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A Racertification Survey was conducted on
Q6/02/15 through 06/04/15 with no deficient
practice identified.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/08/2015

CFR: 42 CFR 483.70(a)
BUILDING: 01.

PLAN APPROVAL: 1995
SURVEY UNDER: 2000 Existing.
FACILITY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Type Il
(211).

SMOKE COMPARTMENTS: Two (2) smoke
compartments.

FIRE ALARM: Complete fire alarm system
installed in 1995 with 28 smoke detactors and no
heat detactors,

SPRINKLER SYSTEM: Completa automatic wet
sprinkler systam installed in 1995,

GENERATOR: Type Il generator installed in
1985. Fuel source is Diesel.

A Recertification Life Safety Code Survey was
conducted on 06/02/15. The facility was found not
to be iIn compliance with the requirements for
participation in Medicare and Medicaid. The
facilily is certified for twenty-aight (28) beds with a
census of twenty-eight (28) on the day of the
survey

The findings that follaw demonstrate
nancomplianca with Title 42, Code of Federal
Reguiations, 483.70(a) et seq, (Life Safaty fram
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PRINTED: 06/09/2015

FORM APPROVED

Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protacted by fira-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not ragquired in duct
penetrations of smoke barriars in fully ducted
heating, ventilating, and air conditioning systems.
19.3.7.3,193.75,19.1.6.3, 13164

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed o maintain smoka
barriars that would resist the passage of smoke
between smoke compartments in accordance
with National Fire Protection Assogiation (NFPA)
standards. The deficient practice has the potential
to affect two (2} of two (2) smoke compartments,
twenly-aight (28) residents, staff and visitors.
The facility has the capacity for twenty-gight (28)
beds and at the time of the survey, the census
was twenty-aight {28).

The findings include

1. Observation, on 06/02/15 at 12:56 PM, with
the Housing Manager revealed unrated fiberglass

above the ceiling in the
attic by loading dock
doors, was properly sealed
and repaired on 6/3/15 by
maintenance staff. An
access panel will be added
to the ceiling area so that
both sides of the smoke
barrier located by the
Director of Nursing office
will be accessible. This
work is scheduled to be
completed by 7/6/15 by
our preferred vendor,
Stewart Richey.

2. All residents have the
potential to be affected by
this alleged deficicncy.
The Housing Manager
inspected the attic to
ensure the fire wall was
properly sealed on 6/4/13.
The Housing Manager will
also inspect the new access
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Fire). .
I. No residents were 7/8/15
Deficiancies were cited with the highast affected by this allcged
deficiency identified at "F" level. .
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025 deficiency. The
S5=F penctration to the fire wall,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/09/2015

insulation being used to sea! a penetration in the
Fira Wall below two (2) main water lines 'ocated
above the cailing in the attic by the Loading Dock
| Daors,

| Interview, on 06/02/15 at 12:57 PM, with the
Housing Manager revealed he was not aware of
tha unrated material being used to seal a
penetration in the Fire Wall.

2. Observation, on 06/02/15 at 1:10 PM, with the
Housing Manager revealed enly one (1} side of
the smoke barrier located by the Director of

! Nursing Office was accessible. The other side

| was not safely accessible to verify the
compliance.

Interviaw, on 06/02/15 at 1:11 PM, with the
Housing Manager revealad it was very difficult to
access one (1) side of the smoke wall by the

| Director of Nursing Offica.

The census of twenty-eight (28} was verified by
| the Administrator on 08/02/15. The findings were
| acknowledged by the Administrator and verified

by the Housing Manager at tha exit intarview on
06/02/15.

! Actual NFPA Standard:

| Referance: NFPA 101 (2000 Edition).19.3.7.3
Any required smoke barrier shall be constructed
in accordance with Saction 8.3 and shall have a
fire resistance ralting of not less than 1/2 hour
Exception No. 1: Whaera an atrium is used,
smoka barriars shall be parmitted to terminate at
an atrium wall constructed in accordance with
Exception No 2 to 8 2 5.6(1). Not less than two
separate smoke compartments shall be provided
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adequate/safe access once
installed,

3. Maintenance staff were
in- scrviced by Housing
Manager 6/18/15 on
maintaining proper seal of {
smoke barricrs in attic and
safe access points.

4. A preventative
maintcnance inspection
which includes attic and
smoke barriers will be
completed monthly by
maintenance personnel.
These inspections will be
submitted to the Housing
Manager, and then
forwarded to the
Administrator for review.
These inspections will also |
be reviewed at the QAFPI _
committee on a monthly ‘
basis for the next six (6)

months.
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on each floor.
Excaption No. 2*: Dampers shall not be required |
in duct penetrations of smoka barriers in fully
ducted heating, ventilating, and air conditioning
systems where an appraved, supervised
automatic sprinkler system In accordance with

| 19.3.5.3 has been provided for smoke

| compartmants adjacent ta the smoke barier.

Reference: NFPA 101 {2000 Edilion) 8.3.6.1 | |
Pipes, canduits, bus dugts, cables, wires, air
ducts, pnaumatic tubes and ducts, and similar
building service equipment that pass through
floors and smoke barriars shall be protecled as
follows: |
(a) The space between the penetrating item and | |
| the smoke barrier shall |
| 1. Be filled with a material capable of maintaining
| the smoke rasistance of the smoke barrier, or
| 2. Be protactad by an approved device designed
! for the spacific purposa.
| {b) Where the penetrating item uses a sleave to
penetrate the smoke barrier, the sleave shall be |
solidly set in the smoke barrier, and the spaca |
between the item and the sleeve shall
1. Be filled with a material capable of maintaining | |
the smoke rasistance of the smoke barrier, or
2. Be protected by an approved device designed !
| far the specific purpose. | !
| (c} Where designs take transmission of vibration ' I
into consideration, any vibration isolation shail |
' 1. Be made on either side of the smaka barrier, or
| 2. Ba made by an approved device dasigned for
the specific purpose |

8 3.6.2 Openings occurring at points where floors

or smaoke
barriers meet the outside walls, other smoke ' |
FORM CMS-256T{02-99) Provious Versicns Obsolate Event ID 5:6P21 Facily i0 100681 IF continuation shoel Page 4 of &



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/09/2015

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure delayed
egress locks had an audible signal in the vicinity
of the door in accordance with National Fire.
Protection Assaciation (NFPA) standards. The
deficient practice has the potential to affect two
(2) of two (2) smoke compartments, twenty-aight
{28) residents, staff and visitors. The facility has
the capacity for twenty-gight (28} bads and at the
timea of the survay, the census was twenty-eight
(28).

The findings include:

New signage will read
“Push until alarm sounds;
door can be opencd in 15
seconds”, which is in
accordance with NFPA
guidelines. These revised
signs will be placed on
each door (100 Hall Door,
Front Door, 300 Hall
Door).

The Housing Manager
coordinated with preferred
vendor, Alliant [ntegrators,
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barriers, or fire
barriers of a building shall meet ane of the
following conditions:
(1) It shall be fillad with a mataerial that is capable
of maintaining
the smaka resistancea of the floor or smoke
barrler. |
(2) it shall be protected by an approved device
thatis
designed for the specific purpose.
K D38 | NFPA 101 LIFE SAFETY CODE STANDARD K038 K038 7/25/15
SSaF
Exit at:{:ass is arr‘angecll sa that exits arg raadily 1. No residents were
accessible at all times in accordance with section \
71, 19.2.9 alfected by this alleged
deficiency. Corrected
| signage was ordered on
6/18/15 from our selected
vendor, Direct Supply.
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regarding the audible
K 038 | Continued From page 5 K 038
™ Pag alarm on 100 Hall Door,
1. Observation, on 0B/02/15 at 2:15 PM, with the Front Door, 300 Hall
Housing Manager revealed upon activation of the Door). This work is
e schedulad to be completed
door to indicate {he irreversible process had been on ,or bcf.'ore 7/24/15 2
initiated, Observation of the delayad egress which will allow the
signage revealed i did not indicate to Push Until initiation of the release
Alarm Sounds. process to activate an
) audible signal in the
interview, on 06/02/15 at 2:16 PM, with the . fthe d
Housing Manager revealed he was not aware of Vlc,‘f“t)f UL R0S ol
the requirements for locks located in the path of activation.
egress.
2. Observation, on 0B/02/15 at 2.17 PM, with the 2. All residents were
Housing Manager revealed upan activation of the identified to have the
delayed egress exit door located at the Frant potential to be affected by
Doar, lhare.wa.s no aud{bla alar_m in the vicinity of this alleged deﬁcicncy.
the door ta indicate the irreversible process had The H ine M il
been initiated. Observation of the delayed egress ¢ Housmg SHEEL
signage revealed it did not indicate to Push Until assure, upon completion of
Alarm Sounds. the scheduled work, that
Interview, on C6/02/15 at 2:18 PM, with the all exit access doors ar(? n
Housing Manager ravaaied he was not aware of accordance to NFPA/Life
the requirements for locks located in the path of Safcty Code guidelines;
egress. including but not limited to
3. Observation, on 06/02/15 at 2:30 PM, with the audible alarm and signage.
Housing Manager revealed upon activation of the
delayed egress exit door located in the 300 Hall 3. Upon completion of
there was no audible alarm in the vicinity of the
doar to indicate the irreversible process had been WS)rk 0‘_1 7/24{] 3, all staff
initialed. Observation revealed the dalayed will be inserviced on new
egress signage did not indicate to Push Until audible alarms and
Afarm Sounds, equipment at exit access
Interview, on 06/02/15 at 2:31 PM, with the doors. A monthly door
FORM (M5-2567(02-99) Provious Versans Qbsalste Event 1D 5I6P21 Facillly 1D 100881 If continuation shaet Page 6 of 8



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/09/2015

Housing Manager revealad he was not aware of
the requirements for locks located in the path of
agress,

The census of twenty-eight (28) was verified by
the Administrator on 06/02/15, The findings were
acknowlaedgad by the Administratar and verifiad
by the Housing Manager at the exit interview on
06/02/15.

Actual NFPA Standard:

Referance: NFPA 101 (2000 edition) 7.2.1.6 1
Delayed-Egress Locks. Approvad, listed, delayad
egrass

locks shall be permitted to be instalied on doars
sarving

low and ordinary hazard conients in buildings
protected

throughout by an approved, supervised automatic
fire detection system in accordance with Saction
9.6, or an approved, supervised automatic
sprinkler system in accordance with Section 9.7,
and where permitted in Chapters 12 through 42,
provided that tha following criteria are met.

{a} The daors shall unlock upon actuation of an
approved, supervised automatic sprinkler system
in accardance with Section 9.7 or upon the
actuation of any heat detector or activation of not
mor than two smoke detectors of an approved,
supervised automalic fire detection system in
accordance wilh Section 9.6
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updated to include audible
alarm sounds upon
activation of delayed
egress doors. This audit
was updated by Housing
Manager on 6/18/15.

4. The updated door audit
will be completed by
maintenance on a monthly
basis and submitted to the
Housing Manager. The
door audit will be reviewed
by the Administrator and
forwarded to the QAPI
committee on a monthly
basis, this will continue
indefinitely.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 06/09/2015

{b) The doors shall unlock upan loss of power
controlling
the lock or locking mechanism.

(¢} An irreversible process shall release the lock
within 15

seconds upon application of a force to the release
device

| requirad in 7.2.1.5.4 that shall not be required to
excaed 15 Ibf (687 N) nor be required to be
continuously applied for more than 3 saconds.
The initiation of the re'ease process shall activale
an audible signal in the vicinity of the door. Qnce
the door lack has bean released by the
application of force to the releasing device,
relacking shall be by manual maans only.
Exceplion: Where appravad by the autharity

i having jurisdiction, a delay not axceeding 30
saconds shall ba parmitted.

{d) *On the door adjacent to the release device,
there

| shall be a readily visible, durable sign in letters

i not less than 1 in. (2.5 cm) high and nat less than
1/8 in. (0.3 cm) in stroka width on a contrasting
background that reads as follows:

PUSH UNTILALARM SOUNDS

DOOR CAN BE OFENED IN 15 SECONDS
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