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INITIAL COMMENTS

Requirernents 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 2000 edition of the

| Life Safety Code, Existing Heaith Care, of the

. National Fire Protection Association.

The facility was a fully sprinklered single story
building with a baement of Type V (111)
construction built in 1967,

A walver was GRANTED to this facility for K-056
aind K-089 until February 21, 2008,
NFPA 101 LIFE SAFETY CODRE STANDARD

Doars protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-hbonded core

K 000

K018

Ko18 o
Déors 17 and 24 weie répaired,

wood, or capable of resisting fire for atleast 20
minutes. Doors in sprinklered buildings are only |
required to resist the passage of smoke. There is
no impediment to the closing of the doors. Doors !
are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.3.6 :
19.3.6.3 '

All-other doors-will be eheekn.l Lo
ATERFTNTUMA w lUl

proper latching, and repaived if
ficcossary,

The maintenance divector will audit
all doors no less than quarterly, and
report the findings of this audit to the

are permitted. | next Quality Asswrance commitiee . | 7/ P9

Roller latches are prohibited by CMS regulations | meeling, '

in all health care facliifies.

d —
@ 0C WMJ 7 / 20/0%9 Al
Cpheelsvin, tvibedaled
! 4.& Jyle Mw‘ /&ﬂ)wr) /Uﬁ'ﬁ
N @&7’5’-'307‘7/1/’-—8’4%//%:4&““/%@-
(LABWS OR PROVIDERISUPPI.IWESE TATIVES SIGNATURE TITLE . 1%8) DATE
VNG W/ pety Sre
{

(PN} ] 0 \“1 . . - a
Any deficiancy statement ending with an asteriak {*) dﬁholes a deficiensy which the Institution may ba excuged from correcting providing It [s determined that

fallowing the date of survey whethar or not a plan of correction Is provided, For nursing homes, tha above {fr

other safeguards provide sufficient protection to the pallents. (See Instructions.) Except for nursing homes, the {jnding X
5 dnd |
days following the date these documents are made available {o the facllity. If deficiencies are cilad, an app@%@{léi?c

pregraim paricipation.
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Stairways, elevator shafls, light and ventilation
shafts, chutes, and other vertical openings
hetween floors are enclosed with censtruction
having a fire resistance rating of at least one
hour. An atrium may be used in accordance with

| waiter door was temoved,
“They ne-gther-vpriical-openigsp, .

4 %e mi a;“n;engx- co’dircetor Wil audh Wz"ﬁ
| all vertical opeanings quarter]y and
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K018 ; Continued From page 1 ‘ Ka18
|
' This STANDARD is not met as evidenced by:
Based on observation the facility failed to
maintain 2 of 81 corridor doors, The findings
were: ‘
| Observation 6/13/07 betwean 2 PM and 2:30 PM ’
revealed comridor doors for the following rooms |
were equipped with latch bolts that did not Insert
into the strike plates of their respective door
frames: i
a. Resident room #17.
| b. Resident room #24.
K 020 NFPA 101 LIFE SAFETY CODE STANDARD K020, - b
SS=E K020 Ve ' 3( p 1
|, The hold back Iateh on the durab ~ | |/)-"

K 027
83=D

gZ56. o3 T

‘ "This STANDARD s not met as evidenced by;
Based on observation the facility failed to prohibif
devices that were designed to hold doors open
on 1 of 1 fire rated vertical openings. The finding
was;

Observation on 6/13/07 at 12:52 PM revealed the
dumb waiter door in the laundry was equipped
with a hold back latch, The latch did not release
with the activation of the fire alarm system.

NFPA 101 LIFE SAFETY CODE STANDARD

Doot openings in smoke barriers have at least a
20-minute fire protaction rating or are at least
1%-inch thick solid bonded wood core.

ensure they meet the standard.
i The results of this audit will be
‘ reporied to the next Quality

Assurance comumittes meeting,

K027
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K 027 | Continued From page 2 ’ KO27, .. -
Non-rated protective plates that do not exceed 48 ‘ K027
inches from the botiomn of the door are permitted, |
Horizontal sliding doors comply with 7.2.1.14. , - i ‘ L
Doors are self-closing or automatic closing in | The smoke barreier door in the attic has been
accordance with 19.2.2.2.6. Swinging doors are Equipped with a self closing device.
' not required to swing with egress and positive | I
ing | ired.  19.3.7.5,19.3.7.6, : — .
Elaécggg_f is not required.  19.3 19.3.7.8 ! {aul other doors were inspected to see V1
-  ifthey were appropriate for this
{ device, and whore this was found the
This STANDARD s ot met as evidenced b O ot elosers wore installed.
is ST. s not met as evidenced by: ‘ warterly, the Maintenance director
Base?d on obser\{ahons ?he fgcmty failed to | will andit the doors of the Brotlity to
provide seif-closing devices for 1 of 3 smoke ensure this stndard is mot v
i . finding was: . e /
barrier doors. The finding | ‘ The results of this audit will be ¢ ,Dq
Qbservation on 6/13/07 at 3:25 PM revealed the l reporied to the next Quality |~ 7,.(
smoke barriet door in the attic was hot equipped | Assurance committpe meeting,
with a self-closing device. i i .
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K 029|
357D e

' separate 2 of 8 hazardous areas from other

One hour fire rated construction (with %4 hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When |
the approved automatic fire extinguishing system
option is used, the areas are separated from

other spaces by smoke resisting partitions and

" doors. Doors are self-closing and non-rated or

field-applied protective plates that.do not exceed .
48 inches from the bottom of the door are
permifted.  18.3.2.1 '

This STANDARD is not mel as evidenced by:
Based on observation the facllity failed to

The maintenance room and the store room doors were

Equipted with self- closing devices.

All other doors vere Tnspeoted to see
. jf they wero appropriate for this
 device, and where this was found the,
case, self closers were jnstalled.

Quarterly, the Maintonance direotor
will audit the doors of the facility to
. ensure this standard is tet,

! The results of this audit will be

+ reported to the next Quality

. Assyrence committee meeting,

| .

L/

6
Tlﬁ
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|
I ! |
K 029 | Continued From page 3 I K029,
spaces by smoke-resistant assemblies. The I
findings were:
| 1. Observation on 6/13/07 at 12:39 PM revealed | | ‘
! the self-closing device attached the maintenance .
shop corridor doer had the arm removed, |
2. Observation on 6/13/07 at 1 PM revealed the
. ‘ file storeroom in the basement was equipped with |
a corridor door that lacked a self-closing device. | i
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038] T Aot
5 it d s that exit i i the
xit acoess is arranged so that exits are readily 'y 'Thig alarm was repaired, 1
i imes In accordance with section | The-228 pairec. .
l ?c’]c.ess;bglfe;lt all times in accord i All other esrass doors were audited P!
| for this standard, and repairs were
= made as necessary.
Quarterly, the Maintenance direotor
: wil) aud;t the doors of the facility to ¥~
' ensute this standard is met,
This STANDARD s not met as evidenced by; The tesults of this a:(ii?:rtin b
Based on observation the facllity failed to . - y o e
“FaInain T o7 6 damwmﬂmxmm.——mﬂhmm“ﬂ 1ty \ 77
The finding was: Assurance commiitee meeting, -1
Observation on 6/13/07 at 1:45 PM revealed the ! !
delayed egress lock on the northwest exit door M
did not emit an_audible alarm with the activation
of the release process. A
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 046
SS=E
Mumination of means of egress, including exit
discharge, is arranged so that failure of any
single lighting fixture {bulb) will not leave the area
- in darkness, (This does not refer to emergency !
lighting in accordance with sectlon 7.8.)  19.2.8
| This STANDARD s not met as gvidenced by: |
FORM CMS-2567(02-99) Provious Varsions Objalels Event 1D: QRDA24 Facliity 1D: WYQ0186 if continuation sheet Page 4 of 13
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i There is g written plan for the protection of all
patients and for their evacuation in the event of
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K 045 Continued From page 4 i K 045!
Based oh observation, the facility failed to ensure !
fully functionat light fixtures for 2 of 8 exits, that | Bulbs were replaced in the emergency
| The findings were: [ | Exit lights at the centet north exit and v
| | The northwest exit. -
' Observation on 6/13/07 between 9 PM and 9:30 | - .
* PM revealed the following locations had cne of | I” Al other exit doors were andited for -
! two lighting fixtures which were nat illuminated: ' this standard, and repairs were mads
a. The center north exit. ' ) :
! b. The northwest exit, ‘ asm%gisTsa_rt%. Maintenance directot
K 046 | NFPA 101 LIFE SAFETY CODE STANDARD Ko4e Quartetly, the Malniehans St
8S=E I will audit the doors of the facilily to
Emergency lighting of at least 17 hour duration is' . engiwe this standard is .met.
| provided in accordance with 7.8.  19.2.9.1. | The results of this andit will be _
‘ : reported to the next monthly Quality 7,”,0’
! Assurance committee meeting,
| This STANDARD s not met as evidenced by: ' VY
Based on record review and staff interview, the | | %
facility falled to test 2 of 2 emergency battery :, i ,
lights. The findings were: ! | All battery lights were lested for thig ! N
— [ standard, ARy ghts jonng deticl
1. Review of test records revealed no records ! l INLOYD laeaglf—erie éﬁa A P
related to annual testing of the emergency v~ P P '
battery lights. | The }Vlamwnance dirseror will tost
2. Review of the emergency battery light testing ~ the lights monthly for 30 seconds of
records revealed the monthly 30 second o i op'eranon and annually for 90
amergency battery light tests had not been minules of operation.
 performed prior to April 2007, . "The results of these tests willbe
, , : ' orted oxt-monttly Qualj
3. Imervtew with the Maintenanca Director on z:sgagct;ﬂg;?:‘ﬁ vy uality ke )& 7
6/13/07 at 12:30 PM revealed he had not eo.In Lo,
performed the 90 minute test and had no other 2’1‘4’7{?"’7 : M—«
documentation to review. The maintenance t? 7 ~
director further reported he was Unaware of the .
testing requirement.
K 048 | NFPA 101 LIFE SAFETY CODE STANDARD K048
S8=F"
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K 048 | Continued From page & ‘ KOA-.B‘ : _ I,
' | an emargency, 19.7.1.1 ' K048 <
| .
= The emergency procedures book will be updated
To be facility specific and will include policies for
*i This STANDARD is not met as evidenced by: ot : .
Based on record review and staff interview, the Toronado,power OLM%SGVFW weather and the
facility failed to provide emergency procedures Evacuation policy .. m‘. 5“"‘, .
which addressed the facilities needs. The | E - ety At Vdas
findings were: : Am}yallv the Adminiglralor will /
| 1. Review of the facility's emergency procedures | IEVIEW the disles‘fer manual, and
revealed the tornado, power outage, and severe | inspect to see it 15 stll Tacility -
Iweather policies were “generic" and did not specific. e ,ulh M&_
e e ey | | ARt (97
fransportation or the lacation to which residents ; f:po 1o a?cﬂt:ﬂant}ﬂ? Quality
would be transferred in the event of inclement | Ssurance commi egneetmg.-
weather requiring evacuation. The evacuation
policy stated resident would be relccated to the !
fairgrounds, The evacuation pollcy did not
ingicate how the residents' nutritional and
medical needs wouild bemet:
2. Interview with the director of nursing (DONj) on /WW
6{13/07 at 4:20 PM revealed he thought the
residents were supposed to be evacuated to the
“liftle white church” across the street instead of *__.
the fairgrounds. The DON further reported he ~
was Unaware the disaster manual did not
- | address the facility, specificaily.
K 080° NFPA 101 LIFE SAFETY CODE STANDARD K 050
SS=F
Fire drills are held at unexpected times under
varying conditions, at least quarterly on each
shift, The staff is familiar with procedures and is
aware that drills are part of established routine.
Responsibllity for planning and conducting drills
is assighed only to competent persons wha are
qualified to exercige leadership. Where drills are
conducted between 8 PM and 6 AM a coded |
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K 050" Continued From page 8 K 050, T

‘ announcement may be used instead of audible
alarms, 19.7.1.2

This STANDARD is not met as evidenced by:
Based on record review and staff Interview, the
facility failed to conduct a fire drill on 7 of 8
quarterly shifts in the past year. In addition, staff
were unfamiliar with actions required under
varied fire conditions. The findings were:

1, Record review revealed the only fire drill v~
conducted in the past year was done on 12/8/06.
2. Interview with the maintenance director on |
6/13/07 at 12:30 PM verified the facllity records
only showed one drill being conducted in the past
year. The maintenance director stated that he
had not been involved In an in-service related to
fire drills since he was hired in May 2007,

K030 .
The fire drill policy was rewritten 1o

beu%om rehengive rainping 190
Firc dr | Be dond iff abcorqance

with the standaxd. Eiod
1'he maintenance director wfﬁ m'fﬁit

fire drills and present those audils to
the Administator immediately if
there grng and routinely o
the(hext momh& Quality Aspuange
coTmittee meeting,

3. Observation on 6/13/07 between 3:50 PM and
4:02 PM revealed the Certified Nurse Aide
(CNAYwho was supposed to find the "fire" did not
respond to the activated nurses' call light for a full
5 minutes. When the CNA found the “fire” she laft
the door open afier she exited the room. The
CNA came back to the room 4 minutes later and
_closed the door and went to the nurses’ station
were she announced through the intercom
system "Fire, room number fourteen,” two times
instead of "Dr. Pyro" as stated in the facility's
policy. Following the announcement the charge
rurse came to the “fire” location and activated
the nearest fire pull station, ten minutes after the
nurses' call light was first activated. Throughout
the drill, four carts were left in the corridor of the

. smoke compartment where the "fire" was located, |
‘ The all clear was announced at 4:02 PM,

FORM CMS-2687(02-88) Previous Verslons Obaolete
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58=F
: | A fire alarm system required for life safety is
installed. tested, and maintained in accordance
with NEPA 70 National Electrical Code and NFPA

< 082 | NFPA 101 LIFE SAFETY CODE STANDARD | K 052 |

72. The system has an approved maintenance
and testing program complying with applicable |
requirements of NFPA70and 72.  9.6.14 ‘

|

| |
| | ;
| |
. |
| |
|

|

| This STANDARD s not met as evidenced by:
i Based on record review and staff Interview, the
| facifity failed to test 11_of 11 fire alarm system

components. The findings were:

|
|
|
|
|

1. Review of the facility's testing records revealed

the annunciator panel, annunclator batteries, duct

detectors, haat detectors, fire alarm boxes, and

' alarm natification appliances had not been tested
in the past 12 months. According 1o the records, r

the fire alarm system was last lested on 2/8/06.

2. Review of the fire alarm system testing records |
revealed the smoke detector sensitivity test had | |
not been conducted in the past 2 years, L

’ 3. Observation on 6/13/07 at 1:15 PM revealed |
the posted central station certification placard for

' the facility's fire alarm system had expired on &~ |
| March 31, 2007. |

i 4, Review of the fire alarm system testing records | ' |
‘| revealed the supervigary signal device had not {

FORM CMS-2567(02-98) Previous Verslans Obsolete Event ID: QRDG21 Facillty ID; WYO0014 If conlinuation sheet Page 8 of 13
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September, October and November 2006 and
i January, March, April and May 2007,

- w%als. . i
The m .menance%%'ecm ensute it ad
8. Interview with the maintenance directoron The tests are done annually. The results of - 74577
- erv : 3 1 .
’ 6713/07 at 12:30 PM revealed he did not know | The audits will bageviewedby QA ©
\ whether or not any testing was performed prior to | \ Znd ' }

| May 2007, when he was hired. The maintenance J
director confirmed he had not tested the fire

PAGE 18/14
B , PRINT D! 06/26/2007
' CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CGLIA (%2) MULTIPLE GONSTRUCTION (XS]CI':'JCI)UM’I‘E;SETI;\BEY
AND PLAN OF CGORRECTION IDENTIFICATION NUMBER: A, BUILDING 01 - MAIN BUILDING 01 5
535040 B WING 06/13/2007
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1108 BIRCH STREET
DOUGLAS CARE CENTER DOUGLAS, WY 82633
| g = ‘
O | S VIUST BE PREGEDED BY FULL | proe (EACH SORREGTIVE ALTION SHOULDBE | conriron
TAG ‘ REGULATORY OR Lac IDENTIFYING INFORMATION) ‘ TAG | CROSS'REFEREQEE&E% g\l}i)E APPROPRIATE ‘
‘ | . :
T o
K 052| Continued From page 8 | K 052| o o |
been tested during the third or fourth quarters of i ‘
20086, ‘T/ | K052 , . ||
| | | | The fire panel, notification
| 5. Review of the facility's testing records revealed | | | applianoes, and smoke dr:tectc:rM| e
the supervising station fire alarm system receiver J/ . were checked by qualified ,~
| had not been tested for the months of August, | | uteo 7

} alarm system. \ ‘ ' { %
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD ‘ K 062 ) ‘ ’
35=F

Required automatic sprinkler systems are : The laundry room ceiling membrane |
continuously maintained in reliable operating ‘ | Was repaired, '
condition and are inspected and tested v e e . el
pertodicatly 9764842 NFPA p ‘ ¢ obgtructions-to-gpriniler heads were o
25,975 ' Rcmovedvi/n the activity closet,the closet

| | Near rogzf 14,and the mifSing supply

' : Closet, The entire ceiling was audited and all

This STANDARD is not met as evidenced by: | the sprinkler heads were Inspected

| Based on observations on 1 of 1 day, record i i Jor obstruction, Repairs of tesolution

i review and staff interview, the facllity failed to wag done wete Necassary.
provide a continuous ceiling membrane, failed to Ny e o
provide unobstructed sprinkler heads and failed . _ )
to test 2 of 4 sprinkler system components. The The maintenance diractor will audit

findings were: sprinkler heads weekly x § for v’
1. Observation on 6/13/07 at 12:66 PM revealed obstryction and resolve immediately,
the laundry ceiling was not a continuous The maintenance director will andit
membrane: 2 hole was cut into the ceiling near these issucs quarterly repr

. the dryers. . gaLerly; .

immediately, and yeport the findings WL

2, Observation on 6/13/07 between 12:30 PM oftheso s o iy oxtmontily .10

jand 3 PM revealed the following areas had items Quality Asaurance committec szt

FORMCMS-ZSG?{OZ-SS)PrevlouaVars]onnObsoielr: fBvent ID: QRDE21 Facliity 10: W00 ? if sortinuetion®theet Pack 9 of43
4 % ¢ 3
- W—-— .
pisdh 30, prgpsr? o 8 ,
WW&/ R \
. . - )
/* ¢ panen o Drace Test
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DEFICIE

K 062 | Continued From page 9 K 062.[
stored within 18 inches of the sprinkler head
deflector:

a. The activity director's closet.

b. The closet near resident room #14.

¢. The nurses' supply closel.

- .77--_—————'_—"—-__—"‘——“"—-——"'——""“_"_

"3, Review of the facility's testing records revealed
the main drain and waterflow device had ot~ ~—— ZAe € —7
baen tested during the third and fourth quarters :

£ 2006.

4. Interview with the maintenance director on
8/13/07 at 12:30 PM revealed he was unaware of
any testing being performed prior to May 2007
when he was hired, The maintenance director
further reported he was unaware of the facility's
quality assurance program. i
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD - K076, ) |

38=E -
Medical gas storage and administration areas are K076

drimaccordance with-NFPA-8S;

Standards for Health Care Facllities. The oxygen will be relocated to the original

' (a) Oxygen storage locations of greater than ‘ imeet the require
3,000 cu.ft. are enclosed by a one-hour ! Closet tha 7 moet tho r(?qu.lrcmEIJ.ts. ‘
separation. Alloxygen will be stored in that closet
And removed from apy areas that do Y

{b) Locations for supply systems of greater than Not meet the code, .

13,000 cu.ft. are vented to the outside.  NFPA 99 Maintenance will monitor on his daily Mf’fﬂ&g)
43112, 19.3.24 Rounds for compliance,and resulis will

Be reviewed by the Q.A. commitiee.

| 847

This STANDARD s not met as evidenced by: ‘
Based on observation the facility failed to provide !
safe oxygen storage locations as required. The
findings were: |

FORM CMS-2567(02-98) Pravious Verglons Chsolate Bvont ID: QRDE21 Facllity ID: WY001G ' If‘;ontinuaklan sheot Page 10 of 13
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' DEFICIENCY)
K076 Continued From page 10 | Ko78 |

! 1, Observation on 6/13/07 at 1:36 PM revealed
' the facility was storing 48 "B" sized oxygen
cylinders outside the facility under the east exit 2
| canopy. The starage |ocation was not provided

with & lockable gate. Furthemmore, the oxygen L
| was stored within 25 feet of windows, Tha ! ‘
 storage [ocation war not posted with required
precautionary signage.

2. Observation on 8/13/07 at 1:51 PM revealed
| the facility had moved the Indoor axygen storage
location to a closet near the b room, The new
oxygen room did not have 1-hour rated -
" | construction as required for new locations: the
i two doors were not 1-hour rated, The new |
| oxygen storarootn 2lso lacked a dedicated ,

' mechanical ventilation aystem.

K 144 NFPA 101 LIFE SAFETY GODE STANDARD K 144
S8=F

Generators afe IRspectad weekly and &xercised
under lond for 30 minutas par month in
! accordance with NFPA 99,  3.4.4.1,

| |

"This STANDARD Ie not mat as evidenced by;
Baged oo ravord review the facility failed to test
the gorridar emergency llghting system. The

| findings were:

! 1, Review of the facllity's testing records reveslad

" the continuously Hlluminated corridor egress Hghits :

' were being supplied with power from the

FORM CMS-267{02-99) Pravious Vemslons Obsciaa Bvant I QRIS Fasillly (D) Wyat6 I somtinustion eleet Pago 11 of 15
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| DERCIENGH) § N
K 144 | Continued From page 11 K 144 K144 k
emergency generator electrical panel. The I o o
ermergency generator testing records revealed in ' The electrician agsessed the transfes syvltoh and wf
the past year the generator had only been Determined that the circuut breaker 2 in panel 1
transferred on February 26, 2007, | Can be turned off which will cause the/gene to
2. Interview with the maintenance director on To operate under load. Yo, e
6/13/07 at 12:30 PM revealed he did not know ‘ } , g
how to run the generator "under load. ' The maintenance super. Was insarvicec on B¢
Furthermore, the maintenance director stated | Procedure and importance of generator testing.
_that he did not know how to use the gutomatip ' Records will be maintained.and admin will audit
transfer switch to transfer the essential electrical : thly .QA will review quartly.
system from normal power to emergency power. - Monthly . ) .
K 147 NFPA 101 LIFE SAFETY CODE STANDARD
SS=D

K 147 '
K147, s M%W

. The incorrect-surge-protectors-werce

! Removedfrom the dietary office

And the front lobby.all remaining , @4
Rooms were audited and.incosreet ?

flexible wiring did not replace femporary fixed
wiring; falled to provide an emergency battery
light at the automatic transfer switoh (ATS), and !
failed to maintain adequate work space in front of

" electrical equipment. The findings were: ‘
1. Observation on 6/13/07 between 12:30 PM |
and 1:3¢ PM revealed the following locations had |
temparary electrical wiring in place of permanent
fixed wiring:

. a. The dietary office had a surge protector
plugged into a 6-way adapter, !
b. The front lobby had a surge protector plugged
into a 6-way adapter. ’

2. Interview with the Maintenance Director on

* B/13/07 at 4:25 PM revealed he did not routinely
conduct room audits to ensure the electrical 7 -
wiring was safe for the residents, v

-/ Ty Lo
w3 Sy
rotectars removed.

The maintonanoce director will make a/{,/)“{ g
weekly rounds of the raoms to
review for appropriate devices,

Al slail was inserviced on
apprapriate electrical devices, and
how to intervene if they locate one.

7 . The results of ]

"The audits will be reviewsd by Q.A,

oo 6l 2

FORM CM3-2567(02-88) Pravious Vearglans Obsolete Event ID:QRDE21

Faclilty ID; Wvop18 If continuatlen sheet Page 12 of 13
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K 147 | Continued From page 12 K 147 |
K147 B L

3. Obgervation on 5/15/07 at 10:29 AM revealed
the automatic transfer switch (ATS) was not
equipped with an emergency battery light.
NFPA 101 LIFE SAFETY CODE STANDARD

K 154 :
SS=F .
Where a required automatic sprinkler system is

watch system is provided for all parties left
unprotected by the shutdown until the sprinkler
system has been refurned to service.  9.7.6.1

This STANDARD is not met as evidenced by:
Based on record review and staff interview, the

Taciily lacked a policy
sprinkler system, The findings were:

1, Review of the maintenance department's
emergency policies revealed the facility did not
have a fire watch policy in the event of an
impairment of the automatic sprinkler system.
- 2. Interview with the maintenance director on
6/13/07 at 4:25 PM revealed there was no fire
watch policy to review. The director of nursing
(DON) was also unaware of any type of policy
related to a fire watch.

out of service for more than 4 hours In a 24-hour .
period, the authority having jurisdiction is notified,
and the bufiding is evaouated or an approved fire

the potential for the loss of water to the automatic

el

; Facility will have an emergency light installe@
szue to the extent of the worl

afwaiver in order to have
. The plans approved by the appropriate state department
And the work completed. Admin will monitor the

Progress of the process and review at QA committee.

" The facility will request

| E, 71

|
|
| |

: f'——“\ =
CTiginplemented’and staff
0 I'he maintenance supe!%m*rj
- Of any need to implement .
QA will review the policyé‘[p

| Tmplementation as needod. |
l
pu ) f1o]06
7,./‘5’07
dalss ar Weded
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