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K000 INITIAL COMMENTS K 000
Description of structure: This is a one story
facility of protected wooed frame construction, built
on a slab on grade with a brick veneer.
Construction Type: V(III)
Sprinkler status: Fully sprinklered
An unannounced recerlification Life Safety Code
survey was conducted 10-22-2024 in accordance
with 42 Code of Federal Regulation, Part 483;
Requirements for Long Term Care Facilities, The
facility was surveyed for compliance using the
LSC 2012 (existing) regulations. The facllity is
not in compliance with the Requirements for
Participation Medicare and Medicaid.
The findings that follow demonstrate K291
nen-compliance with Title 42 Code of i ; ’
Regulations, ' 1 .TaslI( lfghltln‘g with 90 Mmlbattery
483,90(a) et seq (Life Safety from Fire.) will be hard wired inside the electrical
*;SEQE’ Ep;;genﬁg#f?gqg K291 transfer room on or before 11/18/2024.
= s):
) 2. New battery-operated
Emergency Lighting emergency lighting will be included in the
Emargﬂncy I]ght'l"lg of at least 1-1/2-hour duration monthly inspection and 90 min testing
is provided automatically in accordance with 7.9, report
18.2.9.1, 19.2.9.1 POt _ ‘
This REQUIREMENT is not met as evidenced 3. Maintenance staff will be
bSth i et i educated on the requirements of task
andar not met for emergenc L
was ' gency lighting lighting and testing.
Findings include; 4. Results of checks and audits
will be presented to facility QAPI
On 10/22/2024 at approximately 10:00AM it was Cirittes
revealed by observation that emergency task ) 3
lighting was not installed n the transfer switch | 5.Date of compliance 11/18/24
7 ...-"."‘"

TITLE

l.‘er-‘LO {

pus; DATE

/ID’SI

f deficiency staterwent

i
ending with an asterisk (*} denctes a deficlency which the Institution may be excused from caorracting providing It is detarminad that

olher safeguards provide sufficiant protection to the patlents. (Ses instruclions. ) Excapt for nursing hemes, the findings stated above are disclosabla 50 days
following the date of survey whether or not & plan of correction is provided, For nursing homes, the abova findings and plans of correction are disclosable 14
days followling the date these documents are made avallable to the facllity, If deficlencles are clted, an approved plan of correction is raguisite 1o continuad

program participation.
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|
K 201 Continued From page 1 K 281
room. NFPA996.4.2.23.2(4)a
Director of maintenance observed.
K 761 Maintenance, Inspection & Testing - Doors K761 K761
$8=D CFR(s): NFPA 101 1. All smoke and fire rated doors
Maintenance, Inspection & Testing - Doors wilt be Inspected by a_certlﬁed inspgctor
Fire doors assemblies are inspected and tested for proper gaps, latching and condition on
annually in accordance with NFPA 80, Standard or before 11/18/24.

for Fire Doors and Other Opening Protectives. : :
Non-rated doors, including corridor doors to 2. 10% of doors will be Inspected

patient rooms and smoke barrier doors, are for 8 weeks to ensure proper gaps,
routinely inspected as part of the facility latching and condition.

maintenance program. ;
Individuals performing the door inspections and 3. Results of checks and audits/

testing possess knowledge, training or experience corrections will be presented to facility
that demonstrates ability, QAPI meeting.

Written records of inspection and testing are . .
maintained and are available for reviaw. 4. Documentation/ reports will be

19.7.6, 8.3.3.1 (LSC) included in Tracking Manual and results
5.2, 52,3 (2010 NFPA 80) ; reported to QAPI committee.

Z;I:IE REQUIREMENT is not met as avidenced 5. Date of Compliance 11/18/24
Standard was not met for annual fire door safety

inspection

Findings include;

On 10/22/2024 at approximately 10;00AM it was
revealed by abservation that required
documenation supporting annual fire door safety
inspection was not avallable, NFPA 80

Directar of maintenance confirmed.
K 921 Electrical Equipment - Testing and Maintenanc K 921
58=D CFR(s): NFPA 101 |

Electrical Equipment - Testing and Maintanance
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K 921 Continued From page 2 K9z21| K921
Requirements 1. Generator manual obtained

The physical integrity, resistance, leakage :
current, and touch current tests for fixed and from National Power on 10/29/2024 and

portable patient-care related electrical equipment placed in generator enclosure.

ng'CREE) is palrforrnad as Ire:auired in 10I.3. 2. The only facility generator has
esting intervals are established with policies and '

protocols. All PCREE used in patient care rooms heen Checke? for Ownar's ma':'“al'
is tested in accordance with 10.3.5.4 or 10.3.6 3. Maintenance staff will check the

before baeing put into service and after any repair manual’s presence in generator enclosure

or maodification. Any system consisting of several ; ; ; i
electrical appliances demonstrates compliance during weekly inspection on going.

with NFPA 99 as a complete system. Service 4. Copy of manual will be made
manuals, instructions, and procedures provided and kept in Maintenance Director’s Office

by the manufacturer include information as A
required by 10.5.3.1.1 and are considered in the as a bac up. Results of weekly checks will

development of a program for electrical be reported to the QAPI Committee.
equipment maintenance. Electrical equipment 5. Date of Compliance 10/30/2024
instructions and maintenance manuals are readily
available, and safely labels and condensed
operating instructions on the appliance are
legible. A record of electrical equipment tests,
repairs, and modifications is maintained for a
period of time to demonstrate compliance in
accordance with the facllity's policy. Personnel
responsible for the testing, maintenance and use
of electrical appliances receive continuous
training.

10.3, 10.5.2.1, 10.5.2.1.2, 10.5.2.5, 10.5.3,
10.5.6, 10.5.8

This REQUIREMENT s not met as evidenced
by:

Standard was not met for Generator system

Findings include;

On 10/22/2024 at approximately 10:30AM it was
revealed by observation that the instructin manual
for the generator system was not present at/on
the generator unil. NFPA 10.5
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