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Unit, during an abbreviated Life Safety Code correction is prepared nndlor executed solely 

: Survey. because required by {he provisions of the health 
I I .nd s.fety cod .. ection 1280 and 42 CFR 483. 
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Complaint Number: CA00475731 I K144 , 

Immedlato corrective action for those I 
II The inspection was limited to the specific entity 1 I Resident •• ffected by the deficient practice; I' 

reported incident investigated and does not No residents affected. 
; represent the findings of a full Inspection of the . I 
! facility. : i PlanlProe"" to Identify other resident, : 

I I
· I potentially affected by the 'am. denelent I 

Representing the California Department of Public proctice and corrective action to be taken; ! 
Health: . I! All residents have the potential to be affected. ( 
29753 ' I 1 
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! The entity reported Incident was substantiated ensure the deficient practice doe! not recur; 
'I' with one deficiency written as a result of entity I on 02129/2016, the generntor was anchored and 

on 0310112016 K·Raiis were instalieQ. 
reported incident Administrator and Maintenance staff will 

K 144 NFPA 101 LIFE SAFETY CODE STANDARD K 144 continue to work with OSrlPO to repairlreplace 
SSaE I I generator. 
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Generators Inspected weekly and exercised 
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I Based on document review and interview, the 1 1 I, Completion Date: 0312~12016 
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and notify the Authority Having Jurisdiction I '~ 
(California Department of Public Health) of th'l I 
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Continued From page 1 
NFPA 101, Life Safety Code, 2000 Edition 

3,2,2 Authority Having Jurisdiction, The 
organization, office, or Individual responsible for 
approving equipment, materials, an installation, or 
a procedure, 

SECTION 4,5 FUNDAMENTAL 
REQUIREMENTS 

4,6,7 Whenever or whereVer any device, 
equipment, system, oondltlon, arrangement, level 
of proteotlon, or any other feature is required for 
compliance with the provisions of this Code, such 
device, equipment, system, condition, 
arrangement, level of protection, or other feature 
shall thereafter be continuously maintained in 
accordance with applioable NFPA requirements 
or as directed by ,the authority having jurisdiction, 

Findings: 

During Interviews between 2/22/16 and 2/25/16, 
with Administrative Staff and Malntenanoe staff, 
the failure of the permanent generator was 
discussed and documentation was reviewed, 

On 2/22/16 at 3:62 p,m" Maintenance Staff 1 
stated that during the weekly inspection and 
testing oHhe generator on 12/2/16, a "Fault" 
reading was given by the generator Just prior to 
the generator shutting off, Maintenance Staff 1 
further ststed that the generator oontraotor was 
contacted immediately, Maintenance Staff 1 

, stated that the generator contractor indicated that 
the generator waS not repairable. A temporary 
generator was Installed the same day, At 4:07 
p,m" Maintenance staff 1 stated that the facility 

I 

I 

I 

I 
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K 144 Continued From page 2 
was without emergency generator backup power 
for "3 couple hours" end that the existing 
generator would not have functioned In the event 
of a power outage, 

On 2/24/16, at 2:59 p,m" Maintenance Manager 
1 stated that the generator malfunction was not 
reported to the Authority HaVing Jurisdiction 
(CDPH) wltl11n 24 hours, 

On 2/25/16, at 1:48 p,m" Administrative Staff 1 
stated that the lOR would be onslte to conduct 
the acceptance test for the temporary generator 
on 2/25/16 or 2/26/16, At 2:47 p,m" Maintenance 
Staff 1 further stated the vendor was onslte to 
determine how to anchor the temporary generator 
to the asphalt. 

During document revieW on 2/25/16, at 8:30 a,m" 
a letter from the generator vendor to the facility 
dated 1/15/16, stated that the vendor had been 
called to the faoility on 12/2/15, to Investigate 
Issues with the atandby generator, The letter 
indicated that due to dlsoontlnued/unavallable 
parts, the existing generator was non-repairable, 
The letter further indloated that the vendor 
delivered, connected, and tested a temporary 
standby generator to take the plaoe of the 
existing one, and that the existing generator was 
to be replaced, 

At 9:35 a,m" II letter prOVided from Administrative 
Staff 1 dated 2/2/16, notified CDPH that during a 
service check on the faoillty's generator, the 
vendor Informed them that the generator could 
not be repaired due to the unavailability of parts, 
The letter stated that a portable generator would 
be used until the projeot was completed, 
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K 144 Continued From page 3 K 144 
At 8:45 a,m" an Inspections document from the 
lOR dated 2/23/16, indicated that the Instailatlon 
of the emergency generator was inspeoted on 

I 

this date, The inspections document also 
indicated that the generator was not anchored, 
that It was currently located on a trailer, and that it 
might need to be strapped down and was "waiting 
for OSHPD approval," 
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