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Requirements for Long Term Care Facilities This plan of correction is submltted as require
Secion 42 GFF 485,10 () xcept e horvise under St andreden oy, Tl pancoes
provided in this section, the facllity must meet the of the facility and such liability is hereby
applicable provisions of the 2000 editlon of the specifically denied. The submission of this
L.ife Safety Code, Existing Haallth Care, of the plan does not constitute agreement by the
Natlonal Fire Protection Association (NFPA). facility that the surveyors’ findings or
conclusmns are accurate that the fmdmgs
'I" W oPeR I L . o~ o Ly <] ! L]
bmldlng W|th a basement and two constructlon 59"9"‘3’ fegard'”g the defciencies ted aro
types, Type V {111) construction with plan comrectly applied.
approval in 1991 and type 1l (111) construction
with plan approval in 1978. The building was Ko25 Memorial
equipped with a supservised automatic wet a. Policy: Platte County Memoria
sprinkler system and an anti-freeze branch with Nursing Home (PCMNH) will assure
an addressabie fire alarm system. The facility smoke barrier walls are Sﬂ"ke resistant
had a capacity of 43 certified Medicare and by ensuring no mere-than-¥4* gap is seen
Medicaid beds with a census of 38 regidents. during Inspections. g
K 025 [ NFPA 101 LIFE SAFETY CODE STANDARD K025 . .
SS=E b. Smoke barrier wall in the beauty
Smoke barriers are constructed to provide at shop has been extended 3'00"6 the
least a ane half hour fire resistance rating in ceiling tites. All new 5/8” drywall has
accordance with 8.3. Smake barriers may been installed, taped, and mudded, and
terminate at an atrium wall. Windows are insulation re-lnstalled o_n_beth sides of the
protected by fire-rated glazing or by wired glass woodwork in the wall dividing the beauty
panels and steel frames, A minimum of two shop and Room 100. o
separate compartments are provided on each c. Responsible Party: Maintenance
fioor. Dampers are not required in duct Supervisor ,
penetrations of smoke barriers in fully ducted d. How it will be prevented in the
heating, ventilating, and air conditioning systems. future: Inspection of firewalls and smoke
19.3.7.3, 19.3.7.5, 19.1.5.3, 10.1.6.4 bartier walls wifll be added to the monthly
fire door checklist tc ensure no gaps or
penetrations.
e. Inspections will be reported to the
QA Committee quarterly.
This STANDARD is not met as evidenced by: 02/02/11
Based on observation and staff interview the
facility failed to ensure 1 of 2 smoke barrier walls
e smaoke resjstant, indings were;
//tye mok; ﬁa t. The finding
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awith an aetensk (") denctes a deficiengy which the institution may be excused from c¢orrecling providing it Is ﬁi/elarmiyéc. that
: da suﬂiclanl protecticn to the patlents. (See Instyuctlons.) Except for nursing homes, the findings stated above are disclosable 0 days
fallowing the date Of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of corrgction are disclosabla {14
days fellowing the date these documents are mads available to the facility, If deficiencles are clted, an app proveqilliEgigugection ls requisite to continued
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Observation of the north smoke barrier wall on ] ,
1/24/11 at 11:56 PM showed the wall In the a. Policy: Platte County Memorial
beauty shop was not complete above the ceiling Nursing Home (PCMNH) wil
tile. The roof trusses were exposed the entire ensure sprinkler heads are
length of the beauty shop. At the time of unobstructed, not corroded, and
observation the maintenance director reported the properly function upon activation.
barrier above the double cross corridor doors b i. Hospital Maintenance replaced
e ineh 1 , ooy the corroded sprinkler head on
rooms were not routmaly mspected February 16, 2011. _
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 ii. Wall between shower stalls in
aS=E eaft showerlroom ha§ been cut
Required automatic sprinkler systems are 18" from ceiling allowing for
continuously maintained in reliable operating complete coverage of the left
condition and are inspected and tested stall. ,
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA c. Responsible Party: Maintenance
25 0.7.5 Supervisor
d. How it will be prevented in the
future; Maintenance employee
will be educated on things to look
This STANDARD is not met as evidenced by; for when completing the sprinkler
Based on observation and staff interview the check list, including corrosion,
facility failed to ensure sprinklers were looking for obstructions in both
unobstructed and failed o ensure sprinkler heads existing and new building
were not corroded in 1 of 3 smoke compartments, construction, and report
The findings were; anomalies to supervisor.
e. Inspections will be reported to the
1. Observation of the sprinkler system on 1/24/11 QA Committee quarterly.
at 10:43 AM showed the sprinkler head in the 02/16/11
north shower room was corroded, At the time of
observation the maintenance director reported the
sprinkler system was inspected quarterly to
ensure sprinklers were not obstructed, damaged
or covered with foreign material. He could not
explain why this head had not been noticed and
replaced
2. Obsetvation of the sprinkler system on 1/24/11
at 11;10 AM showed one of two shower stalls in
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the east shower room did not have sprinkler
coverage. The sprinkler head In the area was
located 8 inches to the right of the separating wall
between the two stalls. The separating wall
obstructed the spray paftern for complete
coverage in the left stall. At the time of
observation the maintenance director reported he
thought emstml mstallatlons did not require
ion-because of previous appraval
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