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K 000 | INITIAL COMMENTS K 000

Requirements for Lohg Term Care Facillties
Section 42 CFR 483.70 (a) except as otherwise
provided in this section, the facility must mest the
applicable provisions of the 2000 edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Assoclation (NFPA),

ly-apriniles-single-stor

building with & basement of Type V (111)
construction with pian approval in 1964, 1988, . )
and 1998, The bullding was equipped with a The facility will ensure that hazardcn.ls
supervised automatic wet sprinkler system and areas are separated from use areas|in
with an addressable fire alarm system. The

facility had a capacity of 50 certified Medicare and smoke compartments.
Medicaid beds with a census of 48 residents.

K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K029| The shelf paper cleaning napkins will
58=D One hour fire rated iriction (with % h be removed from the Housekeeping
e hour fire rated construction 4 hour : : :
fire-rated doors) or an approved automatic fire _CIOSEt? A self-closing device .WIH be
extinguishing system In accordance with 8.4.1 installed on the door entering the
and/or 19.3.5.4 protects hazardous areas, When Housekeeping closet.

the approved automatic fire extinguishing sysfaim
opticn is used, the araas are separated from

othter spaces by smoks resisting partitions and The M.aintenance Manager Wlu be
doors. Doors are self-closing and non-rated or responsible for the aforementioned
ficld-applied protective plates that do not exceed actions.

48 inches from the bottom of the door are
ermitted. 19.3.2.1 ) .
P The Safety Chairperson will monjtor

compliance during the quarterly safety

inspections.
This STANDARD is not met as evidencead by: . . . .
Basad on observation and staff interview the The results of these inspections wil] be
facliity falled to ensure hazardous areas were reported to the Safety Committee via a
separated from use areas in 1 of 4 smoke . . , :
cotmpartments, The findings were: performance improvement monitor 3/4/1|L.
[ABORATORY DIREGTOR'S OR Pwmuppuzn REPRESENTATIVES SIGNATURE TiTLE {X6) CATE:
‘\k ? S \\SE\ %&m\\w\\ﬁ‘? SETHNELE, %*\\\‘3\\\

Any deficlency statement ending with an asterisk (%) denotes a doflclency which the institution may be excused from corrscling providing it Is detettined that
other safeguards provide sufficlent protection to the patlents, (See Instructions.) Except far nursing homes, tha findings stated above are disclosable 90 days
following the date of survey whether or not & glan of corrastion Is provided. For nursing homes, the abova findings and plans of corraction are disclosable 14
days following the date these documents are made avallable to the facllity. If deflclancles are clted, an approved pjﬁagaﬁwéeﬁllon Is requisite to continued

program particlpation,
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K 329 | Continued From page 1 K 029
Observation on 1/26/11 at 10:50 AM showed a
shelf of paper cleaning napkins were stored in the
housekeeping closet, Further observation showad
the corridor door was not equipped with a
self-closing device. At the tims of observation the
maintenance manager repotted he was aware of
the separation requirement, but couid not explain
why a self-closing device had not been installed
OIT the aorementioned door, " . ) .
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K ogg| Lhe facility will ensure that corridor doprs
E88=F have adequate head room.
Exlt access Is arranged so that exits are readily
accessible at all times in accordance with section The magnetic locking device will |be
74 19.24 relocated such that the bottom of the
locking device is 6’ 87 above the floor,
The Maintenance Manager will |be
: tesponsible  for the aforementioded
This STANDARD is not met as evidenced by: actions.
Based on observation and staff interview the
facility failed to ensure corridor doors had . . .
adequate head room in 1 of 4 smoke The Safety Cl}alrperson will monifor
compartments. The findings were: compliance during the quarterly safpty
inspections.
Observation of the hospital fire barrier cross
gggﬂf’g gﬁghéi gfﬁgs%"qaﬁg; " ﬁhg:?ng;ﬂn y The results of the inspections will [be
a elc . : : : i
lock. Further review showed the botiom of the reported to l,he safety C.OlTll‘ﬂl.‘ttef: Vig a
magneﬁc |Ocking device was no-t the requirad 6 performallce Hnpr ovement monitor, 2:'{23/'1
foot 8 inches above the floor, The bottom of the
magnetic lock was only 6 foot & inches above the
floor. At the time of observation, the maintenance
director reported he was not aware of the
aforementioned requirement,
K051 | NFPA 101 LIFE SAFETY CODE STANDARD K 051
SS=E
A fire alarm system with approved components,
devices or equipment is instailed according to
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K051 Continued From page 2 K 051
NFPA 72, National Fire Alarm Code, to provide
effective warning of fire In any part of the building. The facility will ensure that smoke

Activation of the complete fire alarm system is by
manual fire alarm initiation, automatic detection or
extinguishing system aperation. Pull stations in

detectors are properly installed.

patient sleeping areas may be omitted provided The 2 smoke detectors in the kitchen and
that manual pull stations are within 200 feet of the detector in the front office will |be
hurge's stations, Pull stations are located [n the installed ot least 36 inches from the
path of egress. Flectronic or writteh records of ventilation supply vent.

tests are avallable. A reliable second source of
power s provided, Fire alarm systems are

maintained in accordance with NFPA 72 and ‘The Maintenance Manager will [be
records of maintenance are kept readily availabls, responsible for the aforementiored
There Is remote annunciation of the fire atarm actions.

system to an approved central station,  19.3.4,

9.8

The Safety Chairperson will monitor
compliance during the quarterly safety
ingpections.

The resuolis of the inspections will |be
reported to the Safety Committee vid a
performance improvement monitor, 3/14/1

This STANDARD is not met as evidenced by:
Based on observation and staff interview the
facility failed to ensure smoke detectors were
properly Instelled in 2 of 4 smaoke compartments.
The findings werea:

Observation of the fire alarm system on 1/25/11
between 2 PM and 4 PM showed fwo smoke
detectors in the kitchen, and the detector In the
front office, were Installed closer than the 36
inches from a ventilation supply vent, The
detectors were all installed less than 18 inches
from vents, At 2:02 PM the maintenance manager
reported he was not aware of the aforementionad
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K 051 | Contihued From page 3 K051
requirement.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
55=E
Required automatic sprinkler systems are
continuously maintalned in rellable operating
condition and are inspected and testad - _ X
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA The facility will ensure that sprinklers are
25 9.7.5 unohstructed
The ceiling mounted light will [be
This STANDARD s not met as evidanced by: relocated in order to provide proper
Based on observation and staff interview the clearance from the sprinkler.
facility falled to ensure sprinklers were
qno‘bstructed in 1 of 4 smoke compartments. The The Maintenance Manager will be
findings were: responsible  for the aforementiored
Observation of the medication room on 1/25/11 at actions,
2:32 PM showed the sprinkier was obstructed by ) i ]
the celling mounted light. The sprinkler was The Safety Chairperson will monitor
installed 10 inches from the light and the bottom compliance during the quarterly safety
of the deflector was not at, or below, the bottom inspections.
of the light. The bottorn of the deflector was 2
inches above the bottom of the light, At the time . . e
of observation the maintenance director said he The results of the inspections will |be
was aware of the spacing requirement, but could reported to the Safety Committee vur a
not explain why the sprinkler had not been performance improvement monitor, 314711
noticed during the annual Inspection and
modified.
K147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
85=E
Eiectrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. £.1.2
This STANDARD is not mat as evidenced by:
Based on observation and staff interview, the
facility falled to ensure electrical outlets in wet
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locations had ground fault clrcuit interrupter
(GFCI} protection in 2 of 4 smaoke compartments.
The findings were:

Observation of the electrical system on 1/25/11
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K 147 | Continusd From page 4 K147| The facility will ensure that electrical

outlets in wet locations have ground fault

circuit interrupter protection.

The electrical outlets

in the kitchen

betwesn 1:30 PM and 2:30 PM showed the housekeeping closet and kitchen dish

electrical outlets In the kitchen housekeeping room will be relocated to outside of 6 feet

closet and kifchen dish room were located less from the sink.  GFCI protection ontlets

than © feet from a sink. Further review showed will be installed.

the autlets did not have GFCI protaction. At 1.45

PM the maintenance director reported he was Tt Mai M al ip

aware of the requlrement, but could not explain e Mamtenance Manager  will {be

why the outlet had not been noticed and replaced. responsible for the aforementioned
actions.

The Safety Chairperson will mon
compliance during the quarterly saf]
inspections.

The results of the inspections will

reported to the Safety Committee vig

performance improvement monitor.

tor

be

3/1/11
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