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STAR VALLEY CARE CENTER

K000 | INITIAL COMMENTS K 000

A Life Safety Code survey was conducted by
Healthcare Licensing and Surveys on April 30,
2019.

Requirements for Long Term Care Facilities
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 Safety Code, Existing Health Care, of the
National Fire Protection Association.

The facility was a fully sprinklered, single story
building of Type Il (111) construction with plan
approval in 1998 and 2010. The building was
equipped with a supervised, automatic wet
sprinkler system, and an addressable fire alarm
system. The facility had a capacity of 24 certified
Medicare and Medicaid beds with a census of 22
residents.

K 914 | Electrical Systems - Maintenance and Testing K914 6/30/19
Ss=F | CFR(s): NFPA 101

Electrical Systems - Maintenance and Testing
Hospital-grade receptacles at patient bed
locations and where deep sedation or general
anesthesia is administered, are tested after initial
installation, replacement or servicing. Additional
testing is performed at intervals defined by
documented performance data. Receptacles not
listed as hospital-grade at these locations are
tested at intervals not exceeding 12 months. Line
isolation monitors (LIM), if installed, are tested at
intervals of less than or equal to 1 month by
actuating the LIM test switch per 6.3.2.6.3.6,
which activates both visual and audible alarm. For
LIM circuits with automated self-testing, this
manual test is performed at intervals less than or
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equal to 12 months. LIM circuits are tested per
6.3.3.3.2 after any repair or renovation to the
electric distribution system. Records are
maintained of required tests and associated
repairs or modifications, containing date, room or
area tested, and results.

6.3.4 (NFPA 99)
This REQUIREMENT is not met as evidenced
by:

Based on document review and staff interview, A. Immediate Action Taken: A schedule
the facility failed to maintain electrical systems in for testing all non-hospital grade
accordance with the 2012 NFPA 99, Health Care receptacles in patient care areas was
Facilities Code. Failure to maintain electrical made that will allow each one to be tested
systems as required could result in injury or by 6/30/2019. The required tools with
death. The deficiency affected 1 of 1 testing which to do the testing were obtained.
requirement. The findings were: B. The Potential to Affect Other

Residents: Each resident who is in the

Document review on 4/30/2019 at 10:10 AM facility could potentially be affected by
revealed that the facility could not verify that this.
non-hospital grade receptacles in the patient care C. Systemic Changes: A schedule for
areas had been tested within the past 12 months. testing all non-hospital grade receptacles

in patient care areas was made that will

Interview with the facility maintenance manager at allow each one to be tested within a 12
the time of observation acknowiedged the month period after the initial testing and
deficiency, and indicated he was unaware of the then on an ongoing basis.
requirement. D. How Performance Will Be Monitored:

The Maintenance Director or designee will

Interview with the facility administrator at the time perform audits following the initial testing
of exit acknowledged the deficiency. of all non-hospital grade receptacles in

patient care areas to ensure each one is

REF: 2012 NFPA 99, Sections: 6.3.4.1.3; 6.3.3.2 tested within a 12 month period. Results

of these audits will be reported on the
monthly quality calendars and reviewed by
the quality advisory team monthly.
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An Emergency Preparedness survey was
conducted by Healthcare Licensing and Surveys
on April 30, 2019.
Based upon the findings of the survey team, it
was determined the facility was in compliance
with all requirements.
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