the
Life Safaty Code, Existing Health Care, of the
National Fire Protaction Association.

The facillty was a fully sprinklered, two story
bullding of Type It (111) construction buiit in 1991,
The bullding was equlpped with a supervised
automatl¢ sprinkler system and an addressable
fire alarm system. The facllity had a capacity of
85 cartified Medicare and Medicaid beds with a
census of 70 residents,

K 133 | NFPA 101 Multlple Occupancles - Constmctlon K133
85=D | Type

Multiple Occupancies - Construction Type

Where separatad occupancles ara In dccordance
with 18/18.1.3.2 or 168/19.1.3.4, the most stringent
construction type is providad ;hroughout_the
building, unless.a 2-hour separation |s provided in
accordance with 8.2.1.3, in which case the
canatruction type is determined as follows:

* The construction type and supportlng
construction of the health care oceupancy is
based on the atery in which It is located in the
bullding In accordance with 18/19.1,6 and Tables
18/18.1.8.1

*The construction type of the areas of the
bullding enclosing the other occupancies shall ba
based on the applicable occupancy chapters.
18,1.3.5,19.1.3.5,8.2.1.3

LABORATORY OR'B OR PROVIDERIGUPPLIER REPRESENTATIVE‘S 8IGNATURE TIME (xgy DATE
W LAt 917

Any deficlency mtement anding with an asterisk (*) denates @ dafigiengy which tha inetttution may be excused from cofrecting providing R Is determined thet
other safeguards provids sufficient protaction to the patlents. (See Inatructiona.) Except for nureing homas, the findings siatad above ane disciosnbis 80 days
following the date of sirvey whether or not a plan of comection [s providad. Fer nuraling hiomea, the abova findings and plans of comraction am disclosable 14

days hlluwlg'g ude avallable to the faclity. If deficlencles are citad, an approved plan of corréction 18 requisite to coniinted
program pa °g? RECEIVED ACLETTED FOL T4 THORME (ALL WIEW (Eo RICK b ROEDER
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K 133 Continued From page 1 K133l K133
This STANDARD is not met as evidenced by: : ;
Based on obsarvation and staff interview, th A) qu hour fire barrier will be 512117
facility falled to maintain corvidors doors In maintained for the safety of our
accordance with the 2012 NFPA 101, Life Safety patients, staff and visitors.
Code. The findings were: P .
B) The vision panel will be replaced
Observation on 04/04/2017 at 1:34 PM located at with the correct fire rated panel.
the two hour separation linking the care center . . . .
with the hospital, revealed @ 2-hour-rated fire f.':) Fire barrier se:paratlon will be
door with vislon panele. Further observation inspected by maintenance and

revealed that one vision panel was ot marked to

indlcate the fire rating. Failurs to provide fire rated recorded on the monthly

windows In fire doors as required increases the preventative maintenance checklist.
risk of death or injury due to fire. interview with D) The preventative maintenance
the Facliity Maintenance Manager at the time of L .
observation Indicated that the doors ware new checldist will be reviewed by the
and they were unaware that the door may not Facility Director.
have a fire window, :
REF: 2042 NFPA 101 Sections 19.3.6.3.16: 8.3.3
K 291 [ NFPA 101 Emergency Lighfing K291| K291 - 4
S5 & mergency Lighting Emergency lighting will be 517
Emergency Hghting of at least 1-1/2-hour duration maintained for the safety of our
is provided automatically In accordance with 7.9. . . . ty
18.2.9.1, 16.2.6.1 patients, staff and visitors.
This STANDARD s not met a% evlder;ced t?\y: B) Emergency lighting in the
Based on ohgervation and staff interview, the . ,
facillty failed to provide emergency lighting In generator t(ansfer switch room will
accordance with the 2012 NFPA 88, Health Care have batteries replaced, repaired
Facilities Cade and the 2012 NFPA 101, Lifs and tested
Safety Coda. The findings were; ' ’ L .
C) Emergency lighting will be
emergency generator transfer switch room .
ravealed no battery powered emergency lighting maintenance depariment and
was pravided. In the event of a power fallure, and recorded on the preventative

where the transfer switch falls, a battery-powered maintenance checklist
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(X2) MULTIPLE CONSTRUCTION ~

K321
88=D

| having 1-hour fire resistance rating (with 3/4-hour

emergency light would illuminate the transfer
awitch location for maintenance, or for egress out
of the room. Interview with the Faclity
Maintenance Manager at the time of observation
Indicated they were unaware of the requirement.

REF: 2012 NFPA 89 Section 6.4.2.2.3 (4) (b)

2, Obaervation on 04/04/2017 at 3:50 PM In the
generator room revealed a battery-operated
emergency light that malfunctioned when tested.
In an emergency functional lighting Is eritical for
malintanance on emergency electrical equipment,
and for quick egress from the facility to prevent
Injury or loss of life, interview with the Facliity
Maintenance Manager at the time of obgervation
Indicated awareness of the raquirement and that
they had forgotten to replace the battery.

REF: 2012 NFPA 101 Sections 19.2.8; 7.9.2.1
NFPA 101 Hazardous Areas - Enclosure

Hazardous Areas - Enclosure
2012 EXISTING ,
Hazardous areas ara protectad by s fire barrier

fire rated doors) or an automatlc fire extinguiehing
system in accordance with 8.7.1. Whenthe
approved automatic fire extinguishing syatem
option Is used, the areas shall be separated from
other spacas by smoke reslsting partitions and
doors In accordance with 8.4. Doors shall be
self-closing or automatic-closing and permitted to
have nonratad or fleld-appiled protective plates
that do not excesd 48 inches from the bottom of
the door.

Describe the floor and zone locations of
hazardous arees that are deficient In REMARKS.

K321

checklist will be reviewed by the
facility director.

K291-2

A) Emergency lighting will be
maintained forthe safety of our
patients, staff and visitors.

B) Emergency lighting in the
generator room will have batteries
replaced, repaired and tested.
C)Emergency lighting will be
inspected monthly by the
maintenance departiment and -
recorded on the preventative
maintenance checklist.

D) The preventative maintenance
checklist will be reviewed by the
facility director.
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‘ D) The preventative maintenance
K281 | Continued Fram page 2 K261 ) P
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K 321| Continued From page 3 K 321
10.3.2.1
) K321
Area Automatic Sprinkler .
Separation N/A ‘A) Hazardous areas will be
s Eollegand (ll:uel-Fitr:d Hfgter Roomé ) maintained for the safety of our | 5/15/17
. Laundries (larger than 100 square fee . .
¢. Repair, Maintenance, and Paint Shops patient, staff_ and visitors. _
d. Solled Linen Rooms (exceeding 64 gallons) B) Combustible storage will be
e. Trash Callection Rooms removed from the multipurpose
(exceeding 84 gallons)
f. Combustible Storage Rooms/Spaces room to an approved storage area.
(over 50 square feel) C) Maintenance will check all areas
g. Laboratorles (if classified a8 Severe )
Hazard - see K322) monthly, and report any combustlbli
This STANDARD ‘tsi not met B?f?‘"dﬂmed t?]vi storage accumulation in unapproved
Based an observation and staff interview, the .
facillty falled to maintaln hazardous areas in areas to the Facility Director.
accordance with the 2012 NFPA 101, Life Safety D) Facility Director will report
Code. The findings were: findings to Health and Safety
Observatlon on 04/04/2017 at 2:05 PM In the Committee.
multipurpose room revealed a large amount of
combustible storage behind an accordlon wall
that was open to the room. Further observation
revealed that the accordlon wall did not provide a
smoke resistant partition, would not self close,
and that the space was larger than 50 square
feet. Failure to provide combustible storage areas
with smoke resistant partitions and doors with self
closing devices as required increases the risk of
death or injury due to a fire. Interview with the
Faciiity Maintenance Manager at the time of
observation Indicated awareness of the
requirement.
REF: 2012 NFPA 101 Section 19.3.2
K 341 NFPA 101 Fire Alarm System - installation K 341
§8=D
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K 341 | Continued From page 4 K 341
Fire Alarm System - Installation
Afire alarm system ls Installed with systems and K341
components approved for the purpose in . ,
accordance with NFPA 70, Natlonal Electrlc Code, A) Fire alarm system will be 5/15/17
and NFPA 72, National Fire Alarm Code to maintained for the safety of our
provide effective warning of fire In any part of the . .
building. In areas fiot continuously occupled, | patients, staff and visitors.
detaction is installad ateach ﬂ?a agarrr't controI" ] B) Smoke detection will be installed
unit. In new occupancy, detection is also installs .
&t notification appliance clrouit power extenders, _ in th? fire alarm control .panel Foom.
and supervising statl;on fransmitting equipm;ent C) Fire alarm system will be
Fire alarm system wiring ar other transmizeion ; .
patha are monitored for Integrity. !nsDeCt?d yearly by a certified
18.3.4.1,19.3.4.1,86,96.1.8 inspection company.

D) Inspection report will be kept on
record for review,

This STANDARD is not met as evidenced by:
Based on observation and staff Interview, the
facllty falled to provide smoke detection in
accordance with the 2012 NFPA 101, Life Safety
Cods and the 2012 NFPA 72, Natlonal Fira Alarm.
and Signaling Code. The ﬂndings were:

Observatlon on 04/04/2017 at 1:35 PM in the fire
alarm control panel room reveeled that no smoke
detector was provided. Smoke detection at the
transmitting equipment Is intended to Increase
prababllity that an alarm signal will be transmitted
prior to the equipment being disabled due to fire
conditlons. intarview with the Facllity Maintenance
Manager at the time of observation indicated they
were unaware of the requirement.

REF: 2012 NFPA 101, Section 9.6.2.10.1.1
2012 NFPA 72, Section 10.16
K 511 | NFPA 101 Utiiitles - Gas and Electric K 511
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K 511 | Continued From page 5 K511
§5=D
Utllities - Gas and Electric
Equipment using gas or related gas piping K511
complies with NFFA 64, Natlonal Fue! Gas Cods, . .
alectrical wiring and equipment complies with A)Electrical system will be
INFPII} 70, Natlonal E:‘actric; Code‘ Exzstlnlgd ] maintained for the safety of our 51517
nstaliations can continue In service provided no . L
hazard to life. patients, staff anc! wsﬁors.'
18.5.1.1, 18.5.1.1,8.1.1,8.1.2 B)A GFCI will be installed in the

family dining room kitchen counter.
C) The electrical system will be

_ : \
This STANDARD |s nat met s evidenced by: ingpected by the maintenance

Based on observation and staff interview, the department.

faclllty falled to ﬁft%\'ldze Biegﬂgﬁ ?g;llwe"g "f'ety D) Maintenance depariment will
accordance with the 2012 NF e Sa . o .
Code and the 2011 NFPA 70, National Electrical report any issues with the electrical
Code, The findings were: system to the facility director.

Observation on 04/04/2017 at 1:20 PM In the
family dining room kitchen revealed that ohe of
the electrical outlets above the counter top was
not @ GFCI outlet. The outists in the kitchen area
need to be of the GFCI type to avold shock
hazard to staff and residents, Interview with the
Facllity Maintenance Manager at the time of
cheervation revealed awareness of the
requirement,

REF: 2012 NFPA 101 Section 9.1.2
2011 NFPA 70 Section 210-8(a)(6)
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