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A standard health survey was conducted on
11/11-13M3. Deficient practice was identified with
the highest scope and severity at "E" laval,
F 364 | 483.35(d)(N-{2) NUTRITIVE VALUE/APPEAR, F 364
§8=E | PALATABLE/PREFER TEMP 1} Conduct Resident Council meeting 12-12-13
Each resident receives and the facility provides © 1o determine resident menu
food prepared by methods that conserve nutritive preferences.
value, flavor, and appearance; and food that is
patatable, atiractive, and at the proper 3)  Dietary managet/Designee will
temperaiure. 12-15-13

interview all residents to determine

food preferences and menu selections.
This REQUIREMENT is not met as evidenced

by: . oa . -

Based on observation, interview, and record 3} Dietician wil Edfj,c ate dietary Staﬁ 12643
review, it was determined the facility failed to on food patatability. And determine

serve food that was palatable at the noon meal what the seasoning preferences are

cn 11/12/13. Observaticn of the noon meal on to be for each food recipe,

11/12/13 and interviews during the group
interview on 11/12/13 with eight alert residents . )
revealed the facility served meat that was oo according to resident preference.
teugh, the parsley potatoes were hard when
served, and the food was never seasoned 4} 10 random Residents wili do & taste
properly. [n addition, the residents stated the
coffee did not taste good.

Adjust menu selection/seasoning 12.37-13

testing once a month as a activity to
ensure quality and palatability for the
The findings includs; next 6 months.

The facility did not have a policy for food
palatability.

The group interview was conducted at 9:30 AM

on 11/12/13 with sight alert/orienied residents in
atiendance. The residenis complained the food
never lasted good. Residents stated the meats
were too tough to eat, the potatoes wers served
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Any deficiency staiement endi;;ﬁ with an astetisk (*f denotes a deficiency which the institution may be excused from correcting providing ¥t is determined that
other safeguards provide sufficlent proteation 1o the paliznts . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a ptan of correction is provided. For nursing homes, fhe above findings and plans of comection are disclosable 14
days following the date these dosuments are made avallable to the facility. [ deficiendies are ciied, an approved plan of comection is requisite to continued
pregram pardicipation. LA
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F 364 | Continued From page 1
hard, and the food was never seasoned,

Observation of the noon meal on 11/12/13 at
11:30 AM revealed the residents were sarved
pork shoulder, parsiey potatoes, and steamed
cabbage, Residents eafing in the dining room
complained the pork was tough, potatoes were
hard, and the cabbage did not have any
ssasoning.

A test iray was reqguested and a palatability test of
the foed was conducted with the Dietary Manager
{DM) and the Stafi Development Nurse (SDNj).
The pork shoulder was found to be tough; the
parsley potatoes were hard and did nof confain
enough seasoning; the cabbage did not have
enough seasoning; and the coffee did not taste
good. The DM and the SDN confirmed the meat
was tough, the potatoes were hard, and the
cabbage did not have enough seasoning.

A vaview of the recipe for the steamed cabbage
revealed the recipe specified 2 ounces of salt for
100 servings.

An interview was conducted at 2:45 PM on
1113113 with the cook that prepared the meal on
11/12/13. Sne stated she put the amount of salt
in the cabbage that the recipe specified.

Interview with the Dietary Manager (DM) at 2:40
PM on 11/13/13 revealed he had cooked the
potatoes over two hours and did not know why
they wers hard. In addition, the DM stated he
thought the recipes did not specify enough salt
and seasocning.

F 366 | 483.35(d)(4) SUBSTITUTES OF SIMILAR
$8=0 | NUTRITIVE VALUE

i
|

F 364
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i
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attendance, The residents comgplained the facility
often served them foods that the residents did not
like to eat.

Observation of the noon meal on 11/12/13
revealed fruit cocktail was the dessert for that
meal.

Review of the tray card for Resident #20 revealed
the resident disliked fruit cocktail. However, fruit
cockiail was served to the resident. The resident
stated in interview at 1140 AM on 41/12/13 that
he/she did not like fruit cocktail.

20 random audits of resident tray cards
a month to ensure likes/dislikes are
keing honored. Resuits brought to QA
monthly for review,
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Each resident receives and the facility provides . )
substitutes offered of similar nutritive value to 1) Resident#3 and Resident #20 were 13513
residents who refuse food servad. interviewed by Dietician on 12/5/13
to update food likes and dislikes.
This REQUIREMENT is not met as evidencsd 2) Dietary Manager and all dietary staff
by: will be educated by dietician by 12/5/13 12513
Based on observation, interview, and a review of on following the tray cards when
the facility's policy/procedures, it was determined preparing the trays so that dislikes Tor
the facility failed to hor\or the food dislikes for fwo each resident are not placed on the
af twenty sampled residents at the noon meal on iray. All employees will be educated
1A3ng. on reading of likes/dislikes of tray 12-15-13
. ) ' - cards by the Dietary Man desi
The findirgs include: Y Y ager/ emgne?
Review of the facility's dietary policy/procedurss 3) A_“ residents will be 1r.1ter\f|ewed.by )
for Menu Alternatives (no date) revealed an Dietary Manager/Designee and likes 12-27-13
allernate meat or entree, an altemate vegetable, and dislikes updated.
and alternate starch should be provided at every
meal in the event of personal food preferences or 4} Likes/distikes will be completed
refusals. semi-annuaily by the
Dietary Manager/Designee,
Agroup interview was conducted at 9:30 AM an 7
111121 3 with Bight alert/oriented residents in 5) Dietary Maﬂager/Designee Wi“ perform
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Review of the fray card for Rasident #3 revealed
the resident disliked chicken. However, the
resident received cream of chicken soup. The
resident stated in interview at 12:00 P on
1111213, "l don't know why they send me this
cream of chicken soup. They know | won't eat it
because | don't like chicken.” The resident
further stated the coffee was not good, and
stated, "'ve hot had a good cup of coffee since |
came here."

The findings of the observations were reported to
the Dietary Manager (DM) at 2:40 PM on
1113/13.
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CFR: 42 CFR 483.70(s)

BUILDING: 1

PLAN APPROVAL: 1885

SURVEY UNDER: 2000 Exjsting

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: 1 story, Type V (111)
SMCOKE COMPARTMENTS: 8

FIRE ALARM: Complete fire alarm system with
61 heat and 106 smoke detectors.

SPRINKLER SYSTEM: Complete gutomatic dry
sprinkler aystem.

GENERATOR: 2 Type Il generators. Fuel source
for the Cnan generator is propane, and the
Kohler is diesel.

A standard Life Safety Code survey was
conducted on 11/13/3. Rockcastle Health and
Rehabilitation Center was found not to be in
compliance with the requirements for participation
in Medicare and Medicaid, The facility is cerlified
for 104 beds with a census cf 89 on the day of
the survey.

Tha findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.70(g) et seq. (Life Safety from -
Fire)

LABORATORY DIRECTOR'S OR PROVIDER/SUPP) EPREQ@IVE‘S SIGNATURE TITLE {x&) DATE

o™ - Aetpninn: sheduc 19-2%3

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the instituticn may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to lhe patienis . {Ses 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 corection are disclosable 14

days following the date these documents are made available Lo the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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Deficiencies were cited with the highest
deficiency identified at "E" level.
SS=E . . A
installed to increase availabilit 15-
Smoke barriers are constructed 1o provide at ¥ 1-15-14
least & one half hour fire resistance rating in and ensure access to smoke
accordance with 8,3. Smoke barriers may harrier areas to maintain
terminate at an atrium wall. Windows are serviceability. 9 sccess doors
protected by fire-rated g!azing'o.r by wired glass ardered 12/2/13; all 9 doors
panels and steel frames. A minimum of twa ived on 12/13/13
separate compartments are provided on each arsived on '
floor, Dampers are not reguired in duct
penetrations of smoke barrters in fully ducted 2) Plant Operation Director/Designes
heating, ventilating, and air conditioning systems, witl complete an audit of smoke
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.64 . -
harriers after new doors installed to
insure no other areas affacted by the
lack of smoke barrier maintenance,
This STANDARD 15 not met as ev!dent?ed by: 3) Plant Operations Ditector will make a
4 Based on cbservations and interview, it was ) )
determined the facilify failed to maintain smoke policy change that all smoke barriers
barriers in accordance with NFPA standards. The will be inspected to ensure
deficiency had the potential to affect four of eight maintenance is being performed.
smoke compartments, 51 residents, staff, and
visitors. The fadility is certified for 104 beds with lant O tion Director/Desi i
a census of 89 on the day of the sunvey. 4) Plant Operatlon Divector/Designee wi
do monthly maintenance log to ensure
The findings include; the monitaring of all 8 smoke barriers
is being met, The administrator will
Observation on 11/13/13 at 10:42 AM, with the check sald log suarterly to ensure
Plant Operations Director revealed the smoke ] g.q' v . .
partition located by rooms 131, 129, and 114, and maintenance is in compliance with
the ramp by the Activities Room were not MFPA standards.
accessible for inspection due to the amount of
HVAC ductwork and travel distance between the
attic access and the smoke paritions in the attic.
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Interview on 11/13/13 at 10:42 AM, with the Plant
Operations Director revealed he was aware it was
difficult fo access the smoke pariltions in the atiic
due to crawling under and over ductwork,

Reference: NFPA 101 (2000 Editicn).

8.3 SMOKE BARRIERS

B.3.1* General.

Where required by Chapters 12 through 42,
smoke barrters shall be provided to subdivide
building spaces for the purpose of restricting the
movement of smoke. '

8.3.2* Continuity.

Smoke barrers required by this Code shall be
continuous from an outside wall to an outside
wall, from a floor to a floor, or from & smoke
harrier to a smoke batrier or a combination
thereof. Such barriers shall be continuous
threugh all concealed spaces, such as those
found above a ceiling, including irterstitial
spaces. ‘

Exception; A smoke barrler required for an
occupied space below an interstitial space shall
not be reguired to extend through the interstitial
space, provided that the construction assembly
forming the bottom of the interstitial space
provides resistance to the passage of smoke
equal to that provided by the smoke barrier.

8.3.6.1 Pipes, conduits, bus ducts, cables, wires,
air ducts, pneumatic tuhes and ducts, and simiar
bullding service eguipment that pass through
floors and smoke barrlers shall be protected as
follows:

(&) The space between the penetrating item and
the smoke barrier shall :

1. Be filled with a matertal capable of maintaining
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the smoke resistance of the smoks barrier, or

2. Be protected by an approved device designed
for the specific purpose.

() Where the penetrating item uses a sleeve to
penetrale the smoke barrier, the sleeve shall be
selidly set in the smoke barrier, and the space
between the item and the sleeve shall

1. Ba filled with a material capable of maintaining
the smoke resistance of the smoke barrier, or

2. Be protected by an approved device dasighed
for the specific purpase,

(c) Where designs take transmission of vibration
irte consideration, any vibration isolation shall

1. Be made on either side of the smoke barrier, ar
2. Be made by an approved device designed for
the spaecific purpose,

8.3.6.2 Openings oceurring at points where floors
or smoke barriers mest the outside walls, other
smoke barriers, or fire barriers of a building shall
meet one of the following conditions:

(1) )t shall be filled with a material that is capable
of maintaining the smoke resistance of the floor
or smoke barriar.

{2} It shall be protected by an approved device
that is designed for the specific purpose.

K 045 | NFPA 101 LIFE SAFETY CODE STANDARD
58=D
lumination of means of egress, including exit
discharge, is arranged so that failure of any single
lighting fixtura (bulk) wik not leave tha area in
darkness. (This doas not refer to emergency
lighting in accordance with section 7.8.)  19.2.8

This STANDARD is not met as evidenced by:

K025

K 045

1) Ughting will be instalied at the
exits doors located in tha dining
room, hetween the housekeeping
office and ramp, and the therapy
gym that complies with lumination
regulations to meet at least .2 f
candle (2 lux). Lights ordered 12/27/13.

1-15-14
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Based on observation and interview the facility
did net meet the requirements for illumination of 2} PFiant Operation Director/Designee

means of egress in accordance with NFPA

will compi i
standards. The deficlency had the potential to piete an audit of all egress

affect three of eight smoke compartments, 30 actess to ensure proper lighting in
residents, slaff, and visitors. The facility is place to meet NFPA standards.

| certiffied for 104 beds with a census of 89 on the
day of the survey. The facllity falled to provide 3)  Plant Cperations Director/Designee

required illumination outside an exit for discharge. ) ) .
will train maintenance personnel on

Tha findings include: prior egress lighting guidelines.

Observation on 11/13/13 between 10:30 AM and 4)  Plant Operation directo :
r/Desi

3:30 PM, with the Plant Operations Director will ¢ HF; tqu . foe ‘gnee

revealed the exits located in the Dining Room, onaue ql'darterly Inspection of

between the Housekeaping Office and the Ramp, all egress lighting at exit doors to

and the Therapy Gym did not have alight fixture ehsure NFPA standards are being

Installed outside to provide the required

‘nstaied met. Administrator will check said
Hlumination for exit discharge.

log semi- annually to ensure NFPA

interview on 11/13/13 betwsen 10;30 AM and standards are being met,
3:30 PM, with the Plant Opsrations Director
revealed he was not aware the exits did not have
the required illumination for egress lighting.

Reference: NFPA 101 (2000 Edition).

19.2.8 lliumination of Means of Egress.
Meatis of egress shall be illuminated in
accordance with Section 7.8,

7.7 DISCHARGE FROM EXITS

7.7.4*

¢ Exits shall terminate direclly at a public way or at
an exterior axit discharge. Yards, courts, open
spaces, or other portions of the exit discharge
shall be of requirad width and size to provide all
occupants with a safe access to a public way, |
Exception No. 1: This reguirement shail not apply |
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Continued From page 5

to interior exlt discharge as otherwise provided in
7.7.2,

Exception Mo, 2: This requirement shall not apply
to rooftop exit discharge as otherwise provided in
7786

Exception No. 3: Means of egress shall be
permiited to terminate in an exterior area of
refuge as provided in Chapters 22 and 23,

7.7.2

Not more than 50 parcent of the required number
of exits, and not more than 50 percent of the
required egress capacity, shali be permitled to
discharge through areas on the level of exit
discharge, provided that the criteria of 7.7.2(1)
through (3) are met:

(1) Such discharge shalllead to a free and
uneobsiructed way to the exterior of the building,
and such way is readily visible and identifiable
from the point of discharge from the exit.

(2) The level of discharge shall be proiected
throughout by an approved, automatic sprinkler
system in accordance with Section 9.7, or the
portion of the level of discharge used for this
purpose shalf be protected by an approved,
automatic sprinkler system in accordancs with
Section 9.7 and shall be separated from the
nonsprinklered portion of the floor by a fire
resistance rating meeiing the requirements for
the enclosure of exits (see 7.1.3.2.1).

Exception: The requirement of 7.7.2(2) shall not
apply where the discharge area is a vestibule or
foyer meeting &l of the following: :
(8) The depth from the extericr of the building
shall not be more than 16 # (3 m) and the length
shall not be mere than 30 f (3.1 m},

() The foyer shali be separated from the
remainder of the level of discharge by
construction providing protection not less than the

equivalent of wired glass in steel frames,

K045
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(¢} The foyer shall serve only as means of egress
and shall include an exit directly to the puiside.
(3) The entire area on the level of discharge shall
be ssparated from areas below by construction
having a fire resistance rating not less than that
required for the exit enclosure.

Exception No, 1; Levels below the level of
discharge shall be permitied to be open to the
level of discharge in an atrium in accordance with
B.2.5.8,

Exception No. 2: One hundred percent of the
exits shall be permiited fo discharge through
areas on the level of exit discharge as provided in
Chapters 22 and 23.

Exception No. 3; In existing buildings, the 50
percent limit on egrass capacily shall not apply if
the 50 percent limit an the required number of
exits is met.

7.7.3

The exit discharge shall be arranged and marked
to make clear the direction of egress to a public
way. Stairs shall be arranged so as to make
clear the direction of egress {o a puklic way.
Stzlirs that continue more than one-half story
beyond the level of exit discharge shall be
interrupted at the level of exit discharge by
partitions, doors, or other effective means,

7.74

Doars, stairs, ramps, corridors, exit
passageways, bridges, balconies, escalators,
moving walks, and cther components of an exit
discharge shall comply with the detailed
requirements of this chapter for such
components.

7.7.5 Signs.

(See 7.2.2.54 and 7.2.2.5.5.)

7.7.6

Where approved by the authority having

jurisdiction, exits shall be permitied to discharge

K 045
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to roofs or other sections of the building or an ' |
adjoining building where the following criferia are
met;

(1) The roof construction has a fire resistance
rating not less than that requirad for the exit
enclosure.

{2) There is g continuous and safe means of
egress from the roof.

7.8 ILLUMINATICON OF MEANS OF EGRESS
7.8.1 General.

7.8.1.1%

Hlumination of means of egress shall be provided
in accordance with Saction 7.8 for every building
and structure where required in Chapters 11
through 42, For the purposes of this reguirement,
exit accass shall include only deslgnated stairs,
alsles, corridors, ramps, escalators, and
passageways leading to anexit. For the
purposes of this requirement, exit discharge shall
include only designated stairs, aisles, corridors,
ramps, sscafators, walkways, and exit
passageways leading fo a public way.

7.81.2

lNlurmination of means of egress shall be
continuous during the time that the conditions of
oceupancy reguire that the means of egress be
available for use. Ariificial lighting shall be
employed at such locations and for such periods
of time as required to maintain the illumination fo
the minimum criteria values herein specified.
Exception: Automatic, motion sensor-type
lighting switchas shall be permitted within the
means of egress, provided that the switch
corfrollers are squipped for fail-safe operation,
the Humination timers are set for a minimum
15-minute duration, and the motion sensor is-
activated by anhy occupant movement in the area
served by the lighting units.
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7.8.1.3*
The floors and other walking surfaces within an
exit and within the pertions of the exit access and
exit discharge designated in 7.8.1.1 shail he
illuminated to values of at least 1 ft-candle (10
lux} measurad at the floor.
Exception No. 1; In assembly occupancies, the
itumination of the floors of exft access shall be at
least 0.2 f~candle (2 Jux) during periods of
performances or projections {nvolving directed
light.
Execeptlon No. 2% This requirement shali not
apply where operations or procasses require low
lighting levels,
7.8.1.4"
Required illumination skall be arranged so that
the failure of any single lighting unit does not
result in an illumination level of less than 0.2
ft-candle {2 lux) in any designated ares,
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
358=D
[fthere is an automatic sprinkler system, it is 1) New sprinkler protection wili be 12.27-13
installed in accordance with NFPA 43, Standard installed over the exit door located e
for tr]e Installation of Sprinkler Systemls. to by the Administrator's Office on
prqw;le complete coverage for all polrtlm?s of.the the existing porch ceiling, New
building. The system is properly maintained in i
accordance with NEFA 25, Standard for the spriniler protection will be installed
Inspection, Testing, and Maintenance of in the raised ceiling located adjacent
Water-Based Fire Protection Systems. [t is fully to room 116.
supervised, There is a refiable, adequate water
|| supply for the system. Required sprinkler , , )
systems are equipped with water flow and famper 2)  Plant Operation Director/Designee
switches, which are electrically connected to the will complete an audit of the sprinkler
building fire alarm system.  19.3.5 system to ensure that there are no
other areas not being sprinkler
protected in accordance with NFPA
standards.
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This STANDARD is not met as evidenced by:
Based on observation and interview it was
detarmined the facility failed to ensura the
building had a complete sprinkler system installed
in accordance with NFPA Stangards. The
deficiency had the potential to affect two of eight
smeke compartments, 30 residents, staff, and
visitors. The facility is certified for 104 beds with
a census of 89 on the day of the survey. The
facllity fafled to ensure the building had complete
spiinkler coverage,

The findings include:

‘ Observation on 09/13/13 at 1:52 PM, with the

Plant Cperations Director revealed a porch roof
extending out greater than four feel, made of
combusiible materials and over an exit door
[ocated by the Administrator's Office, that did not
have sprinkler protaection.

Interview on 08/13/13 at 1:52 PM, with the Plant
Operations Cirector revealed he was not aware
the parch did not have sprinkler protection.

Obhservation on 08/13/13 at 2:30 PM, with the
Plant Operaticns Director revesled a raised
ceiling next 1o the smaoke doors by reom 116 that
did not have sprinkler protection,

interview on 09/13/13 at 2:30 PM, with the Plant
Operations Director revealed he was not aware
the porch did not have sprinkler protection,

Reference: NFPA 13 (1999 Edition).
5-13.8.1. Sprinklers shall be installed under

exterior roofs or canopies exceeding 4 ft (1.2 m)
i width,

3) Plant Operations Director/Designee
will traln all maintenance staff on
NFPA standards regarding sprinkler
protection,

4) Plant Operations Director/Designee
will complete quarterly inspection of
sprinkler system to ensure
effectiveness and complete a semi
-annual flow test to determine the
viability of the sprinkler system. If any
problem identified with sprinkler system
certified technician will be used to repair
and restore sprinker system te full
warking order in accordance with NFPA.
Administrator will review maintenance

log semi-annually to ensure all standards
are being met.
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Exception: Sprinklers are permitted to be omitted
where the canopy or roof is of noncembustible or
limited combustible construction.

Reference: NFPA 13 (1889 Editior) 5-13 8.1

Actual NFPA Standard: NFPA 101, Table 19.1.6.2
and 19.3.5.1, Existing healthcare facilities with
construction Type V (111} require complete
sprinkler coverage for all parts of a facility,
Actual NFPA Standard: NFPA 101, 19.3.5.1.
Where required by 19.1.8, health care facilities
shall be protected throughout by an approved,
supervised automatic sprirkler system in
sccordance with Section 8.7,

Actual NEPA Standard; NFPA 101, 9.7.1.1. Each
automatic sprinkier system reguired by another
section of this Code shall be in accordance with
NFPA 13, Standard for the Installation of Sprinkler
Systems.,

Actual NFPA Standard: NIFPA 13, 8-1.1. The
requirements for spacing, location, and position
of sprinkiers shall be based on the foliowing
principles:

{1) Sprinklers installed throughout the premises
{2) Sprinklers lecated so as not to exceed
maximum protection area per sprinkler

(3) Sprinklers positionad and located so as to
provide satisfactory performance with respect to
activation time and distribution.

Reference: NFPA 13 (1999 Edition),
5-5.5.2.2 Sprinklers shall be positioned in
accordance with the minimum distances and
special exceptions of Sections 5-6 through 5- 14
so that they are located sufficiently away from
ohstructions such as truss webs and chords,
pipaes, columns, and fixtures.
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Table 5-6.5.1.2 Positioning of Sprinklers to Avold
Obsiructions to Discharge (SSU/SSP)

Maximum Ailowable Distance
Distance from Sprinkiers to of Deflector
above Bottom of

Side of Obstruction (A} Obstructian (in.)

(B
tessthan 1 ft 0
I'iftto lessthan 11t 6in, 2172
1ft8in. to less than 2 ft 3172
2fttolessthan 2t 6 in. 51/2
2ftBin. to less than 3 ft 7112
Jfttolessthan 3t 6in. 91/2
I ftBin, to less than 4 ft 12
4 ftio lessthan 4 fiGin. 14
14 fl6in. foless than &5 ft 168172
5 ft and greater 18

For Sl units, 11in. = 25.4 mm; 1 ft =0.3048 m.
Note: For (A) and (B), refer to Figure 5-6.5.1.2(a).

Reference: NFPA 13 (1999 Edition).

5-6.3.3 Minimum Distance from Walls. Sprinkiers
shall be located a minimum of 4 in. {102 mm)
from & wall.

! Reference: NFPA 13 {1999 Edition).

7-2.3.2.4 Where listed qguick-response sprinklers
are used threughout a system or portion of a
systern having the same hydraulic design basis,
the system area of operation shall be parmitied o
be reduced without revising the density as
indicated in Figure 7-2.3.2 4 when all of the
foliowing conditions are salisfied:

(1) Wet pipe system

{2) Light hazard or ordinary hazard occupancy

{ {3) 20-ft (6.1-m) maximum ceiling height
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The number of sprirklers in the design area shall
never be less than five. Where quick-response
sprinklers are used on a sloped ceiling, the
maxirmum ¢eiling height shall be used for
determining the percent reduction in design area.
Where guick-response sprinklers are installed, all
sprinklers within a compartmeant shall be of the
guick response type.

Exception: Where circumstances reguire the use
of other than ordinary temperature-rated
sprinklers, standard response sprinklers shall be
permitted to he used,

Reference: NFPA 101 (2000 Edition).

19.1.6.2 Heaith care occupancies shall be limited
to the types of building construction shown in
Table 19.1.6.2. (See 8.2.1)
Exception:* Any building of Type [(443), Type
1(332), Type 1{222), or Type lI(111) construction
shall be permitted to include roofing systems
invelving combustible supporis, decking, or
roofing, provided that the following criteria are
met:
(a) The roof covering meets Class C
requiremeants in accordance with NFPA 256,
Standard Methods of Fire Tests of Roof
| Coverings.
() The roof is separaied from all occupied
portions of the building by a noncombustible floor
assembly thai includes neot less than 21/2 in.
(6.4 cry of concrate or gypsum fl.
{c) The attic or other space is either unoccupied
or protected throughout by an approved
automatic sprinkler system,
K D82 | NFFA 101 LIFE SAFETY CODE STANDARD
§8=0

Required automatic sprinkier systems are

K 056

K oB2
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continuously maintained in refiable 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 observation and interview it was
determined the facility failed fo maintain the

| sprinkler system in accordance with NFPA

standards. The deficiency had the potential to
affect ane of eight smoke comparfments, 13
residents, staff, and visitors. The facility is
certified for 104 beds with a census of 89 on the
day of the survey.

The findings include:

Observation on 11/13/13 at 10:43 AM, with the
Plant Operations Director revealed wires
sirapped and supported by the sprinkler piping
located in the atlic over the Kitchen.

Interview on 11/13/13 at 10:42 AN, with the Plant
Operatione Birector revealed he was not aware
wiras could not be supported by the sprinkler
piping.

Reference: NFPA 25 (1998 Edition).

2-1 General. This chapler provides the minimum
requirements for the routine inspaction, testing,
and maintenance of sprinkler systems. Table 2-1
shall be used to determine the minimum required
freqguencies for inspection, testing, and
maintenance.

Exception: Valves and fire department
connections shall be inspected,

1)

3)

Sprinkler piping located in attic over
kitchen will be free of all wiring in 12-6-13
accordance with NFPA 25
(1998 Edition).

Plant Operations Director/Designes
will complete audit of sprinkler lines
in attic to he completed ta ensure all !
piping are free from wires and lines
heing strapped to sprinkler system

piping.

Plant Operations Director/Designee !
will train all maintenance staff on
proper wire installation in aitic and
ensure no wiring strapped to
sprinkier piping.

Plant Operations Director/Designes
will complete monthly inspaction of
attic sprinkler piping to ensure no
wires strapped or tied to system
piping. Administrator will review log
quarterly to ensure NPFA standards
are belphg met,
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tested, and maintained in accordance with
Chapter 9.

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

ltem Activity Frequency Reference

Gauges {(dry, preaction deluge systems)
Inspection Weekly/morthly 2-2.4,2

Control valves Inspection Weekly/monthly Table
9-1

Alarm devices Inspection Quartery 2-2.6
Gauges (wet pipe systems) Inspection Monthly
2-2.4.1

Hydraulic nameplate Ingpection Quarterly 2-2.7
Buildings Inspection Annually (prior to freezing
weather) 2-2.6

Hanger/seismic bracing Inspection Annually 2-2.3
Pipe and fitlings Inspaction Annually 2-2.2
Sprinklers Ingpection Annually 2-2.1.1

Spare sprinklers inspection Annually 2-2.1.3

Fire depariment connections Inspecticn Table 9-1
Valves (all types) Inspection Table 9-1

Alarm dévices Test Quarterly 2-3.3

Main drain Test Annually Table 8-1

Antifreeze solution Test Annually 2-3.4

Gauges Test & years 2-3.2

Sprinklers - extra-high temp, Test 5 years 2-3.1.1
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

2-3.1.1

Valves (all types) Maintenance Annually or as
needad Table 9-1

Chstruction invesfigation Maintenance 5 years or
as needed Chapter 10

i
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K 070 | NFPA 101 LIFE SAFETY CCOBDE STANDARD K 070
5S8=D .
. Portable space heating devices are prohibited in 1} Alf portable space heaters will be 12.37-13
! all heaith care occupancies, except in remaved from all Resident rooms

non-sleeping staff and employee areas where the
heating elements of such devices do not exceed
212 degrees F. (100 degrees C}  19.7.8

and office space.

2)  Plant Operation Director/Designee
will conduct facility inspection ta
ehsure no portable space heaters

. are in use.

This STANDARE is not met as evidenced hy:

Based on observation and interview it was :

determined the facility failed to ensure portable 3) Plant Operations Director/designee
space heaters used in the facility were in will educaie all staff on no use of

accordance with NFPA standards. Tha deficiency
had the potential to affect one of eight smoke ccupancy areas: to Includs resident
compartments, 14 rasidents, siaff, and visitors, pancy '

The facility is certified for 104 beds with & census rooms and office space.
of 89 on the day of the survey,

space heater In health care

4}  Plant Operations Director/Designee

The findings include: will conduct weekly inspections of
Observation on 14/13/13 batween 10:30 AM and health care areas to ensure

3:00 PM, with the Plant Cperations Director compliance, Adminlstrator will review
revealed a periable space heater located in facility room monthly ta ensure

resident room 134, at the Receptionist Desk, and

the Admissions Office. The facility failed to

ensura portable heaters' heating elements did not
exceed 212 degrees.

compliance s maintained.

 interview on 11/13/13 between 10:00 AM and
3:00 PM, with the Plant Gperations Director
revealed they were not aware of the requirements
for portable heaters.

Reference: NFPA 101 (2000 Edifion).

18.7.8 Portable Space-Heating Devices. Portable
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space-heating devices shall be prehibited in all
health tare occupancies.

Exception: Portable space-heatfing devices shalt
be permitied to be used in non-sleeping staff and
employee areas whers the heating elements of !
such devices do not exceed 212°F (100°C).

K076 | NFPA 101 LIFE SAFETY CODE STANDARD K078

88=0| 0 Al . . )
Medical gas storage and administration areas are ) ) light switches and electrical plugs 11-14-13
protected in accordance with NEPA 89, Standards will be removed from the West 2
for Health Care Facilities. Nurse Station Empty Qxygen Roam in

compliance with NFPA {1999 Edition).
(8} Oxygen storage locations of greater than

3,000 cu.ft. are enclosed by a one-hour

separation 2) Plant Operations Director/Designee
. will condtuet an audit of all oxygen
{(b) Locakions for supply systems of greater than storage areas to determine if there

3,000 cu.ft. are vented fo the outside. NFPA 99

is any ignition sources installed less
43.1.1.2, 19324

than five feet from the floor.

3) Plant Operations Director/Designee
will educate maintenance staff on '
storage of oxygen tanks and the
importance of nat having ignition

This STANDARD is not met as evidenced by: sources less than five feet from the
Based on observation and interview, it was

floor.
determined the facility failed to ensure oxygen
storage areas were protected in accordance with , ) .
NFPA standards. The deficiency had the 4} Plant Operations Director/Designee
potential to affect one of sight smoke will conduct waekly inspection of

compartments, 24 residents, staff, and visitors.
The facility is certified for 104 beds with a census
of 82 on the day of the survey.

oxXygen areas to ensure ho ignition
sources have been moved less than
five feet from the floor. Administrator
The findings include: will review oxygen rooms monthly to
ensure NFPA standards are belng met,

1
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Observation on 11/13/13 at 3:00 PM, with the
Plant Operations Director revealed 48 E type
oxyyen tanks stored in the West 2 Nurses Station
Empty Oxygen Room, The room had a light
switch and two receplacles installed [ess than five
feet from the floor. Oxygen storage greater than
300 cubic feet cannot have an ignition source
installed less than five fest from the floor.

¢ Interview on 11/13/13 at 3:00 PM, with the Plant
Operations Director revealed ha was nof aware of
the requirements for oxygen storage.

Reference: NFFA 98 (1999 Edition).

g-3.1.11.2

Btorage for nonflammable gases greater than
8.5 m3 (300 f13) but less than 85 m3 (3000 f3)
(a) Storage locations shall be cutdoors in an
enclosure or within an enclosed interior space of
nencembustible or imited-cambustible
construction, with doors {(or gates outdoors) that
can he secured against unautherized entry,

{b} Oxidizing gases, such a&s oxygen and nitrous
oxide, shall not be stored with any flammable
gas, liquid, or vapor.

(c) Oxidizing gases such as axygen and nitrous
oxide shall be separated from combustibles or
materials by one of the foliowing:

(1) A minimum distance of 6.1 m (20 ff)

(23 A minimum distance of 1.5 m (5 fi} if the entire
storage location is protected by an autematic
sprinkler system designed in accerdance with
NFPA 13, Standard for the Installation of Sprinkler
Systems

(3) An enclosed cabinet of noncombustible
construction having a minimum fire protection
rating of ¥ haur, An appreved flammable liquid
storags cahinet shall be permitted to be used for B
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K 078 | Continued From page 18 K 076
cylinder storage.

{d) Liquefied gas container storage shall comply
with 4-3.1.1.2(b)4.

(e) Cylinder and container storage locations shall
meet 4-3.1.1.2(a)11e with respect to temperature
fimitations.

() Electrical fixtures in storage locations shall
meet 4-3.1.1.2(a)11d.

(o) Cylinder protection from mechanical shock
shall mesat 4-3.5.2,1(b)13.

(h) Cylinder or container restraint shall meet
4-3.5.2.1(b)27.

(i) Smeking, open flames, electric heating
elements, and other sources of ignition shall be
prohibited within storage

locations and within 20 ft (6.1 m} of outside
storage locations.

(i} Cylinder valve protection caps shall mest
4-3.5.2.1(b)14. '

8-3.1.11.3 Signs. A precautionary sign, readable
from a distance of 5 ft (1.5 m), shall be
conspicuously displayed on each door or gate of
the storage room or enclosure. The sign shall
include the following wording as a minimum:
CAUTION OXIDIZING GAS(ES) STCRED
WITHIN NO SMCKING

K 147 | NFFA 101 LIFE SAFETY CODE STANDARD K147
858=D

Electrival wiring and equipment is in accordance ) , . .
with NFPA 70, National Electrical Code, 9.1.2 1} All junction boxes will be inspected

for cover plates 1o be present. 12-27-13
Extension cords removed from room
134 and extenslon cords removed
from all Nursing Management offices.

This STANDARD is not met as evidencad by:
Based on chservation and inferview, it was
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determined the facility failed fo ensure electiical

wiring was maintained In accordance with NFPA

standards. The deficiency had the potential to

affect iwo of eight smoke compartmants, 13

residents, staff, and visitors. The facility is

certified for 104 beds with a census of 89 on the
day of the survey.

The findings include:

Observations on 11/13/13 between 10:30 AM and
3:30 PM, with the Plant Operations Director
revealed:

-An open electiical junction box located above the
Kitchen Cailing.

-An extension cord plugged into a power strip
located in room 134.

-A refrigerator and microwave plugged into a
power strip that was plugged into ancther power
sirip that was piugged into an extension cord
located in the East Unit Manager's Office.

-A refrigerator plugged inte a power strip located
inthe Director of Nursing Office,

~A refrigerator plugged into a power strip located
i the basement Staff Develapment Office,

Interview on 11/13/13 between 10:3C AM and
3:30 PM, with the Plant Operations Director
revealed he was not awara of the open efectrical
junction box, or the misuse of power strips and
extension cords.

Reference: NFPA 101 (2000 Edition).
8.1.2 Electric.

Electrical wiring and equipment shall be in
accordance with NFPA 70, Nationat Electrical

Code, unless existing instaliations, which shali be

2} Plant Operations Director/Designee
to inspaction all rooms to ensure no’
other extension cords in use.

Plant Operations Director/Deslgnea

will educate maintenance staff of the
use of electrical cords and the need to
install new electrical outlets to eliminate
the need for extension cords.

4)  Plant Operations Director/Designee

will conduct monthly inspections of
health care areas to ensure compliance.
Administrator will review facility monthly
to ensure compliance is maintained.
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permitted to be continued in service, subject to
approval by the authority having jurisdiction,

Reference; NFPA 89 (1996 Edition).
332120

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

Reference: NFPA 70 400-8

(Extensions Cords) Uses Not Permitted.

Unless specifically permitfed in 400.7, flexible
cords and cables shall not be used for the
following:

As a substitute for the fixed wiring of a struciure
Where run through holes in walls, stryctural
ceilings, suspended ceilings, dropped ceilings, or
fioars

Where run through doorways, windows, or similar
cpenings

Where attached to building surfaces

Reference: NFPA 70 {1999 Edition),
370.28{c) Covers.

All pull boxes, junction boxes, and conduit bodies
shall be provided with covers compatible with the
box or cenduit body constriction and suitable for
the conditions of usa. Where melal covers arg
used, they shall comply with the grounding
requirements of Section 250-110. An extension

from the cover of an exposed box shall comply
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