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| Based on observation, document review, and
interview, the facility failed to maintain a fully

[ functioning fire alarm system (FAS) to protect

. their residents from fire. This was evidenced by

' the fire alarm system with non-functional devices.
This could result in delay in notification of fire to
the building occupants affecting 1/2 of the

 building.

' NFPA 101, Life Safety Code, 2012 Edition

. be provided with a fire alarm system in

' accordance with section 9.6

{ 19.1.1.1.3 General. The provisions of Chapter 4,
' General, shall apply.

E 9.6.1* General.
9.6.1.5" To ensure operational integrity, the fire
| alarm system
i shall have an approved maintenance and testing
! program
: complying with the applicable requirements of
| NFPA 70, National
' Electrical Code, and NFPA 72, National Fire
+ Alarm and Signaling
: Code.

- 4.6.12 Maintenance, Inspection, and Testing.
- 4.6.12.1 Whenever or wherever any device,
 equipment, system,
' condition, arrangement, level of protection,
| fire-resistive
construction, or any other feature is required for
compliance
with the provisions of this Code, such device,
equipment, system,
condition, arrangement, level of protection,
i fire-resistive
' construction, or other feature shall thereafter be

- 19.3.4.1 General. Health care occupancies shall '
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] H . sye
i Dialcom the facility’s fire alarm
K 342 E Continued From page 1 LK 342! ty

monitoring has re-submitted the
plans and has requested an over the
counter inspection of the plans to
expedite the process. Date set for

over the counter inspection is
08/09/17.

. How the facility will identify other
| residents having the potential to be
affected by the same deficient !
practice and what corrective action,
will be taken; '

No other deficient practices ‘ :
' identified. - |
|
|

What measures will be put into
place or what systemic changes the,
. facility will make to ensure that the
. deficient practice does not recur;

The facility is replacing the entire
fire alarm system for the property.
Until the fire alarm system is
replaced and OSHPD as well as the
Department of Public Health !
- approve the installation, the facility
will remain in fire watch.

|
i
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: j How the facility plans to monitor its
o4z | Do Propage: | ke performance to make sure that
i O s —— | solutions are sustained. The facility |
| maintained. Maintenance shall be provided in | : |
| accordance ! | must develop a plan f?r ensuring
- with applicable NFPA requirements or I " that correction is achieved and |
‘ requw;-m?nts drtfaveloped e | - sustained. This plan must be 11
. as part of a performance-based design, or as ’ b dilocarrective
directed by | - implemented, an t

' the authority having jurisdiction.

NFPA 72, National Fire Alarm and Signaling

. Code, 2010 Edition.

i Chapter 14 Inspection, Testing, and Maintenance
- 14.1 Application.

i 14.1.1 The inspection, testing, and maintenance

| of systems, ‘

I their initiating devices, and notification appliances |

i shall comply

with the requirements of this chapter.

14.2.1.2.2 System defects and malfunctions shall
i be corrected.

Finding:

|

{ During an on-site visit to investigate an Entity

" Reported Incident (ERI) regarding the FAS on
7126/17, the fire alarm control panel (FACP) was

, Observed, documents were requested, and staffs

- were interviewed.

; The fire alarm system by the Reception area and

' Station 1 was found to be non-functional. This

 affected 1/2 of the building. Upon interview, the

I Administrator and Maintenance Director stated
that the FAS was found non-functional on
7125117, at approximately 3:00 p.m., when the
FACP was observed to be in trouble mode. The
fire alarm vendor was notified right away and the
vendor arrived onsite to troubleshoot the FAS.

| The Maitenance Supervisor stated vendor found

i

i
@
»

assurance systems; and

maintenance staff at the facility as
well as Dialcom will continue to
perform the required monthly,
quarterly and annual inspections on "
the system and will be logged in I
books #11 and #12 (FDC/PIV .
inspections). |
- Include dates when corrective !
action will be completed. The ]!
| corrective action completion dates H
I
I

I
Once the fire alarm is replaced the !J
i
|

- must be acceptable to State Agency
The over the counter submission of
- fire alarm plans will happen on |
| 08/09/17. We are still unsure of the |;
| final date of completion, but will
remain in weekly contact with the

Department of Public Health to give

updates in regards to OSHPD’s
approval of this process.
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Continued From page 3

some parts that were broken and will look for ;
replacement parts for a temporary repair of the |
FAS, until a new FAS is installed. !

Areview of the Dialcom System Job Work Order

 dated 7/25/17, indicated that the Lobby pull

+ station did not work during the last fire drill. The

. job work order also indicated that the smoke

: detectors, the manual pull stations and the

- dividing doors were non-functional in Station 1

, and the Receptionist areas. The vendor .

. recommended a fire watch to be initiated. Upon |

s interview, the Administrator stated that they will try !

i to fix the FAS, and will proceed ahead with the ,
' replacement and upgrade to a new FAS. The !
- Administrator further stated that the plans were l
already submitted to the Office of Statewide |

| ' Health Planning and Development (OSHPD). i

|

| The facility will continue with fire watch until the
« FAS is temporarily repaired and/or until a new
' FAS is fully installed.

' On 7/31/17 at 11:05 a.m., the Maintenance
Superwsor stated that they have approximately 6
non-workmg pull stations and 40 smoke

! detectors, all located in the Station 1 and

i Recepttonlst areas.

i
H
}
i
|
|
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