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K 000 | INITIAL COMMENTS

Requrements for Long Tern
Sectign 42 CFR 483,70 (&) ¢
provided in this section, the
appligable provisions of the
Life Safety Code, Existing H
al Fire Protection Asg

| The facility was a fully sprin
buitding of Type V (111) cor]

capagity of 45 certified Med
beds,
K 025 | NFPA 101 LIFE SAFETY C
88=E

terminate at an atrium wall]
protected by fire-rated glaz

floon. Dampers are nat req

werg smoke resistant, The

east aftic smoke barrier w

h Care Facilifies
sxcept as otherwise
facility must mest the
P000 edition of the
ealth Care, of the
ociation (NFPA).

Kled single story
struction built in
pped with a

rinkler system with a
he facility has a

care and Medicaid

ODE STANDARD

Smoke barriers are canstructed to provide at
least a one half hour fire re Fistance rating in
accardance with 8.3, Smoke

partiers may
Windows are
ng or by wired glass

pangls and steel frames. A minimum of two
separate compartments are provided on sach

ired in duct

pengirations of smoke barriers in fully ducted
heafing, ventilating, and air conditioning systems.
19.4.7.3,19.3.7.5, 19.1.6.3, 12.1.6.4

is STANDARD is not met s evidenced by:

staff interview the

ility failed to ensure 1 of 3 smoke barriers walls

findings were:

ervation on 10/12/09 gt 5.02 PM showed the

il had two unsealed

K000

K 026

This plan of correction is the
facility’s credible allegation of
compliance. Prepatation and
execution of this plan of correction
does not constitute admission or |
agreement by the provider of truth of

| the conelusions set forth in the

statement of deficiencies,

of correction is prepared becanse it is
required by the provision of federal

and state law.

K025:

East attic smoke barrier wall with
two unsealed pipe penetrations have
been sealed by the Maintenance

Director.

Maintenance Director has

the three smoke barrier walls to
ensure no penetrations are present.

Maintenance Director and/or
designee will inspect smoke barrier
walls after any construction and
every six months o ¢hsure no

penetrations are present.

Reports on smoke barrier

penetrations inspections will be

The plan
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K025 | Contiued From page 1 K025
pipe penetrations. The largest hole was 2 inches 2 1. t to the
larger|than the pipe. At the tine of observation. K025 cont ﬁ;ﬂl')ro:;ghurance
the maintenance director regorted the barrier was quartf:rly Quality Ass
only inspected annually and after construction meetings.
projedts. He further reported|the lost project in the
area was completed November 2008. : K050
K050 | NFPA 101 LIFE SAFETY CODE STANDARD KO50|  fointenance Supervisor will
S8=F . . . * }ﬁ /D"a
Fire drills are held at unexpebted times under inservice those {nvolved m t:ﬁ ‘ 7
varying conditions, at least quarterly on each shift. observed fire drill to ensure
The staff is famillar with procedures and is aware observed staff are knowledgeable.
that drills are part of established routine.
Responsibility for planning and conducting drills s : isor will s
assigned only to compatent persons who are Malnt?nal;:le f;lflfj‘:rvlnsure e/ 5 aF
qualified to exercise leaderstip. Where drills are Inservice ali statl 1o €
conducted between 9 PM anf 6 AM a coded knowledge of fire drill procedure.
announcement may be used|instead of audible
darms.  19.7.1.2 | Maintenance Supervisor will conduct /. & 24
silent fire drill all shifis to ensure all
staff each shift know the fire
This STANDARD s not met jas evidenced by: procedure.
Based on observation and stiaff intarview the
fecility failed to ensure staff members were Additional non-silent fire drills will ; /7. 7709
famlllalj with neelde(;r actions during 2 fire drill on 1 he conducted each month for three
of 3 shifts. The findings were ..
months to desensitize staff when
Obsaryation of the fire drill on 10/12/09 at 4:46 observed. Any lack of following
PM shpwed it took staff mempers two minutes procedure will be addressed at the
too activate the fire alarm after discovering the time
"fire," Further raview showed|a medication cart '
was left In the west corridor troughout the dril. , .
At 4:55 PM the first responder reported that she Maintenance Director and/or Ll OF
- was aware that the alarm is required to be designee will take the results of fire
activated quickly,but she starfed to close corridar drills to the Quality Assurance
doors first because she was nervous .
. arterly.
K 062 | NFPA (101 LIFE SAFETY COPE STANDARD Kosp| Mmeeting at least quarterly
88=D
Required automatic spriniier ystems are ‘
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K 082 | Continued From page 2 K 062
cantinfiously maintained in reliable operating K062
condition and are inspected gnd tested Maintenance Director will contact
perlgq cally. 19.7.6, 4.6.12) NFPA 13, NFPA contractor to replace the observed PO/ (;5
25,076 sprinkler head to the proper location
in relation to the ventilation grill. :
This STANDARD is not met s evidenced by: Maintenance Director will inspect all ; /806G

Based
facility
obstru
finding

Obsen
of two
was ol
1-inch
sprinkl
mainte
sprink
mount;
bottor)
sprink
outsids
not sh

on observation and staff interview the
failed to ensure sprinkler heads were not
ted in 1 of 4 smoke cgmpariments. The
5 were,

vation on 10/12/09 at 3:36 PM showed one
sprinkler heads installed in the dish rcom
sstructed. The ventilation grill was lacated
away from and 8-inches below the

er head. At the time of observation the
nance director reported he was aware

ers located within 12 inches of ceiling

ad obstructions must be at or below the

of the obstruction. He further reported the
er system was inspected annually by an

e contractor. The last inspection report did
bw any obstructed spripklers,

i
1
|
|

sprinkler heads for appropriate
location.

Maintenance Director and/or L
contractor will inspect sprinkler &0
heads every six months and after any |
contractor work in the facility, The
annual inspection will be completed
by the certified contractor. _

|
Maintenance Director and/or "
designes will report at the Quality |75 4%
Agsurance meeting the status of the
sprinkler head location at least

quarterly.
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