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A Recertification Survey was conducted on
04/14/15 through 04/16/15. The facility was
found to meet the minimum requirements for
recertification with no deficiencies cited.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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CFR: 42 CFR 483.70(a)
BUILDING: 01.

PLAN APPROVAL: 1984, 1973 & 1979. MAY 2 5
SURVEY UNDER: 2000 Existing.
FACIUTY TYPE: SNF/NF.

TYPE OF STRUCTURE: One (1) story, Typa il
(211).

SMOKE COMPARTMENTS: Seven (7) smoke
compariments. o

FIRE ALARM; Complete fire alam system
Installed In 1967, with 83 smoke detectors and 42
heat detectors.

SPRINKLER SYSTEM: Complete automatic dry
sprinkler systern instailed in 1978,

GENERATOR: Type 1l generator installed in
2005. F_!:lel source is Natural Gas.

A Receriification Life Safety Code Survey was
conducted on 04/16/15. The facility was found In
nen-compliance with the requirements for
parlicipation in Medicare and Medicaid. The
facility is certified for ninety-two (92) beds with a
cansus of seventy-eight (78) on the day of the
survey.

The findings that follow demonstrate

LABORATORY DI
e

WPLIER PRESENTATIVE'S SIGNATURE (%) DATE

YY) i1 5lelis

engiflo ivittviin asterisk () denotes a deficiency which the Institution may be excusad from correcling providing It ls determined that ¢ 4
lent protaction to the patients . (See Instructions.) Except for nursing homes, tha findings stated above are disclosable 90 days

following the date of survey whether or not a plan of eorrection Iz provided, For nursing homes, the abova findings and plans of correction are disclosable 14

days following the date these documents ere made aveliable to the facillty, If deficiancies are cited, an approved plan of comrection s requisite to continued

program participation. .
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One hour fire rated construction (with %4 hour
fire-rated doors) or an approved automatic fire
extinguishing systerm 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-appliad protective plates that do not exceed
48 inches from the bottom of the door are
pemitied.  19.3.2.1

This STANDARD is not met as evidenced by:
Based on chservation and interview, it was
determined the facility failed to meet the
requirements for Protection of Hazards, in
accordance with the National Fire Protection
Association (NFPA) standards. The deficlency
had the potential to affect one (1) of five (5)
smoke compartments, residents, staff and
visitors. The facility has the capacity for
ninety-two (92) beds and at the time of the
survey, the census was seventy-eight (78).

The findings Include:
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) ) Hermitage Care and Rehab Center does ot belicve and does not
K 000 | Continued From page 1 K 000! admit that any deficiencies existed, before, during or after the
. . The Facility reserves the right to contest the survey

noncompliance with Title 42, Code of Federal survey . : .
findings through informal dispute resolution, formal appeal
Regulations, 483.70(a) et seq. (Life Safety from prococdings or any administrative or legal proceedings. This
Firs). plan of correction s not meant to establish any standerd of care,
contract obligation or position and the Facility reserves all rights
Deficiencies were cited with the highest to raise all possible contentions and defenses in any type of civil
P . or criminal claim, action or proceeding. Nothing contained in
f;.ﬁde"w = this plan of correction should be considered as & waiver of any
. - potentially applicable Peer Review, Quality Assurance or self
K 029 [ NFPA 101 LIFE SAFETY CODE STANDARD K029 critical examination privilege which the Facility does not waive
§S=D and reserves the right to assert in any administrative, civil or

criminal claim, action or procesding. The Facility offers it
respanse, credible allegations or compliance and plan of
comection a8 part of its ongoing efforts to provide quality of
care to residents.

1. The paper material and boxes were removed 75,
from the Human Resources Office on 4/16/15. 5[
Metal cabinets were purchased and installed on
4/17/15 in the Human Resources Office for future
storage. No residents were affected by the alleged
deficient practice.

2. The Maintenance Director performed a walk
through on 4/16/15 to ensure there were no other
areas or offices that had a hazardous amount of
paper storage with the absence of a smoke resistant
and seif-closing door. No other areas were
identified to have hazardous storage.

3. An in-service was provided to department
managers on 4/16/15 by the Maintenance Director
and the Administrator regarding the storage of
paper or boxes in office areas that may create a
hazardous storage area. |
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Observation, on 04/16/15 at 12:54 PM, with the
Maintanance Director revealed a hazardous
amount of paper storage located in the Human
Resource Office. The raom did net have a door
installed that was not equipped with a self-closing
device to keep the door closed,

Interview, on 04/16/15 at 12:55 PM, with the
Maintenance Director revealed he was not aware
the room would have to meet the requirements of
protection from hazards.

The census of seventy-eight (78) was verified by
the Administrator on 04/16/16. The findings were
acknowledged by the Administrator and verified
by the Maintenance Director at the exit interview
on 0416/15,

Actual NFPA Standard:

Reference: NFPA 107 (2000 Edition) 18.3.2
Protection from Hazards.

Reference: NFPA 101 (2000 Edition) 8.3.2.1
Hazardous Areas, Any hazardous areas

shall be safeguarded by a fire barrier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1. The automatic
extinguishing shall be permitted to be in
accordance with 19.3.5.4. Where the sprinkler
option is used, the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shall be self-closing or
automatic-closing. Hazardous areas shall
include, but shall not be restricted {o, the
follawing:

(1) Boiler and fuel-fired heatet rooms

4, The department managers will monitor their
office and storage areas with their weekly rounding
to ensure they do not create a hazardous storage
area. The Maintenance Director will perform a
monthly audit of all offices and storage areas to
ensure there is not paper or boxes that could create
a hazardous storage area. If any area is identified as
a hazardous storage area, the Maintenance Director
will correct and report the findings to the
Administrator and the Quality Assurance and
Performance Improvement Committee. The
Maintenance Director will bring the above stated
audits to the monthly QAPI meeting for three

months for recommendations and/or follow-up as
needed.

S. Corrective Action Date: 5/15/15
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Continued From page 3

{2) Centralbulk laundries larger than 100 fi2
(9.3 m2)

{3) Paint shops

{4) Repair shops

{5) Soiled linen roams

{6) Trash collection rooms

{7) Rooms or spaces larger than 50 fi2 (4.6 m2),
Inciuding repair shops, used for storage of
combustible supplies

and equipment in quantities deemed hazardous
by the authority having jurisdiction

(B) Laboratories employing flammable or
combustible materials in quantities less than
those that would be considered a severe hazard,
'Exception: Doors in rated enclosures shall be
permitted to have nonratad, factory or
field-applied

protective plates extending not more than

48 in. (122 cm) above the bottom of the door.

Reference: NFPA 101 (2000 Edition) 7.2.1.8
Seif-Closing Devices,

Reference: NFPA 101 (2000 Edition) 7.2.1.8.1° A
door narmally required to be kept closed shall
not be secured in the open position at any time
and shall be

self-closing or automatic-closing in accordance
with 7.2.1.8.2.

Referance: NFPA 101 (2000 Edition) 7.2.1.821n
any building of low or ordinary hazard contents,
as defined in 6.2.2.2 and 6.2.2.3, or where
approved by the authority having jurisdiction,
doors shall be permitted to be automatic-closing,
provided that the following criteria are met

K029
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{1) Upon release of the hold-open mechanism,
the door becomes self-closing.

(2) The release device is designed sa that the
door instantly releases manually and upon
release becomes self-closing, or the door can be
readily closed.

(3) The automatic releasing mechanism or
medium Is activated by the cperation of approved
smoke detectors installed in accordance with the
requirements for smoke detectors for door
release service in NFPA 72, National Fire Alamm
Code®.

(4) Upon loss of power to the hold-open device,
the hold-open mechanism is released and the
door becomes self-closing.

(5) The release by means of smoke detection of
one door [n a stair enclosure results in closing all
doors serving that stair.

NFPA 101 LIFE SAFETY CODE STANDARD

All required smoke detectors, Including those
activating door hold-open devices, are approved,
maintained, inspected and tested in accordance
with the manufacturer’s specifications. 5.6.1.3

This STANDARD is not met as evidenced by:
Based on record review and interview, it was
determined the facility failed to ensure smoke
detectors were inspected and tested In
accordanca with NFPA Standards. The deficiency
had the potential to affect five (5) of five (5)
smoke compariments, residents, staff and
visitors. The facility has the capacity for
ninety-two (92) beds and atthe time of the
survey, the census was seventy-eight (78).

K029

I. ‘The Smoke Detector Sensitivity Test was ﬂ /i 5/ )5
K 054 completed on 4/23/15 by FESCO. No
residents were affected by the alleged deficient
practice.

2. All other inspections performed by FESCO
were reviewed by the Maintenance Director.
There were no other discrepancies identified.

3. A spreadsheet will be maintained by the
Maintenance Director with all vendors
inspections to ensure they are completed
timely.

4. The above stated spreadsheet will be
maintained by the Maintenance Director and
brought to the monthly Quality Assurance and
Performance Improvement Committee to
verify that all inspections are current.

5. Corrective Action Date: 5/15/15
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The findings include: :

Smoke detector record review, on 04/16/15 at
9:30 AM, with the Maintenance Director revealed
the facility did not have documentation of
Smoke Detector Sansitivity Test being performad
on the fire alarm smoke detectors within the last
two (2) years.

Interview, on 04/16/15 at 9:31 AM, with the
Maintenance Director revealed he was not aware
the facility did not have a curent sensitivity test
on the fire alarmn smoke detectors,

The census of seventy-eight (78} was verified by
the Administrator or 04/16/15, The findings were
acknowledged by the Administrator and verified
by the Maintenance Director at the exit interview
on 04/16/15. g

Actual NFPA Standard:
Reference: NFPA 72 (1999 edition)

7-3.2.1" Detector sensitivity shall be checked
within 1 year after

installation and every alternate year thereafter.
After the second

required calibration test, if sensitivity tests
Indicate that the

detector has remained within its listed and
marked sensitivity

range (or 4 percent obscuration light gray smoke,
if not

marked), the length of ime between calibration
tests shall be

permitted to be extended to a maximum of
years. if the frequency
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Is extended, records of detector-caused nuisance
alarms

and subsequent trends of these alarms shall ba
maintained. In

zones or in areas where nuisance alams show
any increase over

the previous year, calibration tests shall be
performed.

To ensure that each smaoke detector is within its
listed and

marked sensitivity range, it shall be tested using
any of the following

methods:

(1) Calibrated test method

(2) Manufacturer’ s calibrated sensitivity test
instrument

(3) Listed contro! equipment arranged for the
purpose

(4) Smoke dstector/control unit arrangement
whereby the

detector causes a signal at the control unit where
its sensitivity

is outside its llsted sensitivity range

(5) Other calibrated sensitivity test mathods
approved by the

authority having Jurisdiction

Detectors found {0 have a sensitivity outside the
listed and ’

marked sensitivity range shali be cleaned and
recalibrated or

be replaced.

Exception No. 1: Detectors listed as field
adjustable shall be pemitted

{o be either adjusted within the listed and marked
sensitivity range and

cleaned and recalibrated, or they shall be
replaced.
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Exception No. 2: This requirement shall not apply
to single station detectors
referenced in 7-3.3 and Table 7-2.2.
The detector sensitivity shall not be fested or
measured
using any device that administers an unmeasured
concentration
of smoke or other asrosol info the detector.
K 062 | NFPA 10t LIFE SAFETY CODE STANDARD K082

§s=F
Required automatic sprinkler sysiems are
continuously maintained in refizble operating
condition and are inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
975

This STANDARD is not met as evidenced by:

Based on sprinkler testing record review and
interview it was determined the facility falled to
maintain the sprinkler system in accerdance with
National Fire Protection Association (NFPA)
standards. The deficlent practice has the potential
to affect five (5} of five (5) smoke compartments,
all residents, staff and visitors. The facility has
the capacity for ninety-two (92) beds and at the
time of the survey, the census was saventy-eight
{(78).

The findings include:

Sprinkler testing record review, on 04/16/15 at
9:45 AM, with the Maintenance Director revealed
the fadility could not provide documentation that
he gauges on the sprinkler system had been
calibrated or replaced within the last five (5)

1. Thres gauges on the sprinkler system were 5’ [5/ /l:'
replaced on 4/21/15 by Century Fire “
Protection. These three gauges were also

dated to ensure quick reference of the date of
replacement. No residents were affected by the
alleged deficient practice.

2. All other inspections were reviewed by the
Maintenance Director for the sprinkler system
and were found to be current and completed by
Century Fire Protection.

3. A spreadsheet will be maintained by the
Maintenance Director with all vendors
inspections to ensure they are completed
timely.

4. The above stated spreadsheet will be
maintained by the Maintenance Director and
brought to the monthly Quality Assurance and
Performance Improvement Committee to
verify that all inspections are current.

5. Corrective Action Date: 5/15/15
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years.

Interview, on 04/16/15 at 9:46 AM, with the
Maintanance Director revealed the facility
depended on the testing contractor to keep the
facility in compliance for all the test requirements
pertalning to the sprinkler system.

The census of seventy-gight (78) was verified by
the Administrator on 04/16/15. The findings were
acknowledged by the Administrator and verified
by the Director of Maintenance at the exit
Interview on 04/16/15.

Actual NFFA Standard:

Reference: NFPA 101 (2000 Edition) 19.3.5
Extinguishment Requirements.

19.3.51 g
Where required by 19.1.6, health care faciliti
shall be protected throughout by an approved,
supervisad automatic sprinkler system In
accordance with Section 9.7.

Exception: In Type | and Type Il construction,
where approved by the authority having
jurisdiction, alternative protection measures shall
be permitted to be substituted for sprinkier
protection in specified areas where the authority
having jurisdiction has prohibited sprinklers,.
without causing a building to be classified as
nonsprinklered,

19.3.52*

Where this Code permits exceptions for fully
sprinidered buildings or smoke compartments,
the sprinkler system shall mest the following
criteria:

{1) It shall be in accordance with Section 9.7.
(2) Itshall be electrically connected to the fire
alarm system.
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{3) [tshall be fully supervised.

-Exception: In Typel and Type H construction,
where approved by the authority having
Jurisdiction, alternative protection measures shall
be permitted to be substituted for sprinkler
protection In specified areas where the authority
having jurisdiction has prohibited sprinklers,
without causing a building to be classified as
nonsprinklered.

Reference: NFPA 26 (1998 Edition).

2-1 General, This chapter provides the minimum
requirements

for the routine inspection, testing, and
maintenanca of

sprinkier systems. Table 2-1 shall be used to
determine the

minimum required frequencies for inspection,
testing, and

maintenance.

Exception: Valves and fire department
connections shall be inspected,

tested, and maintained in accordance with
Chapter 9.

Table 2-1 Summary of Sprinkier System
Inspection, Testing, and Maintenance

Item Activity Frequancy Reference

Gaugas (dry, preaction deluge systems)
Inspection Weekly/monthly 2-2.4.2

Control valves Inspection Weekly/monthly Table
9-1

Alamm devices Inspection Quarterly 2-2.6
Gauges (wet pipe systems) Inspection Monthly
2.2.4.1

Hydraulic nameplate Inspection Quarterdy 2-2.7
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Buildings Inspection Annually {prior to freezing
weather)
225

Pipe and fittings Inspection Annually 2-2.2
Sprinklers Inspection Annually 2-2.1.1
Spare sprinklers inspectian Annually 2-2.1.3

Vatves (all types) Inspection Table 9-1
Alarm devices Test Quarterly 2-3.3
Main drain Test Annually Table 9-1
Antifreeze solution Test Annually 2-3.4
Gauges Test 5 years 2-3.2

Exception No. 3

Sprinklers - fast response Test At 20 years and
every 10 years

thereafter

2-3.1.1 Exception No. 2

Sprinklers Test At 50 years and every 10 years
thereafter

2311

Valves (all types) Maintenance Annually or as
needed Table 8-1

as needed Chapter 10

Table 9-1 Summary of Valves, Valve
Components, and Trim Inspection, Testing, and
Maintenance

Component Activity Frequency Reference
Control Valves

Sealed Inspection Weekly 9-3.3.1

1

Tamper switches Inspection Monthly 9-3.3.1
Exception No. 1

Alam Valves

Exterior Inspection Monthly 9-4.1.1

Hanger/seismic bracing Inspection Annually 2-2.3

Fire department connections Inspection Table 9-1

Sprinklers - extra-high temp. Test § years 2-3.1.1

Obstruction Investigation Maintenance 5 years or

Locked Inspection Monthly 8-3.3.1 Exception No.

K 082
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Interior Inspection S years 9-4.1.2

Sirainers, filters, orifices Inspection 5 years
9-4.1.2

Check Valves

Interior Inspection 5 years 9-4.2.1
Preaction/Deluge Valves

Enclosure (during cold weather) Inspection
Dailyiweekly 9-4.3.1

Exterior Inspection Monthly 9-4.3.1.2

Interior Inspection Annually/5 years 9-4.3.1.3
Strainers, filters, orifices Inspecticn 5 years
9-4.3.1.4

Dry Pipe Valves/Quick-Opening

Devices

Enclosure (during cold weather) Inspection
Daily/weskly 9-4.4.1.1

Exterior Inspection Monthly 9-4.4.1.3

Interior [nspection Annually 9-4.4.1.4
Strainers, filters, orifices Inspection 5 years
9-4.4.1.5

Pressure Reducing and Rellef Valves
Sprinkler systems inspection Quarterly 9-5.1.1
Hose connections Inspection Quarterly 9-5.2.1
Hose racks Inspection Quarterly 8-5.3.1

Fire pumps

Casing rellef vaives Inspection Weekly 9-5.5.1,
9-5.5.1.1

855241

Backflow Prevention Assemblies
Reduced pressure Inspection Weekly/monthiy
9-6.1

Reduced pressure detectors Inspaction
Weekly/monthly 9-6.1

Fira Department Connections Inspection
Quarterly 9-7.1

Main Drains Test Annually 9-2.6, 9-3.4.2
Waterflow Alarms Test Quarterly 8-2.7
Control Valves

Pressure relief vaives Inspection Weekly 9-5.5.2,

K062
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Position Test Annually 5-3.4.1
Qperation Test Annually 8-3.4.1
Supervisory Test Semiannually 9-3.4.3
Preaction/Deluge Valves

Priming water Test Quarierly 9-4.3.2.1

Full flow Test Annually 8-4.3.2.2

Dry Pipe Valves/Quick-Opening

Davices

Priming water Test Quarterly 9-4.4. 2.1

Low air pressure alarm Test Quarterly 9-4.4.2.6
Quick-opening devices Test Quarterly 8-4.4.2.4
Trip test Test Annually 9-4.4.2.2

Full flow trip test Test 3 years 9-4.4.2.2.1
Pressure Reducing and Relief Valves

Sprinkler systems Test 5 years 9-5.1.2
Circulgtion relief Test Annually 8-5.5.1.2
Pressure relief valves Test Annually 9-5.5.2.2
Hose connections Test 5 years 8-5.2.2

Hose racks Test 5 years 8-5.3.2

Backflow Prevention Assemblies Test Annually
962 '

Control Valves Maintenance Annually 8-3.5
PreactiorvDeluge Valves Maintanancs Annually
84332

Ory Pipe Valves/Quick-Opening

Davices

Maintenance Annually 9-4.4.3.2

K 066 | NFPA 101 LIFE SAFETY CODE STANDARD
§8=D
Smoking regulations are adopted and include no
less than the following provisions:

(1) Smoking Is prohibited in any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous locaticn, and such

Low air pressure alarms Test Quarterly 8-4.3.2.10

area is posted with signs that read NO SMOKING

K062

K066

A metal container with a self-closulg cover
was ordered on 4/16/15 and received and 5/15/
placed in the smoking area on 4/21/15 by the
Housekeeping Supervisor. No residents were
affected by the alleged deficient practice.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES il e e el

determinsd the facility failed to ensure the
designated outdoor smoking area was properly
equipped for safe smoking, in accordance with
the National Fire Protection Association (NFPA)
standards. The deficiency had the potential fo
affect smokers using the smoking area. The
facility has the capacity for ninety-two (92) beds
and at the time of the survey, the cansus was
seventy-eight (78).

The findings include:

Observation, on 04/16/15 at 12:46 PM, with the
Maintenance Director revealed the facllity did not
provide a metal container with a self-closing lid in
which to dump ashtrays as required in the
designated smoking area.

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTICN (DENTIFICATION NUMBER: A BUILCING 01 - MAIN BUILDING 0% COMPLETED
ke 8. wane 04/16/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 2IP CODE
HERMITAGE CARE AND REHABILITATION CENTER :;‘E::::: OA v:'Y“;E:;1
(X8)i0 SUMMARY STATEMENT OF DEFICIENCIES 0 | PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™ | CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
K 066 | Continued From page 13 Koss| 2 Al as;j:ays v:;:l be lett.n]:]itie-d in the mletalt 'd _
. X . container with a self-closing cover located in
or with the international symbo! for no smoking. the designated smoking area by the
(2) Smaking by patients classified as not i housekeeping department.
responsible is prohibited, except when under . . )
direct supervision. 3. Anin-service was provided to the
housekeeping staff on 4/16/15 by the
(3) Ashtrays of noncombustible material and safe Housekeeping Director regarding the proper
design are provided in all areas where smoking Is disposal of ash trays in the metal container
permitted. with a self-closing cover.
{4) Metal containers with self-closing cover 4. The smoking area will be monitored by the
devicas into which ashtrays can be emptied are Housekeeping Director weekly for 4 weeks
readily avallable to all areas where smoking is and then monthly for 2 months for proper
permitted.  18.7.4 disposal of ashtray’s into a metal container
with a self-closing cover. The Housekeeping
Director will report findings to the Quality
Assurance and Performance Improvement
Committee for three months for
This STANDARD is not met es evidenced by: recommendations and follow-up.
Based on observation and interview, it was 5. Corrective Action Date: 5/15/15
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Intenview, on D4/15/15 at 12:47 PM, with the
of the requirements for smoking areas.

The census of seventy-eight (78) was verifisd by
the Administrator on 04/16/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Director at the exit interview
on 04/16/15.

Actual NFPA Standard:

Reference: NFPA 101 Life Safety Code (2000
edition) 19.7.4* Smoking. Smoking regulations
shall be adopted and

shall include not less than the following
provisions:

(1) Smoking shall be prohibited In any room,
ward, or compariment

where flamable liquids, combustible gases, or
oxygen is used or stored and In any other
hazardous location,

and such areas shall be posted with signs that
read NO SMOKING or shall be posted with the
international

symbol for no smoking.

Exception: In health care occupancies where
smoking Is prohibited

and signs ara prominently placed at all major
entrances, secondary

signs with language that prohibits sroking shall
not be regquirad.

{2) Smoking by patients classified as not
responsible shall be

prohibited.

apply where the patient
is under direct supervision.

Maintenance Director ravealed he was not aware

Exception: The requirement of 19.7.4(2) shall not
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{3) Ashtrays of noncombustible material and safe
design
shall be provided in all areas where smoking is
permitted.
(4) Metal containers with self-closing cover
devices into
which ashtrays can be emptied shall be readily
available
to all areas where smoking Is permitted.
Reference: S & C Letter: 12-04-NH;
Date; November 10, 2011 Smoking Safety in
lL.ong Term Care Facllities
K 147 | NFFA 101 LIFE SAFETY CODE STANDARD K147
8§S=D i
Electrical wiring and equipment is in accordancs The po i i [«
with NFPA 70, National Electrical Code. 9.1.2 | o St s ggﬁlﬂ;iﬂ‘}mﬁfm B / 5
Director on 4/16/15 from the Minimum Data
Set (MDS) office. The microwave was
removed from the power strip and the power
strip was removed from the Activities office
L. by the Maintenance Director on 4/16/15. No
Tg;gg?gﬁ: lr)v a‘: nr::;:::leitnat:;\g:??tﬂ:y : residf'.nts were affected by the alleged deficient
determined the facility falled o ensure electrical practice.
wiring was maintained in accordance with )
National Fire Protection Association (NFPA) 2. A 100% audit was completed by the
standards. The deficiency had the potential to Mazintenance Director on 4/16/15 in all offices
affect two (2) of five (5) smoke compartments, to ensure no other misuse of power strips. No
residents, staff and visitors, The facility has the others were identified.
capacity for ninety-two {82) beds and at the time
of the survey, the census was seventy-eight (78). An in-service was provided to all department
managers and office personnel regarding the
The findings include: proper use of power sirips on 4/16/15 by the
Administrator and Maintenance Director.
Observation, on 04/16/15 at 10:10 AM, with the
Maintanance Director revealed a power strip was
plugged into another power strip [ocated in the
|
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Minimum Data Set (MDS) Office.

Interview, on 04/16/15 at 10:11 AM, with the
Maintenance Director revealed he was not aware
the power strips were being misused.

Observation, on 04/16/15 at 10:55 AM, with the
Maintenance Director revealed a microwave was
plugged into a power strip located in the Activities
Office.

Interview, on 04/16/15 at 10:56 AM, with the
Maintenance Direclor revealed he was not aware
the power strip was being misused.

The census of seventy-gight (78) was verified by
the Administrator on 04/16/15. The findings were
acknowledged by the Administrator and verified
by the Maintenance Director at the exit interview
on 04/16/15.

Actual NFPA Standard:
Reference: NFPA 101 (2000 Edition)

9.1.2 Electric. :

Electrica! wiring and equipment shall be in
accardance with NFPA 70, National Electrical’
Code, unless existing installations, which shall be
permitted to be continued in service, subject to
approval by the authority having jurisdiction.

Reference: NFPA 70 (1998 Edition} 400-8 (
Extansions Cords) Uses Not Permiited.
Unless specifically permitted in 400.7, flexible
cords and cables shall not be used for the

o4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION s
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The Maintenance Director will audit all office
space monthly to ensure proper use of power
sirips. Any discrepancies in the above stated
audits will be reported to the Administrator.
Above stated audits will also be addressed in
the monthly Quality Assurance and
Performance Improvement Meeting for
recommendations or follow-up,

Corractive Action Date: 5/15/15
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K147

Continued From page 17

following:

(1) As a substitute for the fixed wiring of 2
structure

{2) Where run through holes in walls, structural
ceilings, suspended cellings, dropped ceilings, or
floars

{3) Where run through doorways, windows, or
similar openings

{4) Where attached to building surfaces

Reference: NFPA 99 (1999 edition) 3-3.2.1.2 (D)
Minimum Number of Receptacles. The number of
receptacles shall be determined by the intended
use of the patient care area. There shallbe
sufficient receptacles locatad so as to avoid the .
need for extension cords or mulfiple outlet
adapters.

K147
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