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actions were to take place: { R.A.C.E.) Rescue
(Remove residents and visitors from fire area),
Alarm (Activate the nearest alarm, notify the fire -
department by telephone, regardless of severity,
notify the Administrator and key personnel),
Confine (close doors to rooms in fire area, place
orange lag on door to indicate where fire was
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Regulations, 483.70(a) et seq. (Life Safety from
Fire) :
Deficiencies were cited with the highest
deficiency identified at F level.
K 048 | NFPA 101 LIFE SAFETY CODE STANDARD K 048
S§S=F . ) .
There is a written plan for the protection of all NfH(i has & “’”“E"r'““'l‘ for the pr °.‘e°tf°“!
palients and for their evacuation in the event of of all patients and for their evacuation In the
an emergency 19.7.1.1 event of an emergency.
The partner that first noticed the
malfunctioning dryer gas valve was in-serviced
This S ANDARE’) | , J db regarding t}le center’s fire plan, specifically
s ST s not met as evidenced by. activation of the pull station, by Director
Based on interview, record review, and facility Alexander on May 22,2012 The Director of
policy review, It was determined the facliity failed Plant Maintenance reviewed the placement
to foilow the Firé Safety Plan and Procedure ;:““2"2“?;‘(’)‘;'2” ?re door ‘t’:gst " the cente o
Policy In the event of an emergency. The available throughout the center, Oversecn by
?eﬁcfleoncy ha;i the poterrlmal to aﬂegéten (10) ?ff Director of Plant Maintenance, center partners
en ( : ) smoke compartments, residents, staff, were in-serviced regarding the center’s fire
and visitors, The facllity is licensed for protection plan on May 22, 2012. During the
one-hundred ninety-four (194) beqs, with a in-service, emphasis was placed on the partner’s
census of one-hundred seventy-nine (179) on the roic in pulling the fire alarm pull stations
day of the survey. immediately and placing the orange tag
' on the fire door.
The findings include:
The Director of Plant Maintenance will monitor
A reviw of s faclys polcy it the complnce o he pocedus e unlly
ﬁ]in:gglsllllﬁéoéirgnsgsfg:;,gél?ta‘::dﬁ'(ﬁxchga[]er;ealed monthly with in-services on all shifts x 3 monthy.
, X In-service training will be continued as
Policy stated upon discovery of a fire the following directed by the QA committee. 06/07/2012)
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located, Extinguish {use the nearest appropriate
extinguisher fo control fire if possible until arrivai
of the fira department).

Interview with the Administrator, on 05/17/12 at
11:45 AM, revealed a gas fire had occurred, on
05/16/12 at 1:00 PM, in the Laundry on top of a
dryer unit next to the heating element. Upon
discovery of the fire, staff notifted the
switchboard, and appropriate staff responded to
extinguish the flame. The fire alarm responded
once the smoke detector picked up the smoke,
but the fire alarm was not pulled immediately by
staff in the area. Further observation showed the
orange tag for fire location was not placed upon
the door as required in the Fire Safety Plan. All
doors where shul in the room and the sprinkler
quickly put the flame out.

Actual NFPA Standard: 19.7.1 Evacuation and
Relocation Plan and Fire Drills.

19,7.1.1

The administration of every healthcare occupancy
shall have, in effect and available o all
supervisory personnel, written coples of a plan for
the protection of all persons in the event of fire,
for their evacuation to areas of refuge, and for
thelr evacuation from the building when
necessary. All employees shall be periodically
instructed and kept informed with respect to their
duties under the pian. A copy of the plan shall be
readily avallable at all times in the telephone
operator ' s position or at the securily center.

The provisions of 19.7.1.2 through 19.7.2.3 shall
apply.

19.7.1.2*

Fire drlils in health care occupancles shall include
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the transmission of a fire alarm signal and
simulation of emergency fire conditions. Drilis
shall be conducted quarterly on each shift to
familiarize facllity personnel (nurses, interns,
maintenance engineers, and administrative staff)
with the signals and emergency action required
under varied conditions. When drills are
conducted between 9:00 p.m. (2100 hours} and
6:00 a.m. (0600 hours), a coded announcement
shall be permiited to be used Instead of audible
alarms.,

Exception: lnflrm or bedridden patients shall not
be required to be moved during drills lo safe
areas or to the exterior of the building.

19.7.1.3

Employees of health care occupancies shall be
instructed in life safety procedures and devices.
19.7.2 Procedure in Case of Fire.

19.7.2.1*

For health care occupancies, the proper
protection of patients shall require the prompt and
effective response of health care personnel. The
basic response required of staff shall inciude the
removal of all cccupants directly involvad with the
fire emergency, transmission of an appropriate
fire alarm signal to warn other building occupants
and summon staff, confinament of the effects of
the fire by closing doors to Isolate the fire area,
and the ralocation of patients as detailed in the
health care occupancy ' s fire safaty plan.
19.7.2.2

A written heaith care occupancy fire safely plan
shall provide for the following:

(1) Use of alarms

{2) Transmission of alarm to fire department

(3) Response to alarms

(4) Isolation of fire

(6) Evacuation of Immediate area
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{6) Evacuation of smoke compartment

(7) Preparation of floors and building for
evacuation

(8) Extinguishment of fire

16.7.2.3

All health care occupancy personnel shail be
instructed in the use of and response to fire
alarms. In addition, they shail be instructed in the
use of the code phrase to ensure transmission of
an alarm under the following conditions:

(1) When the individual who discovers a fire
must immediately go to the aid of an endangered
parson

(2) During a malfunction of the building fire alarm
system

Personnel hearing the code announced shall first
activate the building fire alarm using the nearest
manual fire alarm box and

K 048
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