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K021
K 000 | INITIAL COMMENTS K 000
The facility shall provide protection
Requirements for Long Term Care Facilities of hazardous areas from adjacent
Section 42 CFR 483.70 (a) except as otherwise corridors and non-hazardous
provided in the section, the facility must meat the rooms. o
applicable provisions of the 2000 Edition of the A. The Engineering
Life Safety Code, Existing Health Care, of the Technician will order and
National Fire Protection Association. install the appropriate
The facility was a fully sprinklered, 1-story closure for the storage
building of Type il (111) construction built in 1995. room door located in the
The building was equipped with a supervised, : Physical Therapy room.
automatic wet sprinkler system and an : i B. Allresidents, visitors, and
addressable fire alarm system. The facility had a : staff members have the
capacity of 100 certified Medicare and Medicaid potential to be affected by
beds with a census of 81. failure to provide protection
K021 | NFPA 101 LIFE SAFETY CODE STANDARD K 021 of hazardous areas from
88=D adjacent corridors and non-
Any door Ih an exit passageway, stairway hazardous rooms.
enclosure, horizontal exit, gmoke barrier or C. Education will be provided
hazardous area enclosure is held open only by to all Engineering
ge\nceg arranged"tqo autﬁmatt:ccr:’aH? c{rf'?tse allozuch Technicians regarding the
agt(i)\:Ztignzgpe or throughout ihe Tacility up need to ensure doors in
) hazardous areas have
. ' . appropriate closures. The
a) the required manus! fire alarm system,; Plant Operations Director
b) local smoke detectors designed to detect or designee will perform
smoke passing through the opening or a required monthly visual inspections
smoke detection system; and of all doors located in
hazardous areas to ensure
c) the automatic sprinkler system, if instailed. the proper closures as
1922286, 7.2.1.8.2 : required
D. The Plant Operations Director
will aggregate monthly data
and report results to the
Administrator, Care Center
Medical Director, and -Quality
Council quarterly. Quality
This STANDARD s not met as evidenced by: Council will have the overall
LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REFRESENTATIVE'S SIGNATURE TITLE (X6] DATE

Any deficiency statement ending with an asterisk (%) denotes a deficiency which the institution may be excused from correcting providing it is determined that
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responsibility to ensure the
K021 | Continued From page 1 K021 facility is in compliance.
B‘ased on oquervation gnd interview, the facility Completion Date
falled to provide protection of hazardous areas 05/12/2014
from adfacent corridors and non-hazardous K038
rooms in 1 of 8 smoke compartments. The
findings were: i The facility shall identify a door
that is neither an exit nor a way of
Observation of the Storage Room located in exit but is likely to be mistaken for
Physical Therapy on 04/02/14 at 3:05 PM showed an exit,
the door to this hazardous area did not have a 1,
closer. Interview with the facility maintenance A. The Engineering ,
personnel at the time of the observation Technician will order and f
confirmed that the hazardous area was not install a “No Exit” sign '
provided with a door closer. above the exterior door in
88=D B. Al residents, staff, and

Exit access is arranged so that exits are readily
accessible at all times in accordance with section
71, 18.21

This STANDARD s not met as evidenced by:
1} Based on observation and interview, the
facility failed to Identify a door that is neither an
exit nor a way of exit access that is likely to be
mistaken for an exit in 1 of 8 smoke
compartments, The findings were;

Observation of an exterior door in the Physical
Therapy Room on 04/02/14 at 3:06 PM revealed
an exterlor door with ng panic hardware that
could be mistaken for an exit. The door was not
provided with signage indicating " NQ EXIT".
Interview with the facility maintenance staff at the
time of the observation confirmed that the door
could easily be mistaken as an exit.

visitors have the potential
to be affected by failure to
display appropriate signage
above exterior doors that
are not an exit

C. Education will be provided
to all Engineering
Technicians regarding the
need to ensure any exterior
doors without a means to
exit have “No Exit”
signage. The Plant
Operations Director or
designee will perform
monthly visual inspections
to all exterior doors that are
neither an exit or a way to
exit has signage indicating
“No Exit.”

D. The Plant Operations Director
will aggregate random monthly
data and report results to the
Administrator, Care Center
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Medical Director, and Quality
K 038 Continued From page 2 K038 Council quarterly. Quality
Council will have the overall
2} Based on observation and intervisw, the responsibility to ensure the
facility failed to provide doors in & means of ] facility is in compliance.
egress equipped with an approved enfrance and <. .
egress access control system in 1 of 8 smoke A. The Plant Operations
compartments. The findings were; Director will obtain quotes
and acquire services for
Observation of the doors into the secure instaliation of appropriate
Alzheimer unit located near Rooms 307 and 309 sensor for the egress side of |
on 04/02/14 at 2:11 PM revealed that the doors the doors into the special 05/12/2014
were not provided with a sensor on the egress care unit, Plans for this |
side to detect an occupant approaching the doors installation will be
and that the doors would not unlock in the submitted to the state for
direction of egress. interview with the facility approval and upon approval
maintenance staff at the time of the observation the sensor will be installed.
confirmed that the occupant sensar was not B. Al residents, staff, and
provided. visitors have the poteniial
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K 067 to be affected by failing to
88=D provide doors in a means of

Heating, ventilating, and air conditioning comply
with the provisions of section 9.2 and are installed
in accordance with the manufacturer's
specifications,  19.5.2.1, 9.2, NFPA 904,
19.5.2.2

This STANDARD is not met as evidenced by;
Based on observation and interview, the facility
failed to cap all gas outlets where equipment has

been disconnected and the outlet is not used
again immediately per NFPA 54, Section 3.8.2.
The findings were;

Observation of gas piping behind the cook fine in
the Kitchen on 04/02/14 at 1:17 PM revealed that
equipment had been removed and that the

egress equipped with an
approved entrance egress
access control system.

C. The Facilities Director or
designee will perform i
monthly audits to ensure
the doors provide a means '
of egress according to
K038.

D. The Facilities Director will
ageregate monthly data and
report results to the
Administrator, Care Center
Medical Director, and Quality
Council quarterty. Quality
Council will have the overall
responsibility to ensure the
facility is in compliance.
Completion Date

Waiver Requested,
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K 067 | Continued From page 3 kos7| K007
remaining gas piping had been left open e .
downstream of the shut-off valve, Interview with \E}}l’z::[;ﬂﬁiy ;il:iiz}; igegfs outlets
the facllity maintenance staff at the time of the discomgctfd o the cutlet is ot
observation acknowledged that the piping had not 4
been capped after removal of the equipment. used. , L L
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD Kosg| A Iheremaming gas piping
58=D has Peen f:apped by. tl.le !
Cuoking facliities are protected in accordance Engineering Technician.
with 9.2.3, 19.3.2.6, NFPA 96 B. Al residents, staff, and
visitors have the potential
to be affected by failure to
This STANDARD is not met as evidenced hy: cap gas outlets after
Based on observation and interview, the facility removal of equipment.
failed to provide the minimum safety E C. Education will be provided
requirements for cooking equipment per NFPA : to all Engineering ;
96. The findings were: | Technicians regarding the !
need to cap any remaining
Observation of the deep fat fryer in the Kitchen on i gas pipes after removal of
04/02/14 at 1:17 PM revealed that a minimum 16 ! equipment, The Plant
inch space had not been provided to the adjacent Operations Director or
griddle per NFPA 96, Section 12.1.2.4. Interview designee will pe]'fofm
with the facllity maintenance staff at the time of monthly visual inspections
the observation acknowledged that the separation to ensure any remaining gas
d:stqnce was not provided. Add|t|qngl obsewat!on piping has been capped.
and interview revealed that the axisting hood did D. The Plant Operations Director
not_allo_\n{ the equipment to be adjusted while will aggregate random monhly
maintaining the required positioning under the data and report resulis to the
hood. The facility maintenance staff agreed to ) POTt FeSus &
investigate the addition of a splash guard to Administrator, Care Center
protect the griddle from fryer oil. Medical Director, and Quality
Council quarterly. Quality
“ouncil will have the overall :
asponsibility to ensure the
facility is in compliance,
Completion Date
05/12/2014
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The facility shall ensure that
minimum safety requirements for
cooking equipment are met,

A. A splash guard will be
installed to the griddle to
provide protection from
fryer oil.

B.  All residents, staff, and
visitors have the potential
to be affected by failure to
ensure safety requirements
are mgt fbr cooking
equipment,

C. The Facilities Director or
designee will perform
monthly inspections to
ensure the splash guard is
in place to prevent firyer oil
from splashing on the
griddle,

D. The Facilities Director will
aggregate monthly data and
report results to the
Administrator, Care Center
Medical Director and Quality
Council quarterly. Quality
Council will have the overall
responsibility to ensure the
facility is in compliance.

Completion Date

05/12/2014



