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(X4) I SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S FLAN OF CORREGTION (xs)
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TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG, CROSS-REFERENCED TO THE APPROPRIATE DATE
= . | X DEFICIENCY}
LI - ' f_ : . 1
E 000 | Initial Gomments E 000 | “Preparation and/or execution of this
. _ Plan of Correction does not
Surveyor; 37135 . constitute admission or agreement
The following reflects the findings of the California by the provider of the truth of the
Depariment of Public Health, during an facts alleged or the conclusions
$Ir1n e;ggrjcy Preparednesg recertifiﬁﬁfgre szwi:ff- ‘ ' | set forth on the Statement of
e 1Indings are in accoraance wi cde Deficiencies. This Plan of t
Federal Regulations (CFR) 483.73, Requirement is prepared and/or exe ? dCoTelc on.
for Long Term Care (LTC) Facilities. prepared T eacclted solely
because it is required by the
Representirig the Californla Department of Public provisions of Health and Safety 5
Health: 37135 Code Section 1280 and 42 CFR 483 1~ -
. Et seq.” . el e L
w; 0o 1T
. Census: 85 ) .. &= po.
E 041 | Hospital CAH and LTC Emergency Power E 041 E 041 Se =< <=
88=C CFR(s): 483.73(e} , = =1 e
1. The mamtenance supervisoror: demgneei e
(e) Emergency and standby power systems. The updated the facility policy and: procedurg | Fizg
hospital must Implement emergency and standby to show the fuel supply is su Tw d by, o
power systermns based on the emergency plan sat I Py thpp Y lgéﬂ 3 v | [
forth in paragraph (a) of this section and in the - | matural gas from the city to keepthe o w
palicies and pracedures plan set forth in emergency power system operztional for | L
paragraphs (b)({1){i) and (i) of this section, the minimum required time of"96 hours. -
§483.73(e), §485,625(e) . "| 2. The maintenance supervisor or designee
(e) Emergency and standby power systems. The completed a check of the propane fuel tank
[LTC facility and the CAH] must implement and labeled the correct fuel supply on the
emergency and standby power systems hased on propane fuel tank. No other arcas werc
m; eSr:cilrgﬁncy plan set forth in paragraph (a} of identified for correction.
§482.15(e)(1). §483.T3(e)(1), §485.625(e)(1) |3 The maintenance supervisor or
Emergency generater location. The generator designee shall monitor the propanc fuel
must be located in accordance with the Iocation tank monthly for six months for proper
requirements Tound in the Health Care Facilities labeling of gallons of propane fuel in the
Code (NFPA 99 and Tentative Inlerim tank.
Amendments TIA 12-2, TIA12-3, TIA 12-4, TIA ) ]
12-5, and TIA 12-6), Life Safety Code (NFPA 101 4. The maintenance supervisor or designee;
and Tentative Interim Amend'ments TIA12-1, TIA shall review for any trends or changes
(X%)DATE
S ~7-2a#
Any deficlency statement ending enotos a gehiciency on may be excused from correcling providing it is determined that

other safeguards provide sufficient proteclion to tha patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the abuve findings and plans of corection are dieclosabie 14
days following the date these documents are made available to the facllity. If deficlencies are ¢ited, an approved pian of correction Is requisite to continued

program participation.
,|0/13 Apevoved Yy Cundiaia, \WG

|
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE e
DEFICIENGY)
. identified with the quality assurance
€ 041 Continued From page 1 E 041 committee quarterly for a duration of 6
12-2, TIA 12-3, and TIA 12-4), and NFPA 110, :
, c L months for compliance.
when a'new structurs is bullt or when an existing
structure or building is renovated. 5. Plan of correction completed by
482.15(e)(2), §483.73(e)(2), §485.625(e)(2) 1 5/15/18.
_| Emergency generatar inspection and testing. The
[hospital, CAH and LTC facility] must implement
the emergency power systam inspection, testing, ) ' .
and maintenance requirements found in the ,
Health Care Facilities Code, NFPA 110, and Life
Safety Code.
482.15(e)(3), §483.73(e)(3), §485.625(e)(3)
Emergency generator fuel. [Hospitals, CAHs and
LTC facilities] that maintain an onsite fuel source
to power emargency generators must have a plan
for how it will keep emergency power systems |
operational during the emergency, unless it
evacuates.
*[For hospitals at §482,15¢h), LTC at §483.73(g),
and CAHs §485.625(g):] _
The standards incorporated by refarence in this o s
section are approved for incorparation by o % ;I;
reference by the Director of the Office of the o~ = (F5
Federal Register in accardance with 5 U.S.C. T = o
552(a) and 1 CFR part 51. You may obtain the _ Or = Z=
| material from the sources lIsted below. You may ~U = TR
inspect a copy at the CMS Information Resource Qi S e
Center, 7500 Security Boulevard, Baltimore, MD S o= EQ
or at the National Archives and Records =S = e
Administration, (NARA). For information on the S o 53
. availability of this material at NARA, call = = FE
202-741-8030, or go to: T = =
http:/ivww . archives.govifederal_register/code_of -
| _fedaral_regulations/ibr_locations hitml.
If any changes in this edition of the Code ara
incorporated by reference, CMS will publish a
FORM CMS-2567{02-00) Previous Versions Obsolete ' Evanl iD; SNKR21 Facllity ID: CAQ30000001 If continualion sheet Page 2 of 30
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(%a) IO
PREFIX
TAG

. SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[} PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TC THE APPROFPRIATE DATE
DEFICIENCY)

E 041

| (iv) TIA 12-4 to NFPA 99, issued March 7, 2013.

Continued From page 2 _
document in the Federal Register to announce
the changas.

{1) National Flre Protection Association, 1
Batterymarch Park,

Quincy, MA 02168, www.nfpa.org,
1.617.770.3000.

() NFFPA 99, Health Care Facilities Code, 2012
edition, issued August 11, 2011.

(i) Technical inteim amendment (TIA) 12-2 to
NFPA 89, issued August 11, 2011.

(i) TIA 12-3 to NFPPA 99, issued August 9, 2012,

(v) TIA 12-5 to NFPA 99, issued August 1, 2013.
(vl) TIA 12-6 to NFPA 99, issued March 3, 2014,
(vil) NFPA 101, Life Safety Code, 2012 editlon,
issued August 11, 2011.
{viil) TIA12-1 to NFPA 101, Issued August 11,
2011,
(ix) TIA 12-2 1o NFPA 101, Issued October 30,
2012,
{x) TIA 12-3 to NFPA 101, issued Qctober 22,
2013.

{x) TIA 12-4 to NFPA 101, issued October 22,
2013.

{xlii) NFPA 110, Standard for Emergency and
Standby Power Systems, 2010 edition, including
TIAs to chapter 7, Issued August 6, 2009.

This REQUIREMENT s not met as evidenced
by )

Surveyor; 37135

Based on documaent review, observalion, and
interview, the facility failed to maintain the
emergency preparedness plan to include poficy
and procedure far the emergency pawer system.
This was evidenced by no policy and pracedure
that addressed how the fuel supply will be
obtalned to keep the emergency power system
operational for the minimum reguired time. This

afiected seven of seven smoke compartments
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{X4) 1D SUMMARY STATEMENT OF DEFICIENGIES (o} PROVIDERS FLAN OF CORREGTION 5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE " COMPLETION
TAG REGLULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
E 041 | Continued From page 3 E 041 -

and could results in the generator being
non-operational during an emergency.

Findings:

During dacurnent review, a tour of the facllity, and
interview with the Diractor of Maintenance on
4/17/18, the emergency power system was
observed and the emsrgency preparedness plan
policy and procadures for the system were
requasted.

1, At 11:15 a.m., a page from the facllity
emergency preparedness plan litled, "Alternate
Sources of Energy” was provided and reviewed.
The dacument noted the following:

"The generator is located in the back of the
building. It is a ONAN fueled by natural
gas/propans with a tank that holds 3-4 hours of

fuel.”

The policy and procedure did not indicate how = s o

much fuel was store and how/where they will get 0 S =

the fuel supply to maintain the emergency power -~ = -3 -

system running for a minimum of 96 hours. Upon I =| =%

interview, the Director of Maintenance confirmed oF T ==

the finding and stated that they have an additional = ol

50-55 gallons of fuel onsite, he was not sure how 2o =,

many hours of run time it would provide. or = i

At12:35 i Se | B2
:35 p.m., the propane tank being used as o o ==

additional fue! for the generator was observed. = e e

The tank did not indicate how many gallons of = ‘_ =

fuel it holds. Upon interview, the Director of

Maintenance confirmed the finding and stated

that it holds about 50-55 gallons of fuel.

K 000 INITIAL COMMENTS K @oQ
FORM CMS-2567{02-98) Previous Versions Obsclete Even! ID; 5NKR21 Faaltly {0 CAD30000001 If conlinualion sheet Page 4 of 30
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2257 FAIR OAKS BLVD.
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M) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
K 000 | Continued From page 4 K 000

Surveyor: 37135

K3 BUILDING: 01"

K6 PLAN APPROVAL: 1965

K7 SURVEY UNDER: 2012 EXISTING

STRUCTURE TYPE: ONE STORY,
CONSTRUCTION TYPE V, FULLY
SPRINKLERED.

The foliowing reflects the findings of the California
Deapariment of Public Health, during an annual

Life Safety Code recertification survey. The =) = S

. [Hindings are in accordance with 42 Code of = = o ;
Federal Regulations (CFR) §483.20(a)(b){(s){}, = = .”g p
Nationz| Fire Protection Assaciation (NFPA) 101 - Se = X
Life Safety Code, 2012 Edition, and NFPA 29« = = 25
Health Care Facilities Code, 2012 Edition. S 9 5o

: - | 2R
Representing the California Department of Public - = ‘;'gg
Health: 37135 St o D5
The facility Is not in substantial compliance with § — =

42 CFR §483.90for Long Term Care Facllities,
Census: 95 ° X
K 161 | Building Construction Type and Height K181{K 161
$5=D | CFR({s): NFFA 101 :

o ] : . 1. The maintenance supervisor or designee
Building Construction Type and Height shall repair the ceiling ares near the north
2012 EXISTING . wall by 5/15/18.

Building construction type and staries meets
Tabie 18.1.6.1, unless otherwise permitted by

19.1,6.2 through 19.1.6.7 2. The maintenance supervisor or designee
19.1.6.4, 13.16.5 completed a check of the facility. No other
' penetrations were noted,
Construction Type
1 1 (442), 1 (332), Il (222) Any number of 3. The maintenance supervisor or
| stories designee shall monitor for penetrations in

I .
FORM CMS-2557(02-29) Previous Verslons Obsolete Event iD; SNKR21 Facliity ID: CAQ30000001 If conlinuation sheet Page S of 30
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STREET ADNRESS, CITY, STATE, ZIP CODE
2237 FAIR OAKS BLVD,

NAME OF PROVIDER OR SUPPLIER

AéBURY PARK NURSING & REHABILITATION CENTER SACRAMENTO, GA 85825
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDERS PLAN OF CORRECTION (¥5)
PREFIX (EAGH OEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTIGN SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIENCY) :
K 161 Continued From page 5 . K 161, the facility by completing a facility-wide
non-sprinklered and check each month for § months.
sprinklered o
: 4. The maintenance supervisor or designes

2 {111} Ones story shall review and monitor findings monthly
non-sprinklered _ J. for six months. Trends identified shall be

] Maximum 3 stories -reviewed for any changes with the quality
sprinklered ;assurance committee quarterly for a
3 Il (000} Not allowed ;duratic.m of 6 months for
non-sprinklered compllance.
4 m{211) Maximum 2 stories
sprinklered S Plan of correction completed by
5 IV (2HH} . 5/1 5/2018.
6 V(111)
7 1E {200) Not allowed
non-sprinklered
] V (000) Maximum 1 story
sprinkiered

Sprinklered stories must be sprinkiered
throughout by an approved, supervised automatic
systern In accordance with section 8.7, (See

3
VA

19.3.5) e 2
Give a brief description, in REMARKS, of the =| =
construction, the number of stories, including o el W
basements, fioors on which patients are located, Sh = SR
lpcation of smoke or fire barriers and dates of =0 | 8=
approval, Complete skelch or attach small floor = o :;;-;j‘
plan of the building as appropriate. i | em
This REQUIREMENT is not met as svidenced = | el
by: SRy |
Surveyor: 37135 2 ~1Z=
Based on observation and interview, the faclllty > — 54,

failed to maintain the building construction. This ' ! :
was evidenced by an unsealed penetration in the
ceiling. This affected one of seven smoke
compartments and could resull in the spread of
fire and smoke in the event of a fire.

FORM CMS-2567{02-08) Previous Yeralons Obsolete Event iD: SNKR21 Facllity 10: CAQ30000C01 If continuation sheet Page 6 of 30
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(x4 ID SUMMARY STATEMENT GF DEFICIENCIES . PROVIDERS PLAN OF CORRECTION i%s]
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG !  CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
K 161 | Continusd From page 6 K 161
Findings:
During & tour of the facllity and interview with the
Maintenance Director on 41718, the celling was
cbserved. —_— -
: ms 3
1. At*#1:45 a.m., the ceiling of the Back Dinning =2 = e
* | Room was observed. The celling was observed R g -g._-_fj
to have water damage and was leaking. The O | ==
cefling area near the north wall had an = — | 2=
approximate 1 foot by 1/2 inch penetration that S P sS
was caused by the water damage. There were ==z = | =m
four buckets placed below the area to catch the e I
water that was dripping. Upon Interview, the S | B
Maintenance Director confirmed the finding and e = | =
stated that the damage started in November 2017 ? - ot
and was caused by heavy rain. The Maintenance ) =
Director also stated that they had contaciad two
vendors for bids ta repair.
K 211 | Means of Egress - General K211| K 211
s5=D | CFR(s): NFPA 101
1. An annua/ fire door assemblies testing
Means of Egress - General - and inspection was conducted by an
Alsles, passageways, comidors, exit discharges, outside Ii d dor by 6/13717
exit locations, and accesses are in accordance uiside licensed vendor oY '
with Chapter 7, and the means of egress is . oL
gontinuously maintained free of alf ebstructions to 2. Facility fire door assembly deficiencics
full use in case of emeargericy, unless modified by shall be corrected by 9/30/18.
118/M19.2.2 through 18/19.2.11. )
18.2.1,19.21, 7.1.10.1 3. The maintenance supervisor or
This REQUIREMENT is not met as evidenced designee shall ensure that a fire door
by . 4 assemblies testing and inspection will be
Surveyor: 37135 " conducted annually.
Based on document review and interview, the
faclifty failed to maintzin the door openings. This 4. Th . . .
was evidenced by the absence of an annual - The maintenance supervisor or designee
inspection and test for door assemblies. This shall review and monitor for changes or
affected seven of seven smoke compartments trends identified with the quality assurance
Even! ID:SNKR21 Feciily iD: CAQI0C0D001 )f continuation sheet Page 7 of 30
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{(X4)1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH CEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY ORLSC IDENTIFYING INFORMATION)

D

' PREFIX

TAG

CROSS-REFERENCED TO THE APPROPRIATE

PROVICER'S PLAMN OF CORRECTION {X5)
{EACH CORRECTIVE ACTION SHOULD BE CDM&LTF_:;TION

DEFICIENCY)

Kan

Continued From page 7
and could result in tha malfunction of the egress
doars during an emergency situation.

NFPA 101, Lifs Safety Cede, 2012 Edition
19.1.1.4.1.1 Communicating openings in dividing
fire barriers required by 18.1.1.4.1 shall be
permitted only in corridors and shall be protected
by approved self-ciosing fire door assemblies.
(See also Section B.3.)

8.3.3 Fire Doors and Windows.

8.3.3.1 Openings required to have a fire
protection rating by Table 8.3.4.2 shall be
protected by approved, listed, labeled fire door
assemblies and fire window assemblies and thelr
accompanying hardware, including all frames,
closing devices, anchorage, and sills in
accardance with the requirements of NFPA 80,
Standard for Fire Doors and Other Opening
Protectives, except as otharwise specified in this

Code.

5.2" Inspections.
5.2.1* Fire door assemblies shall be mspected

and tested not less than annually, and a written
record of the inspection shall be signed and kept
for inspection by the AH.J.

5.2.3 Functional Testing.
5.2.3.1 Functional testing of fire door and window

agsemblies shall be performed by individuals with
knowledge and understanding of the operating
components of the type of door being subjectto
lesting.

5.2.3.2 Before {esting, a visual 1nspectlon shall be
performed 10 identify any damaged or missing
parts that can create a hazard during testing or
affect operation or resetfing,

5.2.4 Swinging Doors with Builders Hardware or

K211

Fire Door Hardware.

committee quarterly for a duration of 6
months for compliance.

5. Plan of correction completed by
5/15/2018.
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PREFIX
TAG

{%¥4)ID

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

[9]

PREFIX -

TAG

PROVIDERS PLAN OF CORRECTION s
{EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

K211

' inspected from both sides to assess the overall

Continued From page 8
5.2.4.1 Fire door assemblies shall be visually

condition of door assembly.

5.2.4.2 As a minimum, the foliowing items shalll
be verified:

{1) No open holes or breaks exist in surfaces of
elther the door or frame.

(2) Glazing, vision light frames, and glazing beads
are inlact and securely fastened In place, if so
equipped.

(3) The door, frame, hinges, hardware, and
noncarnbustible’threshold are secured, aligned,
and in working order with no visible signs of
damage.

(4) No parts are missing or broken,

(5) Door clearances do not exceed ciearances
listed In 4.8.4 and 6.3.1.7,

(8) The self-clasing device is operational; that is,
the active door completely closes when operated
from the full open position.

(7) If a coordinator is instalied, the inactive laaf
closes before the active leaf. ’

(8) Latching hardware operates and secures the
door when it is in the closed position.

(9) Audliary hardware items that interfera or
prohibit operation are not installed on the door or
frame.

{10} No field modifications to the door assembly
have been performed that void the label, ‘
{11} Gaskeling and sdge saals, whera required,
are Inspected to verify their presence and

integrity:
Findings:

During document review and inlerview with the
Director of Maintenance and Administraior on
4/17/18, the annual inspection and testing for

doors were regUested,
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1. At 11:08 a.m., no annual door assemblies
inspection and/or testing had been completed. ‘' e I
Upon interview, the Director of Maintenance = = o
confirmed the finding. 5 _ = 1J
S -32 = =0
During the survey exit conference, the = . —| B
Administrator stated that they were going to Soo© E;r{‘:
contact the vendor for the annual report on the s A R
door assemblies. The facility was given until e I el
10:00 a.m., on 4/18/18 to provide the report for. Sh -y =io
the annual door assemblies inspection and/or X =
testing to the California Department of Public = — m
‘Health (CDPH). = =
Al 10:00 a.m., on 411818, CDPH did not recelve
a report for the annual door assemblies
inspection and/or testing from the facility.
K 293 | Exit Signage K293; K 293
55=p| CFR(s): NFPA 101
1. An outside vendor completed a facility

Exit Signage

2012 EXISTING

Exit and directlonal signs are d|splayad in

accordance with 7,10 with continuous ilumination

also served by the emergency lighting system.

18.2.10.1

(Indlcate N/AIn one-story exlstlng gccupancies

with.less than 30 occupants where the line of exit

travel is obvious.)

This REQUIREMENT is not met as evidenced
by: A
Surveyer: 37135

Based on document review and interview, lhe
facility failed to maintain the exit signs. This was
evidenced by 26 of 26 battery powered exit signs
that were not tested as required. This aifected
seven of seven smoke compartments and could

exit sign inspection by 5/1/18. Al exit
signs are operational.

2. The maintenance supervisar or

designee shal] complete a 30 second
battery powered exit sign test monthly and
a 90 minute exit sign test annually.

3. The maintenance suparvisor or
designee shall monitor monthly for six
months for compliance.

4, The maintenance supervisor or designes
shall review and monitor findings monthly
for six months. Trends identified shall be
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reviewed for any changes with the guality
assurance committee quarterly for 6
months.

K 283 | Continued From page 10 K293
result in the matfunction of the battery operated
exlt signs during an emergency.

NFPA 101 Life Safety Code, 2012 edition 5. Plan of correction completed by
19.2.10 Marking of Means of Egress. 5/15/2018.

18.2.10.1 Means of egress shall have signs in
accardance with Section 7.10, unless otherwise
permitted by 19.2.10.2, 19.2.10.3, or 19.2.10.4.
7.10.9 Testing and Maintenance.

7.10.9.1 inspaction. Exit signs shall be visually
inspected for operation of the illumination sources
at intervals not to exceed 30 days or shall be
pericdically monitored In accordance wlth
7.9.3.1.3.

7.10.8.2 Tesfing. Exit signs connectéd to, or
provided with, a battery-operated emergency
flumination source, where required in 7.10.4,
shall be tested and maintained in accordance

{ with 7.8.3.

7.9.3 Periodic Testing of Emergency Lighting
Equipment.

7.9.3.1 Required emergency lighting systems
shall be tested in accordance with one of the
three options offered by 7.9.3.1.1, 7.8.3.1.2, or
7.90.3.1.3. :

7.8.3.1.1 Testing of required emergency Ilghtlng
systems shall be permitted to be conducted as
follows:

(1) Functional testing shall be conducted monthly,
with a minimum of 3 weeks and a maximum of &
weeks between tests, for nol less than 30
seconds, except as otherwise parmitted by
7.9.3.1.1(2).

(2)"The test inferval shall be permitted to be
extended beyond 30 days with the approval of the
authority having jurisdiction.
(3) Functional testing shall be conducted annually
for a minimum of 1172 hours if the emergency
lighting syslem is battery powered.
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(4) The emergency lighting equipment shall be
fully operatignal for the duration of the tests )
required by 7.9.3.1.1(1) and (3).

(5) Written records of visual inspections and tests
shall be kept by the owner for inspection by the
authority having jurisdiction.

7.9.3.1.2 Testing of required emergency lightirig
systems shall be permilted to be conducted as
follows:

(1) Self-testing/self-diagnostic battery-operatad.
emergency lighting equipment shall be provided.
(2) Not less than once every 30 days,
self-testing/self-diagnostic battsry-operated
emergency lighting equipment shall automatically
perfarm g test with a duration of a minimum of 30
seconds and a diagnostic rautine.

(3) Self-testing/self-diagnostic battery-operated
emergency lighting equipment shall indicats
faflures by a status Indicator.

(4) A visual Inspection shall be performed at
intervals not exceeding 30 days.

(5) Functional testing shall be conducted annuaily . <3
for a minimum of 1172 hours. il
(6) Seli-testing/self-diagnostic battery-operated =
1 emergency lighting equipment shall be fully . -—‘er
operational for the duretion of the 1172-haur test. M
(7) Written records of visual inspections and tests =..
shall be kept by the owner for inspection by the : , S
- | authprity having jurisdiction.
7.9.3.1.3 Testing of required emergency lighting

systems shall be permitted to be conducled as @
follows: : -
{1} Computer-based, serf-testmg!setr-diagnoshc =
battery operated emergency lighting equipment
shall be provided.

{2) Nat less than once every 30 days, emergency
fighting equipment shall automatically perform a
test wilh a duration of a minimum of 30 seconds

and a diagnostic routine.
FORM CMS5-2567(02-89) Previous Versions Obsolele
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K 293 | Continued From page 12 K 203
{3) The emergency lighting equipment shall
automatically perform annually a test for a
minimum of 1172 hours.

(4) The emergency lighting equipment shall be
fully operational for the duration of the tests
required by 7.9.3.1.3{2) and (3).

(5) The computer-based system shall be capable
of providing a report of the history of tests and
failures at all times,

Findings:

During document raview and interview with the
Director of Maintenance on 4/17/18, the exit sign
records were requastad,

r

1. At10:20 a.m., recards provided indicated that
the facility had 26 battery powered exit signs that
were tested on a monthly basis. The records did
not indicate the amount of time the axit signs
were tested for. There were no.records provided
that indicated that 26 of 26 battery powered exit
signs were tested for 30 seconds on a monthly
basis and for 80 minutes on an annual basls.
Upaon interview, the Director of Maintenance

' confirmed the finding and stated that they test the
exit signs for about 3 to 4 saconds monthly, The
Director of Maintenance also stated that they
thought that they only had 1o test the battery
powered emergency lights for 30 seconds
monthly and far 90 minutes annually, not the
battery powered exit signs.
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This finding was also found during last year's \Life

Safety Code annual recertification dated 4/25/17.

K 345 | Fire Alarm System - Testing and Maintenance K 345| K 345

55=D | CFR(s): NFPA 101 '

Fire Alarm System - Testing and Maintenance 1. An annual fire alarm system test and
mspection including load voltage test of

1
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K 345 | Continued From page 13 'K 345/ two sealed lead-acid fire alarm control
A fire alarm system is tested and maintained in panel back-up batteries and testing audible
accordance with an approved praogram complying alarms throeghout the facility was
with the reguirements of NFPA 70, National | completed on 8/31/17. The inspection
Electric Code, and NFPA 72, National Fire Alarm shows that the batteries passed inspection.
.| and Signaling Code. Records of system i On 11/28/17, an outside vendor replaced
gsgﬁgtt;gce. maintenance and testing are readity the back-up batteries with the service
9.6:1.3, 9.6.1.5, NFPA 70, NFPA 72 Tq““tlfﬂ"t? Si?“;g the system is
This REQUIREMENT is not met as evidenced normal.” No findings were identiffed,
by: : . .
Surveyor: 37135 2. The maintenance supervisor or designee
Based on document review, observation, and shall ensure that a comprehensive annual
interview, the factlity failed to maintain the fire fire alarm system test and inspection shall
alarm system. This was evidenced by the an ) be completed annually and semi-annual
In:om ple:; a"”“ff' E;e alarrr report1 landdthelta load voltage test for both sealed lead-acid
absence of one o seml-annual load voltage al B} .
test for fwo'of two sealed lead-acid fire alarm fire alarm control panel back-up batteries.
control panel (FACP) hack-up batterles. This 3 Th . .
affected seven of seven smoke compartments - 1he maintenance supervisor or
and could result in system Impairment during an designee shall monitor for compliance
emergency sltuation. monthly for six months for compliance.
NFPA 101, Life Safety Code, 2012 Edifion 4. The maintenance supervisor or designee
18.3.4.1 General. Health care occupancies shall shall review and monitor findings
be Pf%‘ﬂded W!m‘a_ﬂr t? Elﬁéﬂg system in quarterly. Trends identified shall be
accorqanca wilh section 20 reviewed for any changes with the quality
9.6.1.5* To ensure operational integrity, the fire assurance committee quarterly for six
alarm system shall have an approved nths f i
maintenance and testing program complying with maontis for compiance.
the applicable requirements of NFPA 70, National : .
Electrical Code, and NFPA 72, National Fire 5. Plan of correction completed by
Alarm and Signaling Code. \ 5/15/2018,
NFPA 72, Nationa! Fire Alarm and Signaling
Code, 2010 Edition 3
14.4.5* Testing Frequency. Uniess otherwise . = e o
permitted by other sections of this Code, testing = I -
shall be performed in accordance with the . v
scheduies in Table 14.4.5, or more often if SL = ;Eij’
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K345

Caontinued From page 14

required by the authority having jurisdiction.
14.4.5* Testing Frequency. Unless otherwise
permitted by other sections of this Cade, testing
shall be performed in accardance with the
schedules in Table 14.4.5, or mare often if
required by the authority having jurisdiction.

Table 14.4.5 Testing Frequencies

6. Batteries-fire alarm systems

{d) Sealed lead-acid type

{1) Charger test {(Replace battery within S years
after manufacture or more frequently as
needed)-annually

{2) Discharge test (30 minutes}-annually

(3) Load voltage test-semi-annually

Table 14.4.5 Test Fequencies

20. Alarm nofification appliances-Annually
{a) Audible devices-Annually

(b) Audible textual notification
appliances-Annually

{c) Visihle devices-Annuelly

Findings:

During document review, a tour of the facility,
and interview with the Director of Maintenance on
4/17118, the fire alarm system records were
requested.

1. At 10:30 am., the annual fire alarm system
report was requested. A document titled,

"Alarm & Detection Equipment Test Report® was
providad, The report was dated 8/31/17. The
report did not Indicate that the audible alarms
throughout the facility were tested. Upon
interview, the Director of Maintenance confirmed
the finding and stated that the audible alarms

were tested, but they were not sure why they

K 345
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K 345 Continued From page 15 ' K 345
were not noted on the raport.
This finding was also found during last year's Life
Safety Code annual recertification dated 4/25/17.
2. At 10:43 a.m., the annual fire alarm system MRS f_
raport dated 8/31/17 indicated that two of two 2 S| R
sealed lead-acid back-up batterles for the FACP 5 i B
— I L
were tested for load voltage. There was no other O <! ==
documentation provided that indicated the two > —| 2%
back-up batteries had a load voltage test 55 T Bo
completed 6 manths prior or after to B/31/17. _; - %fj:
Upon interview, the Director of Maintenance o, | s
confirmed th finding and stated they were g% | ng
unaware of this requirement. : g - :";*E
K 353 | Sprinkler System - Maintenance and Testing K 353| K 353 = - =
8s=D | CFR(s): NFPA 101 _ .
Sprinkler System - Maintenance and Testing 11 ﬂ];:lmfa lntenfn;ehsup]en 1sor of des_l goee
Automatic sprinkler and standpipe systems are visually inspected the alarm system riser
inspacted, tested, and maintained in accordance che_ck valves and pressure gauges for all
with NFPA 25, Standard for the Inspection, sprinklers by 5/15/18.
Testing, and Maintaining of Water-based Fire )
| Protecttion Systemns. Records of system design, ‘
maintenance, inspection and testing are 2. The maintenance snpervisor or designee
maintained in a secure location and readily completed a check of the facility sprinkler’
available. heads. No findings were identified.
a) Date sprinkier system last checked :
- 3. The maintenance supervisor or
b) Who provided system test designee shall monitor by completing a
heck of all sprinkler heads and inspectin
c) Waler system supply source ' - C Prink pecting
) Y PPY ! ) the alarm system riser check valves and
Provide in REMARKS information on coverage for pressure gauges monthly for 6 months.
any non-reguired or partial automatic sprinkler
system. ' _ 4, The maintenance supervisor or designee
9.7.5,9.7.7, 8.7.8, and NFPA 25 shall review and monitor findings monthly
This REQUIREMENT is not met as evidenced for six months. Trends identified shall be
Event ID:ENKR2{ Facliity iD: CAD30000001 If continuation sheet Page 16 of 30
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K 353

| system and its components. This was avidenced

Continued From page 16
by:
Surveyor: 37135 -

Based on document review and interview, tha
facility failed to maintain the automatic sprinkier

by the absence of 7 of 12 monthly inspecticns.
This afiected seven of seven smoke
compartments and could result in the malfunstion
of the automatic sprinkler system in the event of a

fire.

"NFPA 101, Life Szafety Code, 2012 Edition.
19.3.5.1, Bulldings containing nursing homes
shall be protectad throughout by an approved,
supervised automatic sprinkler system in
accordance with Section 9.7, unless otharwise
permitted by 19.3.5.5.

9.7 Automatic Sprinklers and Other Extinguishing
Equipment :

9.7.5 Maintanance and Testing. All automatic
sprinkier and standpipe systems reguired by the
Code shall be inspectad, tested, and maintained
in accardance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems.

NFPA 25, Standard for the Inspection, Testing,
and Maintenance of Water-Based Fire Protection
Systems, 2011 Edition.

4.3 Records

4.3.1* Records shall be made inspections, tests,
and maintenance of the systern and its
components and shall be made available o the
1 authority having jurisdiction upon request.

5.2.4 Gauges
5.2.4.1* Gauges on a wet pipe sprinkler shall be

inspected monthly ta ensure that they are In good

K 353

reviewed for any changes with the quality
assurance committee quarterly for a
duration of 6 months for

compliance. )

5. Plan of correction completed by
15/15/2018.
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K 353 Continued From page 17 K353

condition and the normal water supply pressure is
being maintained.

13.3.2.1.1 Valves secured with locks or
supervised in accordance with applicable NFPA
standards shall be permitted to be inspectad
monthly.

13.3.2.2* The vaive inspection shall verify that the
valves are in the {ollowing condition:

(1) In the normal open or closed position
(2)*Sealed, locked, or supervised

{3) Accessible

{4) Provided with correct wrenches

(5) Free from extemal leaks

{6) Provided with applicable identification

13.4.1.1* Alarm valves and systam riser check
valves shall be externally inspected monthly and
shali verify the following:

(1) The gauges indicate normal supply water

-1 pressure is being maintained.

(2) The vaive Is free of physical damage.

{3) All valves are in the appropriate open or
closed position,

(4) The retarding chamber ar alarm drains are not

leaking.
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" 113.6.1.1.1 Valves secured with locks or
electrically suparvised in accordance with
applicable NFPA standards shall be inspected

monthly.
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Findings:

During document revlew and interview with the
Director of Maintenance on 4/17/18, the
automatic sprinkler system records were
requested,

1. At 10:35 a.m., records provided Indicated that
Event 0z ENKR21 Fagllity 10: CAO30000001

FORM CMS-2507(02-98) Previous Versions Obsalels If continuation sheet Page 18 of 30




May 09 2018 0425PM HP Fax

page 26

PRINTED: 04/26/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULDING 02 ° _ COMPLETED
555673 B. WING 04/17/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
‘. 2257 FAIR OAKS BLVD )
1T C
ASBURY PARK NURSING & REHABILITATION CENTER SACRAMENTO, CA 08825
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {8
PREFIX (EACH DEF(CIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATDRY OR LSC IDENTIFYING INFORMATICN] TAG GROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
K 353 | Continued From page 18 K 353
monthly visual inspeclions for the alarm and - I . =
system riser chack valves and pressure gauge for . = =
the following months were not completed; May, = = P
June, September, October, and December of - w= ol
2017 and January and February of 2018. Upon O =<y Fi=
Interview, the Director of Maintenance confirmed o o £
the finding and stated they were not aware of this S N
requirement. Lr = ERD
oo T =
This finding was also found during last year's Life SRR
Safety Code annual recertification dated 4/25/17. = F| T
K 3551 Portable Fire Extinguishers K 355{ K 355 = =
§5=D | CFR{s): NFPA 101
Portable Fi E inaulshers 1. The maintenance supervisor or designee
ortanle rire EXunguls removed the ladder placed up against the
Portable fire extinguishers are selected, installed, extin gsish er :mmz d?atel P22
inspected, and malntained in accordance with ¥-
NFPA 10, Standard for Portable Fire
Extinguishers. . . .
18.3.5.12, 19.3.5.12, NFPA 10 2. The maintenance supervisor o.r daygnee
This REQUIREMENT s not met as evidenced completed a check of all fire extinguishers
hy: in the building to determine if any objects
Surveyor: 37133 ' were obstructing access to the fire
Based on observation and lnterwew, the facility extinguishers. No findings were
failad to maintain the portable fire extinguishers, identified.
This was avidenced by an ABC type portable
extinguisher that was obstructed from access. . .
This affected one of seven smoke compartments 3. ’_l'he mam:enancz.a sugerwsor ;)r .
and could result in the nability to obtain the designee shall monitor by completing &
extinguisher in the aveni of a fire. check of all fire extinguishers monthly for
6 months.
NFPA 101, Life Safety Code, 2012 Edition.
19.3.5.12 Portable fire extinguishers shall be 4, The maintenance supervisor or designee
provided in afl shall review and monitor findings monthly
health care occupancies in accordance wnh for six months. Trends identified shall be
8.741. reviewed for any changes with the quality
. PRI . . - | agsurance committee quarterly for a
q4.47 ; .
0.7.4.1 Where reqUIr‘ed by the provisions of | duration of 6 months for
Event I0; SHKR21 Fazllity 1D: CAD30000C01 If confinuation sheet Page 19 of 30
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K 355 Continued From page 19 K 355| compliance.

another section of this Code, portable fire
extinguishers shall be selected, installed, 5. Plan of correction completed by

inspected, and malntalned in accordance with ' 5/15{2018.
NFPA 10, Standard for Partable Fire
Extinguishers,

NFPA 10, Standard for Portable Extinguishers,

2010 Edition.
8.1.3.3.1 Fire extinguishers shall not be

obstructed or obscured from view.

)
¥

- Ay =

Findings: 3 "'z 1

= =r Ly i
During a tour of the facility and interview with the S0 0= 9
Directar of Maintenance on 4/17/18, the portable i
fire extinguishers were observed. o7 © f,—}. ;

R o
1. ‘At 10:00 a.m., the ABC type fire extinguisher el =
located in the Mechanical Room was observed. oS o, A3
Thare was a ladder placed up against the =2 I e

> a g

extinguisher obstructing it from access. Upon
interview, the Director of Malntenance confirmed
the finding. .

K 383 | Corridor - Doors

55=D | CFR(s): NFPA 101

K363| K 363

1. The maintenance supervisor or designee

Goridor - Doors removed the wheelchair immediately from

Doors protecting corridor openings in other than : .
required enclosgres of vertie:al ogenings, exits, or the c-omdor door for rooms 9 and 40;
hazardous areas resist the passage of smoke repaired the door latch on the door Jocated .
and are made of 1 3/4 inch solid-bonded core between resident room 32 and resident
wood or other material capable of resisting firg for room 33 and now latches; the door knob

was replaced on the corridor clean linen

at least 20 minutes. Coors in fully sprinklered
smoke compartments are only required to resist
i the passage of smoke. Corridor doors and doors
1o rooms containing flammable or combustible

closet door located between resident room
3 and resident room 4.

malerials have positive latching hardware. Roller 2. The maintenance su : .
A . pervisor or designee
fatches are prohibited by CMS regulation. These completed a check of the facility corridor
If continualion s~eet Page 20 of 30
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K 363 Continued From page 20 K 363/ doors and obstructions to resident room
doors. No other doors were identified for

requirements do not apply to auxiliary spaces that
do not contain flammable or combustibie material.
Clearance betwesn bottom of door and floor
govering is not exceeding 1 inch. Powered doors
complying with 7.2.1.9 are permissible if provided
wiih a device capable of keeping the door closed
when a force of 5 Ibf is applied. There is no
impediment to the closing of the doars. Hold open
devices that releasa when the door is pushed or
pulled are permitted. Nonrated profective plates
of unlimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted. Door frames
shall be labsled and made of stee! ar other
materials in compliance with 8.3, unless the
smoke compartment is sprinklered, Fixed fire
window assemblies are allowed per 8.3. In
sprinklered compartmants there are no
rastrictions in area or flre resistance of glass or

frames in window assembilies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483,
and 485 .

Show in REMARKS details of doors such as fire
protection ratings, automatics closing devices,
etc.

This REQUIREMENT
by:

Surveyor: 37135
Based on observation and interview, the facility

failed to maintain the corridor doors, This was
evidenced by two corridor doors that were

obstructed from closing, one carridor door that
did not latch and another that had a broken door
knob. This affected three of seven smoke
compartments anc could resuit in the spread of
fire andfor smoke in the event of a fire,

is not met as evidencad

NFPA 101, Life Safety Code, 2012 Edition.

correction,

i . .
i3, The maintenance supervisor or

Emonth]y for 6 months.
i

idesignee shall moniter by completinga
icheck of corridor doors in the facility

18.3.6.3" Carridor Doors.

4. The maintenance supervisor or designee
_shall review and monitor findings monthly
for six months. Trends identified shalj be
reviewed for any changes with the quality
assurance committee quarterly for a
duration of 6 months for
compliance.

5. Plan of correction completed by
5/15/2018.
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K 363

Continued From page 21 ‘
19.3.6.3.1* Doors protecting corridor openings In
other than required enclosures of vertical
openings, exits, or hazardous areas shall be
doors constructed to resist the passage of smoke
and shali be constructed of materials such as the

following:
(1) 13.4 in, (44 mm) thick, solid-bonded core

wood .
{2) Material that resists fire for a minimum of 20

minutes
19.3.6.3.10* Doors shall not be held open be
devices other then those th'_ent release when the

door is pushed ar pulled.
Findings:

During a tour of the Tacility and interview with the
Diractor of Maintenance on 4/17/18, the corridor
doors were observed. :

1. At11:56 a.m., the comridor door to Resident
Room 40 was obstrucied from closing by a
wheelchair that was stationed in front of the door,

2. At 12:00 p.m., the carridor door to the Storage
Closet located between Resident Room 32 and
Resident Room 33 did not latch when tested by
the Director of Maintenance, The door was
equipped with a selfclosing device.

3. At12:20 p.m., the comridor door to Resident
Room ¢ was obstructed from closing by a
wheelchair that was stationed in front of the door.

4. At12:25 p.m,, the cormridor door to the Clean
Linen Closet located between Resident Room: 3
and Resident Room 4 was tested by the Director
of Maintenance. When the door was opened, the

K 363

knob came off the door,
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K 363 | Continued From page 22 K 363
These findings were confirmed by the Director of
Maintenanca. .
K 524§ HVAC - Direct-Vent Gas Fireplaces K524 K 524
ss=p| CFR(s): NFPA 101
Direct-Vent Gas Fireplaces 1. The maintenance supervisor or designee
irect-Vent Gas Fire .
. capped off the gas pi d
Direct-vent gas fireplaces, as defined in NFPA 54, . pl;fe with 2 m egm g ;:t Z;lgn f,?l;; 5111; fire
inside of all smoke campartments containing ' '
patient sleeping areas comply with the : . ) .
requirements of 18.5.2.3(2), 18.5.2.3(2). :2. The mainienance supervisor or designee
18.5.2.3(2), 19.5.2.3(2), NFPA 54 ichecked the facility with no other
fireplaces identified.
i3. The maintenance supervisor or
. 1designee shall monitor by completing a
g;is REQUIREMENT Is not met as evidenced EChECk quarterly for proper seal of fireplace |
- fe .
Surveyor: 37135 i or 6 months
Based on cbservation and interview, the facllity E 4. The mai . )
{ailed to maintaln the direct-vent gas fireplaces. roihe mfilDtenance SUpervisor or designes
This was evidenced by one of two direct-vent gas :shall review and monitor findings
fireplace that was not equipped with a sealed quarterly for six months. Trends identified
. | safety glass enclosure and a hard wired carbon shall be reviewed for any changes with the
monoxide (CO) datactor, This affected one of . quality assurance committee quarterly for
seven smoke compartments, and could result in | a duration of 6 months for
ihe spread of smoke andfor fire to other locations. compliance,
of the facility in the event of a fire.
NFPA 101, Life Safety Code, 2012 Edition ; 1}’5‘?2“0‘1’:; correction completed by
19.5.2.3 The requirements of 19.5.2.2 shall not ‘
apply where otherwise permitted by the following:
(2) Direct-vent gas fireplaces, as defined in NFPA
54, National Fuel Gas Code, shall be permitted
inside of smoke compartments containing patient — .
sleeping areas, provided that all of the following = ] >
criteria are mat: = = |2z
{a) All such devices shall be Installed, maintained, T == [eE
. Sy < |EF
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‘K524

. | scraen.

Continued From page 23

and used in accordance with 9.2.2,

{b) No such device shall be located inside of a
patient sleeping room.

(c) The smoke compariment in which the
direct-vent gas fireplace is located shall be
protected throughout by an approved, supervised
automatic sprinkler systam in accordance with
9.7.1.1(1) with listed quick response or listed -
residential sprinklers.

{dy*The direct-vent fireplace shall include-a
sealed glass front with a wire mesh panel or

{e)*The controls for the direct-vent gas fireplace
shall be locked or located In a restricted location.
(f) Elecfrically supervised carbon monoxide .
detection in accordance with Section 9.8 shall be
provided in the raom where the fireplace is

lecated. :

9.2.2 Ventilating or Heat-Producing Equipment.
Ventilating or heat-producing equipment shall be
in accordance with NFPA 91, Standard for
Exhaust Systems far Air Conveying of
Vapors,Gases, Mists, and Noncombustible
Particulate Solids; NFPA 211, Standard for
Chimneys, Fireplaces, Vents, and Sclid .
Fuel-Burning Appliances; NFPA 31, Standard for
the Installation of Oil-Burning Equipment; NFPA
54, National Fuel Gas Code; or NFPA 70,
National Electrical Code, as applicable, unless
such installations are approved existing -
installations, which shall be parmitted to be
continued in service,

9.8 Carbon Mcnoxide {CO) Detection and
Warning Equipment. Where required by another
sastion of this Code, carbon monoxide (CO)
detection and warming equipment shall be

K524

-

i

HYY90Y8 ¢

provided in accordance with NFPA 720, Standard
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Gontinued From page 24
for the Installation of Carbon Monoxide {CO)
Detection and Warning Equipment.

NFPA 54, National Fuel Gas Code, 2012 Edition
3.3.43.1 Gas Fireplace.
| 3.3.43.1.1 Direct Vent Gas Fireplace. A system
consisting of
(1} an appliance for indoor instaliation that allows
the view of flames and provides the simulation of
a solld fuel fireplace,
(2) combustion air connections between the
appliance and the vent alr intake terminal,
(3) flue-gas connections between the appliance
and the vent-alr intake terminal, and (4) a vent air
intake terminal for installation gutdooars,
constructed such that all air for combustion is
ahtained frem the autdoor atmosphere and all
flue gases are discharged fo the outdoor

atmosphere.

NFPA 720, Standard for the Instailation of Carbon
Monoxide (CO) Detection and Warning
Equipment, 2012 Edition

9.5 Power Supplies,

9.5.1 General,
9.5.1.1 All power supplies shall have sufficient

capacity to operate the alarm signal(s) for al least
12 continuaus hours.

Findings:

During a tour of the facility and Interview with
Director of Maintenanze and Administrator on
4/17/18, the direct-vent gas fireplaces were
abserved.

1. Af 11,50 a.m,, the Back Dining Room was
+ observed with a fireplace that was equipped with

K524

! a direct-vent gas and had two logs inside, The
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Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source
and assoclated equipment Is capable of supplying
service within 10 seconds. If the 10-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance
with NFPA 110.

Generator sets are inspected weekly, exercised
under ioad 30 minutes 12 times a year in 20-40-
day intervals, and exercised once every 36 -
months for 4 continuous hours, Scheduled test
under load conditions include a complete
simulated cold start and autcmatic or manual
transfer of all EES loads, and are conducied by
competent parsonnel. Maintenance and testing of

1. The maintenance supervisor or designee
completed & test of the electrolyte specific
- { gravity test or battery conductance test an

41232018,

2. The maintenance supervisor or designee
shall complete manthly testing and
recording of the electrolyte specific
gravity test or battery conductance test,

3. The maintenance supervisor or
designee shall monitor electrolyte specific
gravity testing or battery conductance
testing monthiy for 6 months,

4. The maintenance supervisor or designee
shall review and moniter findings monthly
for six months, Trends identified shall be
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K 524 | Continued From page 25 K 524
fireplace was not in use at the time. The fireplace
had two metal mesh screens installed in the front,
but no safety-glass enclosure. There was no a
hard wired CO detector located in the room. The ~3 o .
fireplace was located Inside a smoke o = =
compartment containing the following patient = = | B
sleeping rooms: Room 22, 23, 24, 25, 26, 27, 28, o =& og
29, 46, 47, and 48. Upon interview, the Director g P L:, =
of Maintenance confirmed the finding. =D S EE
= =
During the survey exit conferance, the Sr = o
Administrator canfirmed the finding and stated 2. |
that they. had the same Issue with the fireplace a7 W| IS4
focated in the Frant Dinning Room during last g ol =11
year's Life Safety Code annual receriification =. e
survey. -
K 918 | Electrical Systems - Essential Electric Syste Kg18{K 918
§5=D | CFR(s): NFPA 101
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reviewed for any changés with the quality

K818
assurance conunittee quarterly for a

stored energy power sources (Type 3 EES) are in
accordance with NFPA 111, Main and feeder
circult breakers are inspected annually, and a
program far periodically exercising the
components is established aceording to
manufacturer requirements. Whritten records of
maintenance and lesting are maintained and
readily available. EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing
the possibllity of damage of the emergency power
source is a design consideration far new
installations, ,

8.4.4, 6.5.4, 6.8.4 (NFPA 89), NFPA 110, NFPA
111, 700.10 (NFPA70D)

This REQUIREMENT is not met as evidenced
by: © -

Surveyor; 37135 _

Based on document review and interview, the
facility failed to maintain the emergency power
system. This was evidenced by the absence of

.| for the 30 kilowatt (KW) nalural gas generator
battery. This affected seven of seven smoke
compariments and could resutt in the failure of
the generator in the event of a power outage.

NFPA 99, Health Care Facilities Code, 2012
Edition. '
6.4.4.1.1.3 Maintenance shall be preformed in
accordance with NFPA 110, Standard for
Emergency and Standby Power Systems,

"{ Chaptar 8.

Power Systems, 2010 Edition.
8.3.7.1 Maintenance of lead-acid batteries shall

include the monthly testing and recording of

72 of 12 monthly electrolyte specific gravity tests -

NFPA 110, Standard for Emergency and Standby

duration of 6 months for
compliance.

5/15/2018,

electrolyte specific gravity. Battery conductance

5. Plan of correction completed by

1411837

&Y
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K 818 | Continued From page 27 K918
testing shall be permitted in lieu of the testing of .
specific gravity when applicable or warranted.
Findings:
During document review and and interview with
the Director of Maintenance on 4/17/18, the - e -
records for the 30KW natural gas generator were F:g = =
requested. = = EH
1. At 10:10 a.m., there were no records provided ST TN GE
that indicated the lead-acid battery on the =L S| ==
generator was tested for electrolyte specific 2 = < =
gravity on @ monthly basis. Upon intervisw, the o ‘:‘_{:;- Mo
Director of Maintenance confirmed the finding g o z2 T
and stated they were not testing the battery, but if o 5=
the battery ware ever low they wouid be alerted 3‘; £ -
by the generator annunclator panel. = P =

K 923 | Gas Equipment - Cylinder and Container Storag
85=C | .CFR(s): NFPA 101 _

Gas Equipment - Cylinder and Container Storage
Greater than or equal to 3,000 cubic feet
Storage locations are designed, constructed, and
ventiated in accordance with 5.1,3.3.2 and
5.1.3.3.3. :

>300 but <3,000 cubic feet

Storage locations are outdoors In an encipsure or
within an enclosed interior space of nan-or
limited- combustible construction, with door {or
gates outdoors) that can be sesured. Oxidizing
gases are not stored with flammables, and arg
separated from combustibles by 20 feet (5 feel if
sprinklered) or enclosed in a cabinet of
nencombustible construction having a minimum
1/2 hr. fire protection rating.

I Less than or equai.to 300 cubic feet

In 2 single smoke compartment, individual

K 923 K 923

/1. The maintenance supervisor or designee
B

‘placed a precautionary sign outside the
‘oxygen storage room immediately.

‘2. The maintenance supervisor or designee
-completed a check of the other oxygen
storage room for a precautionary sign and
was in place. No other findings were
identified.

3. The maintenance supervisor or
designee shall monitor by completing a
check of each oxygen storage room for
precautionary signs placed outside of each
oxygen storage room door monthly for 6
months.
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cylinders avalable for immediate use in patient
care areas with an aggregate volume of less than
or equal to 300 cubic feet are not required o be
stored in an enclosure. Cylinders must be: )
handled with precautions as specified in 11.6.2.
A precautionary sign readable from 5 feet is on
each door or gate of a cylinder storage room,
where the sign includes the wording as a
minimum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SMOKING."

Storage is planned so cylinders are used in order
of which they are recelved from the supplier.
Empty cylinders are segregated from full
eylinders. When facility employs cylinders with
Integral pressure gauge, 2 threshold pressure -
censidered emptly Is established. Empty cylinders
are marked to avoid confusion, Cylinders stored
in the open are protected from weather.

11.3.1, 11.3.2, 11.3.3, 11.2.4, 11.6.5 (NFPA 99)
This REQUIREMENT is not met as evidenced
by:

Surveyor: 37135

Based on nbservation and interview, the facility

failed to maintain the oxygen cylinder storage.
This was evidenced by one of two Oxygen
Cylinder Storage Closets did not have a
precaufionary sign. This affected one of seven
smoke compartments and could result in a
-hazardous situation.

NFPA 99, Health Care Facilities Code, 2012
Edition: y

11.3.4.1 A precautionary sign, readable from a

distance of

1.5 m (5 1), shall be displayed on each door or
gate of the storage room or enclosure,
11.3.4.2 The sign shall include the following

K 923| 4. The maintenance supervisor or designee |
shall review and monitor findings monthly
for six months. Trends identified shall be
reviewed for any changes with the quality
assurance committee quarterly for a
duration of 6 months for

cornpliance.

5. Plan of correction completed by
5/15/2018.
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wording as a
minimum: CAUTION; OXIDIZING GAS(ES)

STORED WITHIN NO SMOKING

11.3.4.1 A precautionary sign, readable from a
digtance of 1.5 m (5 ft}, shall be displayed on
each door or gate of the slorage room or

enclosure.
11.3.4.2 The sign shall include the following

wording as a minimum: CAUTION: OXIDIZING
GAS(ES) STORED WITHIN NO SMOKING

Findings:

During a tour of the facility and interview with the
Director of Maintenance on 4/17/18, the oxygen

storage rooms were observed.

1. At 12:28 p.m., the Oxygen Storage Room
located next to Resident Room 2 was observed.
There was no precautionary sign posted outside
the room. Upon interview, the Directer of )

‘Storage Room and place it oulsids the room
where it was visible.

Maintenance confirmed the finding and grabbed a
precautionary sign from the inside of the Oxygen
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