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Reference: NFPA 101 Life Safety Code {2000
Edition). :

19.7* OPERATING FEATURES®

1 19.7.1 Evacuation and Relocation Plan and Fire
Drills.

16.7.1.1

The administration of evary heatth care
occupancy shall have, in effect and available to '
all supervisory personnel, wrillen copies of a plan
for the protection of all persons in the event of
fire, for their evacuation to areas of refuge, and
for their evacuation from the building when
necessary. All employees shali be periodically
instructed and kept informed with respect to their
duties under the plan. A copy of the plan shali be
readily available at ali times in the telephone
operator’ s position or at the security center.

The provisions of 19.7.1.2 through 19.7.2.3 shall
apply. : '
19.7.1.2*

Fire drills in heaith care occupandies shall include
the transmission of a fire alarm signal and
simutation of emergency fire conditions. Drills
shall be conducted quarierly 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 2:00 p.m. {2100 hours) and
6:00 a.m. (G600 hours), a coded announcement
shall be pemmitted to be used instead of audible
alarms.

Exception: infirm or bedsidden patients shall not * Lo
be required to be moved during drills to safe
areas or to the exterior of the buifding.

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD
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K052] -

Afire alarm system required for life safety is
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Pag K852) 1 All storage of boxes and

installed, tested, and maintained in accordance

with NFPA 70 National Electrical Code and NFPA construction supplies will be removed

72. The system has an approved maintenance : “and pull stations will be free of all
and testing program coraplying with applicable obstructions by 3/28/14.
reqmrementg of NFPA7C and 72. ©6.1.4 New keys to the manual pull stations

will be made and placed on the
Maintenance Director or designee key
ring and in the fire sys’{em box by
3/28/ 14
2. Daily rounds will be conducted to
ensure that compliance is ongoing.
3, Education of staff will be . 3/3’//7
conducted by the Administrator and
Maintenance Director that all pull

This STANDARD is nof met as evidenced by: ~ stations need to be clear of .
Based on chservation, interview and fire atarm f obstructions by 3/28/14.
test it was delermined the facility failed to 4 The Maintenance Director or

maintain the fire alarm system per NFPA

standards, The deficiency had the potential to Administrator will monitor for all

affact four {4) of four (4) smoke compartments, deficiency findings to the Quality
sixty-six {66) residents, staff, and visitors. The : Assurance Committee month}y for
facility has sixty-six {(66) certified beds with a three months for follow—up and

census of fifty-seven (57) on the day of the . ;
survey. The facility failed 1o ensure ma rwal fire recommendations. The Quahty

pull stations were not blocked and keys were Assurance Committee will consist of
readily available. : I at a minimum the Director of
Nursing, Administrator, Assistant -

-The findings include: . . .
Director of Nursing, Diefary

. Observation, on 02/18/14 at 11:10 AM, with the Manager, Maintenance Director, . .
Maintenance Director from a sister facility Social Services Director, and Activity
revealed the manual pull station located by the Director with the Medical Director at

exit door next to the Therapy Room was blocked
by the storage of boxes and construction supplies
in the corridor.

least quarterly.
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Interview, on 02/18/14 between 11:10 AM and
4:30 PM, with the Maintenance Director revealed
he was not normailly in this building and was not
aware they were storing iiems in the corridor

| bldeking the manual fire pull,

Observation of the Fire Alarm Test, on 02118114 at
2:00 PM, with the Maintenance Direclor revealed
the facliity did not have a key to reset the manual
pull stations to discontinue the fire afarm test and
reset the fire slarm control panel. The faciiity had
to call a fire alarm contractor fo bring out a key,
The facility iniliated a Fire Watch until the
contracior arrived to reset the fire alarm control
panel.

Interview, on 02/18/14 2:00 PM, with the
Maintenance Direclor revealed he was not aware
the Mainteriance Director, who was on medical .
leave, had taken the key home,

Interview, on §2/20/14 at 130 PM, with the
Administrator revealed the facility did nothave a
policy about blocking the fire pull station but was
aware they were not o be blocked. Further
interview revealed he was not aware the
Maintenance Director who was cn medical leave,
had the key to reset the fire alarm. t

Actual NFPA Standard: NFPA 101, 9.6.1.4. Afire
atarm system required for life safety shallbe -
installed, tested, and maintained In accordance
with the applicable requirements of NFPA 70,
Nationa) Elecirical Code, and NFPAT72, Natienal
Fire Alarm Code. .

K 054 | NEPA 101 LIFE SAFETY CODE STANDAR K054
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S8=E ’

Alt requirad smake detectors, induding those
activating door hold-open devices, are approved,
maintained, inspecied and tested in accordance
with the manufacturer's specifications.  9.6.1.3

‘This STANDARD. is fiot met as evidenced by:
Based on interview and record review, itwas
determined the facility falled o ensure battery
smoke detectors were inspeclted and tested in
accordarice with NFPA Standards. The deficiency
had the potential to affect two {2} of four (4) .
smoke compartments, sixty-six {66} residents,
staff and visitors. The facility is certified for
sixly-six (66) beds with a census of fifty-seven
{573 on the day of the survey. The facilify failed to
ensure that the battery powered smoke detectors
iccated in resident roomns were being properly
tested and cleaned. a :

The findings inclucie:

Record review, on 02/18/44 at 3:00 PM, with the
Administrator revealed the facility failed to provide
documentation when the battery smoke detectors
were installed. Further review revealed no
documented evidence the weekiy/monthly iesting
or cleaning of the batlery powered smoke
detectars located in the facility.

Interview, on 02720114 at 1:30 PM, with the
Administraior revealed the facility did nothave a
policy for testing battery smoke detectors and he
was not aware of the testing requirements.

Reference: NFPA 72 (1999 ed.)

removed by 3/28/14.

3128714,

standards by 3/28/14.

teast quarterly.

detectors in the facility have been

2. The Maintenance Director or
Administrator will audit facility to
make sure all battery operated smoke
detectors have been removed-by

3. Fducation of staff will be -
conducted by the Administrator and
Maintenance Director or designee on 3/-;)// 7’
smoke detectors and other fire

prevention devices related to NFPA

4. The Maintenance Director or
Administrator will monitor for all
deficiency findings to the Quality

" Assurance Commitiee monthly for
three months for follow-up and
recommendations. The Quality
Assurance Committee will consist of
at a minimum the Director of
Nursing, Administrator, Assistant

" Director of Nursing, Dietary

. Manager, Maintenance Director,
Social Services Director, and Activity
Director with the Medical Director at
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7-4.1 Fire alarm system equipment shallbe
maintained in

accordance with the manufacturer ' s insiructions.
The frequency

of maintenance shall depend on the type of
equipment

and the logal ambient conditions.

Reference; NFPA 101 (2000 ed.) ©

4.6.12 Maintenance ar:d Testing.

'4.6.12.1

Whenever or wherever any device, equipment,
‘system, condition, arrangement, level of
protection, or any other feature Is required for
compliance with the provisions of this Code, such
device, equipment, system, condition,
arrangement, leve! of protection, or other feature
shall thereafter be continuously maintaired in
accordance with applicable NFPA requirements
or as directed by the authority having jurisdiction.
46122 _
Existing life safety features obvious to the public,
if not required by the Code, shalt be e:ther
maintained or removed. ~

4.6.12.3 : .
Equipment requiring periadic tesiing or operation
to ensure its maintenance shall be tested or
cperated as specified eisewhere in this Code or
as directed by the authority having jurisdiction.
46,124

Maintenance and testing shall be under the
supenvision of a responsible person who shalt
ensure that testing and maintenance are made at
specified intervals in ascordance with applicable
NFPA standards or as directed by the authority
having jurisdiction,

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD
S8=F

K 082

Required automatic sprinkler systems aie
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continuously maintained in reliable operating
cendition and are inspected and tested -
pericdically.  18.7.8, 4.6.12, NFPA 13, NFPA 25
9.7.5

This STANDARD is not met as evidenced by:

Based on observation, and inferview, it was
determined the facility failed to mainiain the
sprinkier system in accordance with NFPA
standards. The deficiency had the potential to
affect four {4} of four (4) smaoke compartments,
sixty-six-residents, staff and visitors. The faciiity is
ceriified for sixty-six {66) beds with & census of
fifty-seven (57) on the day of the survey. The
facility failed to ensure sprinkler heads located in
the attic were free from foreign material, and
starage was mainteined eighieen (18} inches
from a sprinkler head.

The findings Include;

‘| Observalions, on 02/19/14 between 8:30 AM and

4:00 £PM, with the Maintenance Director froma
sister facility revealed random sprinkler heads
iocated in the attic throughout the facility to be
covered in newly installed blow in fiberglass
insulation. Further cbservation revealed there
was storage within eighteen {18) inches of a
sprinkler haad located in the closet of room #15.

Interview, on 02/19/14 between 8:30 AM and 4:00
PM, with the Maintenance Director, revealed he
was not aware of the insulation covering the
sprinkler heads in the attic or the storage within
elghteen {18) inches of the sprinkler head.

| tnterview, on 02/20/14 at 1:30 PM, with the

closet was removed away from the
sprinkler head to maintain eighteen
inches from a sprinkler head 2/19/14.
The Maintenance Director has air
blown the sprinkler heads to clean off
fiberglass ins'ulation in the attic by
3/28/14.
* 2. The Maintenance Director will
audit facility to make sure sprinkler
heads are clear from any material by
3/28/14.
3. Education by the Admmlstrator
and Maintenance Director that
sprinkler heads are clear of
obstructions by 3/28/14.
4..The Maintenance Director or
Administrator will monitor for all’
deficiency findings to the Quality
| Assurance Committee monthly for
three-months for follew-up and
_reconumendations. The Quality
Assurance Compittee will consist of
at a minimum the Director of
Nursing, Administrator, Assistant
Director of Nursing, Dietary
Manager, Maintenance Director,
Social Services Director, and Activity
Director with the Medical Director at
least quarterly.
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K 062 | Continued From page 32 K 062
Administrator revealed the facility did nothave a :
policy for cleaning sprinkler heads. Further
interview revealed he was aware of the
requirements for sprinkler heads; however he
wasg not aware of fhe insulation covering the
sprinkler heads in the attic or the storage within
eighteen (18) inches of the sprinkler haad.

Referenca: NFPA 13 (1899 Edition)

8 5.5.2° Obstructions to Sprinkter Discharge
Pattern Development, ‘ ’
5-5.5.2.1 Continuous or nonsontiguous
obstructions fess Than of equal to 18 in.

(457 mm) below the sprinkler deflector

That prevent the pattern from fully developing
shal comply With 5-5.5.2. .

2-2.1.1* Sprinklérs shall be inspected from the
fioor level annually. Sprinklers shall be free of
corrosion, foreign materials, paint, and physical
damage and shall be installed in the proper
orientation {e.g., upright, pendant, or sidewali}.
Any sprinkier shall be replaced that is painted,
correded, damaged, loaded, or in the improper |
arientation, ‘ :

hydrauiic design basis, the system area of
operation shall be

permitted to be reduced without revising the-
density as Indicated .

in Figure 7-2.3.2.4 when all of the foliowing . |
conditicns : :
are salisfied:

{1) Wet pips system

{2) Light hazard or ordinary hazard occupancy
(3) 20-ft {6.1-m) maximum ceiling height

The number of sprinklers in the design aéa shaill
Event 1. QSXU21
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PREFIX
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never be

less than five. Where quick+esponse sprinklers
are used on a

stoped ceiling, the maximum cellmg height shall
be used for

determining the percent reduction in design area.
Whare

quick-response sprinklers are instalied, all
sprinklers within a

compartment shall be of the quick response type.
Exception: Where circumsiances require the use
“of other than ordinary

temperature-rated sprinklers, standard response
sprinklers shall be

permitted to be used.

NFPA 101 LIFE SAFETY CODE STANDARD

Koe4l K 064

1. All storage of boxes and
construction supplics will be removed
and fire extinguishers will not be
obstructed 2/20/14.

2. Fire Extinguisher witl be mounted
.in the back parking lot at our
designate smoke area. The fire
blanket will be mounted by 3/28/14.
New urns and self closing ashtrays
have been ordered for the smoking
area by 3/28/14.

K 084
S8=
Portable fire extinguishers are provided in all
health care ocoupancies in accordance with
9.7.41. 19.3.58, NFPA1D

3y

This STANDARD is not met as evidenced by
Based on cbservation and interview, it was
determined the facility faited to maintain the
installation of portable fire extinguishers in
accordance with NFPA standards. The deficiency

had the potential to affect two {2) of four (4}
smoke compartments, thirty-three (33) residants,
staff and visitors. The facllity is ceriified for -
sixty-six (68) beds with a census of fiffy-seven
{67} on the day of the survey.

The findings include;

The portable fire extinguisher witl
mounted by 3/28/14 in the kitchen.
3. Weekly audits will be conducted to
ensure that comphiance is met by the
Mainténance Director or
Administrator, Education of the staff

~ will be conducted by the
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Administrator and Maintenance
K 064 | Gontinued From page 34 Kk 054! Director that all fire extinguishers are
Observation, on 02/18/14 at 11:10 AM, with the to remain off the floor and mounted
Maintenance Director from a sister facility . ‘correctly by 3/28/14,
revealed the wall mounted, portabie fire 4. The Maintenance Director or
extinguisher located by the exit door nextto the YU . .
Therapy Room was blocked by the storage of Administrator will monitor for .all
construction tools and supplies being stored in deficiency findings to the Quality
the corvidor, - Assurance Committee monthly for
Observation, on 02/18/14 between 1:10 AM and three months for follow-up.and
4:00 PM, with the Maintenance Director revealed recommendations. The Quality
a smoking area on the Front Porch and another ‘ Assurance Commmittee will consist of
smoking area in the back parking lot. Neither : at 2 minimum the Director of
sinoking area had a fire extinguisher nnst'allfed. o Nursing, A drninistrator, Assistant
Observation, on 02/18/14 between 11:10 AM and : ! .
4:00 PM, with the Maintenance Director revealed . . Director OfN}ll SIng, Di etg;:y
a fire extinguisher sitfing on the floor of & - Manager, Maintenance Director,
hazardous storage room located next to the Social Services Director, and Activity
conference reom. Further cbservation revealed a C Director with the Medical Director at
fire extinguisher sitiing on the floor of the Dining . least qu arterly
Room. '
Observalion, on 02/19/14 at 10:20 AM, with the
Maintenance Director revealed the wali mounted,
K-class portable fire extinguisher located in the
kitchen was blocked by earls, Further
observation revealed theré was ne placard stating
that the hood suppression system mus be used
before the class K fire extinguisher located in the
kitchen. This type of extinguisher is usedas a
secondary measure to the range hood
extinguishing system,
Interview, an 02/20/14 at 1:30 PM, with the
Administrator revealed he was not aware the fire
extinguishers were sitting on the floor or wefe
blocked. He further stated that was no policy for
fire extinguishers but it was part of the monthly
| reunds to check the fire extinguishers. Further
Event 1D; OSKUZ A Facitily 1D. 100409 if continuation sheat Page 35 of 51
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interview revealed there was a smoking policy
that stated all smoking areas would have a fire
‘exiinguisher. The Administrator stated he was
not aware the smoking areas did not have a fire
extinguisher,

Reference: NFPA 10 1998 edition

3-7 Fire Extinguisher Size and Placement for" .
Class K Fires, ’

317.1 Fire extinguishers shall be provided for
hazards where there is a potential for fires
involving combustible cooking media {vegetable
or animat oils and fats),

3-7.2 -

Maximum fravel distance shall not exceed 30 f
(9.15 rn) from the hazard {o the extinguishérs,

Reference: NFPA 10 1869

4-3.2° Procedures. .
Periodlic inspection of fire extinguishers shall
inciude a check of at least the following items:
{2) Location in designated place

(b} No obsfruction ta access o7 visibifity

{c) Operating instructions on namepla'te legible
and facing outward

{dy Safely seals and tamper indicators not
broken of missing

{e) Fuliness detarmined by weighing or "hefting
(f) Examination for obvious physical damage,
corrosion, keakage, or clogged nozzle

{g) Pressure gauge reading or indicator in the
operable range or position - ‘

¢h) Condition of tires, wheels, carriage, hose, and
nozzle checked {for wheeled units)
(i) HMIS labei in place
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4-3.3 Corrective Action.

When an inspection of any fire extinguisher
reveals a deficiency in any of the conditions listed
in 4-3.2 {a), {b}, {h), and (i}, immediate corrective
action shail be laken.

Reference; NFPA 10 (1998 Edition).
2-3.2.1 A placard shall he conspicuously placed

near the extinguisher that states that the fire K-066
protection system shall be activated prior to using 1. New urns and self closed ashtrays have
the fire extinguisher. been ordered for the smoking area 3/13/14,
A pew metal container with a self-closing
» cover deice into which ashtrays can be i /_,3] f
Reference NFPA 10 (1998 Edition). _ empticd will be readily available fo the 7’
1-6.10 Fire gxlmgwshers having a gross weight smoking area by 3/28/14.
not exceeding 40 b (18.14 ko) shail be A fire extinguisher will be mounted in tlie

nstalled so that the top of the fire back parking lot at our designated smoking

extinguisher is not more than 5 /£ (1.53 m) .
above the floor. Fire extinguishers having a g;;;'/gle fire blanket will be mounted by

gross weight greater than 40 1b (18.14 kg)
{except wheeled types} shall be so installed
that the top of the fire extinguisher is not
more than 3 1/2 ft (1,07 m} above the floor,
In no case shall the clearance between the

2. Weekly aundits will be conducted 1o ensure
that compliance is met by the Maintenance
Dizector or Administrator,

3. Education of staff will be conducted by

bottem of the fire extinguisher and the floor the Administrator or Maintenance Director
be fess than 4 in. (10.2 cm). to follow NFPA standards by 3/2/8/14.

K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 065 4. The Maintenance Director of

58=F Administrator will monitor for deficiency
Smoking regulations are adopted and include no findings and report any findings to the
less than the following provisions: Quality Assurance Committee monthly for

three months for follow-up and f

{1} Smoking is prohibited in any room, ward, or recommendations. The Quality Assurance !
cempartment where flammable liquids, committee wilt consist of at a minimum the |
combustible gases, or oxygen is used or stored DON, Administrator, ADON, Dietary F
and in any other hazardous location, and such Director, Maintenance Director, Social |
area is posted with signs that read NO SMOKING Services Director, and Activities Director
or with the international symbol for no smoking. with the Medical Director at least Quarterly.
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{2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supervision.

{3} Ashtrays of noncombustible material and safe
design are provided in all areas where smoking is
parmilted.

{4) Metal containers with self-closing cover
devices into which ashtrays can be emptied are
readily available fo all areas where smoking is
permitted.  19.7.4

This STANDARD is not met as evidenced by:
Based on observation, interview and policy
review, it was determined the facility faited to
ensure the use of approved ashirays in the
designated smoking area, in accordance with
NFPA standards, The defictency had the potential
to affect smokers, staff and visitors. The facility is
certified for sixty-six (66} beds with a census of
fifty-seven (57) on the day of the survey. The
facility failed to ensure the smoking areas had a
metal container with a self-closing fid to dump
ashtrays, a fire extinguisher, and a fire blanket.

The findings include:

Observation, on 02/18/14 at 1:45 PM, with the
Maintenance Director from a sister facility
revealed the facility failed to provide a metal
container with a self-closing lid to dump the
ashtrays, fire extinguisher, or a fire blankst
focated in the designated smoking areas, which
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were locafted at the front entance, and the rear
exit. .

Intesview, on 02/18/14 at 1:44 PM, with the
Mainienance Director revealed he was not aware
the smoking area did not have the required metat
container with a setf-closing lid for dumping
ashirays, the fire extinguisher, or the fire blanket.

Policy review, on 02/198/14 at 2:38 PM, with the
Administrator revealed the smoking policy stated
that the faciiity would provide a matal conlainer
with a self-closing lid, a fire extinguisher, and a
fire blanket in all-designated smoking areas.

Interview, on 02/20/14 at 1:30 PM, with the
Administrater revealed he was not famitiar with
the smoking poticy before 02/19/14. He stated he
was nol aware the smoking areas did nothave
the required metal container with a self-closing lid
for dumping ashitrays, the fire extinguisher, or the
fire blanket. -

Reference; NFPA Standard 101 (2000 Edition).

18.7.4 Smoking {4)

Metal containers with self-closing cover devices
into which ashtrays can be emptied shall be
readily availabla to all areas where smoking is
permitted.

NFPA 101 LIFE SAFETY CODE STANDARD

Cocking facilites are protected in accordance
with 8.2.3.  19.3.2.6, NFPA S5

This STANDARD is not met as evidenced by:

K 066

K69
K089 1. The hood will be cleaned and
inspected by outside contractor by
3/28/14 :
Pull stations have been relocated and
will remain free of obstructions,
. The tables in the kitchen will be
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Based oninferviews, record review and review of
the kitchen hood inspection records, it was
determined the facllity faited to ensure the Kifchen
hood systém was in accordance with NFPA
standards. The deficiency had the potential to
affect one {1} of four {4} smoke compartments,
residents, staff and visitors. The facility is
certifizd for sixty-six (68Y beds with a census of
fifty-seven (57) on the day of the survey. The
.| facility failed to ensure the kitchen hood was
claanzd and the hood suppression system was
inspected semi-annually.

Tha findings include:

Kitchen hood inspaction record raview, on
02/20/14 at 9:00 AM with the Administrator,
revaaled the hood inspestion had been done;
however, the report showed no detalts of the
condition or what was inspected..The report also
failed to show when the last hydrostatic test was
performed. Further record review revealed the
facility failed to preduce documentation that the
hood had been cleaned within the last year.

Interview, on 02/20/14 at 1:30 AM with the
Administrator, revealed the facility did not have a
policy for Kitchen Hood inspections. Further
interview revealed the Administrator was aware of
the testing fequiremerits; however, he was not
aware the Kitchen Hood was not being inspected
as required.

Reference; NFPA 10 (1998 Edition).
2-32.1 A placard shal be conspicunusly placed

rear the extinguisher that states that the fire
protection systern shall be activaied prior tO using

removed been removed by 3/28/14,
Koss 2. Weekly aundits will be conducted
to ensure that compliance is met the
Maintenance Director o1
Administrator.
3. Tducation of the kitchen staff will
" be conducted by the Administrator
and Maintenance Director that the
. electrical panel should not be blocked
by 3/28/14.
4. The Maintenance Director or
* Administrator will monitor for alt
 deficiency findings to the Quality
Assurance Commiftee monthly for
threé months for follow-up and
recommendations, . The Quality
Assurance Committee will consist of
at a minimum the Director of
Nussing, Administrator, Assistant

Director of Nursing, Dietary
Manager, Maintenance Director,
Social Services Director, and Activity
Director with the Medical Director at

least quarterly.

P |
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the fire extinguisher.

Reference: NFPA 96 (1998 ed.)

8-3 Cleaning. :

8-3.4* Hoeds, grease removal devices, fans,
ducts, and other

appurlenances shall be cleaned to pare matal at
frequent

intervals prior to surfaces becoming heavily
contaminated with

grease or oily sludge, Afier the exhaust system is
| cleaned to

bare metal, it shall not be coatad with powder or
other sub-

stance, The entire exhaust system shalt be
inspected by a

Extinguishers. propertly tramed qualified, and
cerdified company or persan

acceptable to the authority having junsdlctuon in
accor- . . _
dance with Table 8-3.1, L 7 .

Table 8-3.1 Exhaust System Inspection Schedute

Type or Volume of Cooking
Frequency ]
Systems serving solid fuel covking operations
Monthly

Systems serving high-volume cooking operations
Quarterly

such as 24-hour cooking, € charbroiling or wok -

cooking

Systems serving moderate-volume cooking
Semiannually
operations’
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Systems serving low-volume cooking operations,
such Annually )
as churches, ddy camps, seasonal businesses,
or o -
sernior cenlers
K 070 | NFPA 101 LIFE SAFETY CODE STANDARD koro K 070
S55E 1, All portable space heaters will

| Poriable space heating davices are prohibited in
all health care ocoupancies, except in '
non-sleeping staff and employee areas where the
heating elements of such devices do not exceed
212 degrees F. (100 degrees G} 18.7.8  ~

This STANDARD is not met as evidenced by!
Based on observations and interview it was
determined the facility failed to ensure portable -
space heaters used in the facility were in
accordance with NFPA standards. The deficiency
had the potential to affect three (3} of four 4y .
smoke compariments, sixty-six (68) residents,
staff, and visitors. The faclity is certified fof
sixty-six {66) beds with a census of fifty-seven
{57) on the day of the survey.

The findings inciude:

Observation, on 02/19/14 between 8:30 AM and
4:00 PM, wilh the Maintenance Direstor from a
sister facility revealed portable space heaters

| located in the Therapy Office, Minimum Data Set
(MDS) Office, Human Resources Office, and
room #11. The facility failed to provide
documentation that ihe heating element in the
portabie heaters did not exceed 212 degrees
Fahrenheil.

removed from Room #11, HR, ,
Therapy office, and MDS office by
3/28/14
2. Daily room rounds wﬂl be
conducted by Administrator, Director
of Nursing, Dietary Manager,
Assistant Director of Nursing,
Activity Director, Social Services,
Housekeeping Director, MDS
Manager, Medical Records, Business
office Manager, and Maintenance
Director.
3.. The Administrator wﬂl educate
Director of Nursing, Dietary
Manager, Assistant Director of
Nursing, Activity Director, Social
Services, Housekeeping Director,
MDS Manager, Medical Records,
Business office Manager, and
Maintenance Director on space heater

13y
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Interviews, on 02/19/14 between 8:30 AM and
4:00 PM, with the Maintenance Director reveated
he was not aware of the portable heaters in the
puilding.
Interview, on 02/20/14 at 1:30 PM, with the K-072
Administrater revealed the facility did not have a 1. Obstructions will be removed to have
policy for the use of portable heaters. Further clear egress throughout the building by
interview revealed he was aware of the portable 3/287/14.
heater in room #11 due to the recent cold Ice carts, medicine carts, trash carts, and
weather, but he was not aware of the portable rolling carts have assigned locations to have
healers located in the offices. a clear and free egress for residents by
3/28/14. Tce carts are located in the front
. " closet areas. Medicine carts are stored in the
Reference: NFPA 101 (2000 edition) A&B Nursing Station areas, trash carts are ;”Jﬁiﬁg
10.7.8 Portable Space-Heating Devices. Poitable storeq in the shower mo.m 5. ¢ f L{
space-heating 2. Da‘lly room rounds will be CO]‘:lduCted by
devices shalt be prohibited in all health care Administrator, DON, ADON, Dietary
accupancies. Director, Activities Director, Social Services 3
Excaption; Poriable space-heating devices shall Director, Housekesping Director, MDS }
be permitted to be used Director, Medical Records, Business Office
in non-sfeeping staff and employee areas where Manager and Maintenance Director.
the heating elements of 3. The Administrator will educate
such devices do not exceed 212°F (100°C). Department managers on keeping egress
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K o72| arcas clear and free by 3/28/14.
88=F 4, The Maintenance Director or
Means of egress are continuously maintained free Administrator will monitor for deficient
of alt obstructions or impediments to full instant findings and report deficient findings to the
use in the case of fire or other emergency. No Quality Assurance Comumnittee monthly for
furnishings, deccrations, or other objects obstruct three months for follow-up and
exits, access 1o, egress from, or visibility of exits. recommendations. The Quality Assurance
7.1.10 Committee will consist of at a minimam the
DON, Administrator, ADON, Dietary
Director, Maintenance Director, Social
Services Director, and Activities Director |
with the Medical Director at least Quarterly. |
. . . ]
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This STANDARD is not mef as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain exit
access in accordance with NFPA standards. The
deficiency had the potential to affect four (4) of
four {4) smoke compartments, sixty-six (66)
residents, staff and visitors. The facility is certified
for sixty-six {66) beds with a census of fifty-seven
{57} on the day of the survey. The facilily failed to
ensure the means of egress was free of all
obstructions or impediments.

The findings include;

Observations, on 02/18/14 between 11:10 AM
and 4:00 PM, with the Maintenance Director from
a sister facility revealed the exit by the Therapy
Room to have storage of construction tools and
supplies consisting of twenty-five (25) cardboard
boxes, seven {7} 5-gallon buckets of drywall joint
compound, one (1) open 5-gallon bucket of
water, drywall tools, and a worker's coal. Fusther
observation revealed a cardboard box, trash
caris, a lift, and a medicine cart stored in the
A-Hall. Further observation revealed a copy
machine, a rolling cart, two (2) ice carts, and a
medicine cart stored in the Front Hall; and, an ice
cart, medicine cant, chair, and two (2) trash caris
stored in the B-Hall.

Interview, on 02/18/14 between 11:10 AM and
4:00 PM, with the Maintenance Director revealed
he was not aware the items were being stored in
the corridors.

Interview, on 02/20/14 at 1:30 PM, with the
Administrator revealed there was no policy for the
sterage in the corridors, and he was aware the
items were being stored in the corridors.
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Reference: NFPA 101 {2000 Edition)

Means of Egress Reliabifity 7.1.10.1

Means of egress shall be continuausly
maintained free of all obstructions or
impediments to full instant use in the case of fire

of other emergency.
K073 | NFPA 01 LIFE SAFETY CODE STANDARD KO3 ¥ 073
Ss=F| : dered on
: ire retardant was order
Ne fumishings or decorations of highly flammable : L. Fi /T 4.
character are used.  19.7.5.2, 19.7.5.3, 19.7.5.4 3712

2. Weekly audits will be conducted to
ensure that compliance of NFPA.
. standards of application of fire *
retardant is being met.

This STANDARD is not met as svidenced by: R
Based on cbservation, interview and policy :

review Itwas determined the facility falled to 3. The Maintenance Director of oy
ensure that no combustible decorations were - Administrator will conduct room j 4, j‘/
used in the facility, according to NFPA standards. _ rounds fo treat any decorations and

Fhe deficiency had the potential to affect four {4)

of four {4) smoke compartments, sixty-six (66) documentation will be reviewed

residents, staff and visitors. The facility is . monthly for three months and then
certified for sixty-six {65) beds with a census of quarterly, Any new admissions will

fity-seven (57) on the day of the survey. The have all identified articles treated
facility failed to ensure decorations brought info ] Wi q hin 721 £
the facility were being properly fire treated. wit l_ li'e retardant within s O

_ : ‘ admission by 3/28/14.
The findings include; 4 The Maintenance Director or
Observation, on 02/20/14 at 3:00 AM, with the Q*d;nm*sn a;or d‘,“n mogﬁor fo; all
Administrator revealed the facility failed to cliciency ncmgs to the Quality
document the treatment of non-flame retardant Assurance Committee monthly for
decorations, | three months for follow-up and
recommendations, The Quality
Assurance Committee will consist of

Policy review, on (2/20M4 at 9:00 AM, with the
Administrator revealed the facility had a policy

that stated all newly introduced decorations would at a minimum the Director of
be treated with a fieme retardant and Nursing, Administrator, Assistant
‘ : : — Director of Nursing, Dietary ]
Event JD: QSXU21 Facimy i 1 wetasn win Page 45 of 51
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: Manager, Maintenance Director,
K 073 { Continued From page 45 K 073| Social Services Director, and Activity
doclimentation would be kept. Director with the Medical Director at
. , least quarterly.
lnterview, on 02120114 at 8:00 AM, with the ‘
Administrator revealed he was not aware the
documentation had not been kept for treating
decorations with a lame retardant.
Referenca: NFPA 101 (2000 Edition}
19,7.5.4 Combustible decorations shali be
prohibited in any health care occupancy unless
they are flame-retardant. : K 130
K 130 | NFPA 101 MISCELLANEOUS K130 . .
S5=E . . i. The dryer will be cleaned and clear
OTHER LSC DEFICIENCY NOT ON 2786 of all lint by Maintenance Director by
3/28/14 .

This STANDARD s not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to mainiain the
hazardous areas in accordance with NFPA
standards. The deficiency had the potenfial to
affect two (2) of four {(4) smoke compartments,
thirty-three (33) residents, staff and visitors. The
facility Is certified for sixty-six {66) beds with &
census of fifty-seven (57) on the day of the
survey.

The findings include:

Observation, on 02/18/14 at 14:12 AM, with the
Mainienance Director from a sister facility
revealed a door wedge holding the Therapy
Room doar opan to the cormidor.” Further

The Therapy door wedge w
removed 3/10/14. A magnet release
fock for the therapy door will be
installed by 3/28/14 "

The slide lock will be removed by
3/28/14.

2. Weekly audits will be conducted
on dryers for lint removal and no
slide locks are on any door by the
Maintenance Director.

3. The Maintenance Director will

-

be reviewed monthly for three
months and then quarterly.

4. The Maintenance Director or
Administrator will monitor for ail
deficiency findings to the Quality
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K 130 | Continued From page-46

observation revesled a book-end and paint can
holding a door to a hazardous room located in the
A-Hall next to the Conference Room.

interview, on 82/1814 at 11:12 AM, with the
Maintenance Director revealed he was not aware
they were helding doers open with wedges and
paint cans. ' -

Observation, on 02/19/14 at 9:38 AM, with the -
Maintenance Direclor revealed an unapproved
Jock slide-boli type} was Installed on the egress
side of the door to the Business Office, '

Interview, on 02/19/14 at 9:38 AM, with the

| Maintenance Director revealed hé was aware
stide boit locks were not approved, however, he
was not aware the slide bolt lock was installed o
the egress side of the Business Office door.

Observation, on 02/19/14 at 11:57 AM, with the
Maintenance Director revealed a haavy buildup of
lint in the top of the dryers Jocated in the Laundry
Room. o

interview, on 02/19/14 at 11:57 AM, with the
Maintenance Director revealed it was the
Maintenance Director's job to ensure the lint was
cleanad frem the top of the dryers; however, the
Maintertance Director for this facility had been on
Medical Leave,

interview, on 02/20114 at 1:30 PM, with the
Administrator revesled the facility did not have 2
policy for door wedges, slide-bolt locks, or lint
removal from the dryers. He stated he was
aware door wadges and slide-bolt locks were not
pesmitled; however, he was not aware they were
in se. Further interview revealed he was not

K130 three months for follow-up and

Assurance Committee monthly for

recommendations. The Quality
Assurance Committee will consist of
at a minimum the Director of
Nursing, Administrator, Assistant
Diréctor of Nursing, Dietary
Manager, Maintenance Director,
Social Services Director, and. Activity
Director with the Medical Director at
least quarterly.
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K 130 | Gontinued From page 47 %130
" | aware of the Iint build-up in the top of the dryers,
Reference: NFPA 101 {2000 Edition)
19,2224
Doors within a required means of egress shall not
be equipped with a fatch or lock that requires the
use of a tool or key from the egress side.
NFPA 101 {2000 Edition)
4.6.12 Maintenance and Tesling.
4.6.12.1 Whenever or wherever any device,
equipment, s¥stem, condition, arrangement, level
of protection, or any other festure is required for -
-t compliance with {he provisions of this Code, such
device, equipment, system, condition, )
arrangement, leve! of protection, or other feature
shall thereafter be continuously maintained in
accordance with applicable NFPA requiremeants Vo .
or as directed by the authority kaving jurisdiction. - 1. All extension cords will be
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD  147| removed from yoom # 3 by 3/28/14.
85=E . : The power strip in room #17 will
Eilectrical wiring and equipment is tn accogrd;agce be taken off the wall by 2/20/14.
with NFPA 70, National Flectrical Code. 9.1, The atfic extension cord will be
remaved by 2/20/14. }/2! 1y
The tables in the kitchen will be
removed from near the electrical
This STANDARD is not met a5 evidenced by: panel by 3/28/14.
Based on abservation and interview, it was The electrical panel on B-Hall
determined the facility fatled to ensure elecirical will be iocked by 2/19/14.
V\;frinéa was !{;_f}intjir;ed in afoﬁﬁm’e \éViﬁ;_SE;’A 2. Weekly audits will be conducted
standards. The daficiency had the potentl : )
affect three (3) of four (4) smolke companments, on all electrical panels to ensure they
sixty-six (66) residents, staff, and visitors. The are locked and there are no power
cords on wall, by the Maintenance
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facility is certified for sixty-six {66) beds with &

‘census of fifty-seven (57) on the day of the

survey.
The findings include:

Observations, on 02/19/14 between 8:30 AM and
4:00 PM, with the Maintenance Director from a
sister facility revealed: ’ ’

1} An oxygen concentrator was plugged into a
power strip focated In room #13. '
2y Apower stnp was mounted fo the wafl iocated
in room #17.

3} An extension cord to a television iooaied in
room #3.--

4} An exiansion cord running up the wall
through the affic access plugged into atlic Tights
located in room #2.

B} An electrical panel was blacked by a table
with a microwave localed in the Kitchen.

'8)  An electrical panel located in the B-Hall was

not jocked.

interview, on 02/19/14 between £:30 AM and 4;00
PM, with the Maintenance Director revealed he
was not aware the power stiips and extensien
cords were being misused. Further interview
revealed he was not aware the eleckrical panel in
the Kilchen was biocked or the electrical panel in
the B-Hail had been left unlocked.

Interview, on (2/20/14 at 1:30 PM, with the
Administrator revealed the facility did not have 2
policy for the proper use of power strips and
extension cords and for locking or blocking
eleckrical panels. Furthsr interview reveated the
Administrator was aware of the proper uses for
power strips, extension cords, and requsrements

STATEMENT OF DEFIGIENCIES (41} PROVIDERISUPP LIERICLIA 423 MULTIPLE CONSTRUCTON {X3) DATE SURVEY
AND FLAN OF CORRECTION IOENTIFICATION HUMBER: A BUADING 01 - MAN BUILDING 01 COMPLETED
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NG GRE !
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{X4) 10 SUMMARY STATEMENT OF DEFICIENGIES D BROVIDER'S PLAN OF CORRECTION o5 -
PREFIX {EAGH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOLLD BE cou;:f:on
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Director or Adminisirator.
K 147 | Continued From page 48 K147 3. The Maintenance Director or

Administrator will be educated to
make rounds on new residents to have
" no extension cords and will document
any deficiencies. This will be
reviewed monthly for three months
and then quarterly. .
4. The Maintenance Director or
Administrator will monitor egress for
all deficiency findings to the Quality
Assurance Committee monthly for
three months for follow-up and
recommendations. The Quality
Assurance Committee will consist of
at a minimum the Director of
Nursing, Administrator, Assistant

Director of Nursing, Dietary
Manager, Maintenance Director,
Social Services Director, and Activity
Director with the Medical Director at
least quarterly
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K 147 | Continued From page 49 ' K 147
for eleclrical panels.

Reference: NFPA 101 (2000 Edition)

8.1.2 Electric.

‘Eledrical wiring and equipment shali be in

| accordance with NFPA 70, Nationa! Electrical
Code, unless existing installations, which shall be
parmitted to be continued in service, sublect to
approvat by the authority having jurdsdiction.

Reference: NFPA70 400-8 R

{ Exdensions Cords) Uses Not Permitted. -
Unless specifically permitted in 408.7, flexible
cords and cables shall not be used for the
folfowing: )

{1) As a substitute for the fixed wiring of a
structure o

{2) Where run through holes in walls, structural
ceflings, suspended ceifings, dropped ceilings, or
floors :

(3) Where run through doorways, windows, of
simifar cpenings .

{4) Where attached to building surfaces.
Reference: NFPA 99 (1999 edition}

332120

Minimum Number of Receptacies. The number
of recaptacles shall be determined by the
intended use of the patient care area. There shall
be sufficient receptacies located so as to avoid
the need for extension cords or multiple outlet
adapters.

Reference: NFPA 70 (19899 edition) ) | -
Event ID:QSXU2t
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370.28(¢) Covers.

All pull boxes, junction boxes, and conduit bodies
shail be provided with covers compatible with the
box or sonduit body construction and suitable for
the conditions of use, Where metal covers are
used, they shall comply with the grounding
requirements of Section 250-110. An extension
from the cover of an exposad box shall comply
with Section 370-22, Exception.

110-26. Spaces

About Electrical Equipment. Sufidlent access

and working space shall be provided and
maintained around all electric equipment to

parmit ready and safe operation and maintenance
of such equipment. Enclosures housing electrical *
.| epparatus that are controlled by lock and key

shall be considered accessibie lo qualified”
persons., :

Reference; NFPA 70 (18998 edition)

Referance: NFPA 101 {2000 Edition)

9.1.2 Electic. :

Electrical wiring and equipment shall be in
accordance with NFPA 70, National Electrical
Cade, unless existing instaltaticns, which shall be
permitted to be confinued in service, subjectto
approval by the authority having jurisdiction.
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