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stATEMl:NT OF DEFICIENCIES 
ANO PlAN OF CORRECTION 

()(1) PROVIDER/$UPF'Ll!f:>JOUA 
IDENTIFJCA.TION NUMBER: 

...... 
NAUE OF PFIOVIDER OR SUPPLIER 

SAN LEANDRO Hi;AL'lllCARE OENTEI! 

pc4J ID 
PREFIX 

TAO 

SUMMARY STAT!M!NT OF OEFICIENC!ES 
(EACH DEFICIENCY MUST BE PRECEDED BY FtAJ.. 

REGUlATOFIV OR LSC IDENTlFVING !f\l~ORMATJON) 

K 000 INITIAL COMMENTS 

K3 BUILDING: 01 

K6 PLAN APPROVAL 9/1/1972 

K7 SURVEY UNDER: 2000 EXISTING 

STRUCTURE TYPE' TWO STORY & 
BASEMENT, PROTECTED WOOD FRAME AND 
BRICK, CONSTRUCTION TYPE (V) (Ill), FULLY 
SPRINKLERED. 

The followtng reflects the findings of the CallfOmia 
Department of Flublic Health, during an annual 
Life Safety Code recenifioation survey. The 
findings are in accordance with 42 CFA (Code of 
Federal Regulations) 483. 70 (a) and NFPA 
(National Fire Protection Association) 101, Life 
Safety.Code 2000 edition, Existing codes. 

Represer'lting the California, Department of Public 
Health Life Safety Code Unit: 
Suiveyor: 31070 

The facility is not In compliance with 42 CFR 
483. 70 (a) for Long Term care Facilities. 

Census: 52 

SANLEAHDRO-lEALTHCARE 

(X2) MULTJPl.E CON$TAUCTION 
A. BUILDING 01 ~MAIN BUILDING o1 

B.WING 

$TREEIT ADDR!SS, CITY, STATE, ZIP CObE 
3611 JUAHA AVENUE 
SAN LEANDRO, CA 94571 

PAGE 02/13 
IDAJNTl!D: 01/02t£Ql4 

FOFIM APPROVED 
OMB -0391 

D<*) DATe SURVEY 
COMPLETED 

1 13 

10 
PAF!FIX 

TAG 

PROVIDliFl'S PLAN 01' CORRBCTION 
fEACM CORRECTIVE AC'tlON SHOULD BE 

CPWSS.Rl!FlffiENCEO TO THE AP,COROPAIATe! 
~ICll!NcY} 

ooJi'Joo, 
"'"' 

Kooo 

K 018 NFPA 101 LIFE SAFETY CODE STANDARD K018 ss.e 
Door.s ptotectlng ocrridor openings in other than 
required endosures of venical openings, exits, or 
hazardous areas are substantial dool'S, such as 
those C011structed of 1% inch solid"bonded oore 
wood, or capable of resisting fire for at feast 20 
minutes. Doors In sprinklered butk:llngs are only 
required to resist the passage of smoke. There is 
no impediment to the closing of the doors. Doors 

my deflolency S!S. 
fher saf&!;llJBn;iS p 
iUawlng the date 
ays following thie 
rogram participa · 

JAM CMS-2!61(02-00) Prevkius VSl'&IOllfl Obsoloto ~VMI IO:SUHw.11 

may be lilXQIMd con'ectlng providing it Is determ nea that 
for nursing homes, rhe findings stated above 8lll dlllclosabre 90 cJ«ys 
homes, tf'le above findings and plans ot comictlon are dlsolo~ 14 

· elil are Qted, ari e;pproved plan of c:orrecuon Is requisite to continued ___ , ___ ··---
Facllty ID: CA0!¢000077 If continuation sheet Page 1 of 12 
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, ·DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICAR ~ ucn1!'Wn HERVICES 

STATEMENT OF DEFICIENCIES (X1) PROVIO!R/SUPPLIEA/CLIA 
ANCI Pl.AN OJI CORRECTION IOCNiJ~ICATION NUMBEFI: 

...... 
NAMI! OF= ~ROVlDER OR SUPPL61 . 

SAN Ll:ANDRO HEALtHCARE CENtER 

(X4)JO SUMMA.RY $TATEMEN't OF DEFICIENCIES 
PREFIX (EAGH DEFICIENCY MUST BE PRECED_ED BY FUU. 

TAG REQULATOFIY DR LSG IDENTIFYING INFORMATION) 

K018 Cohtinued From page_ 1 
are provided with a means suitable 11'.lr keeping 
the door closed. Dutch doors meeting 19.3.6.a.6 
ate_ permitted. 19.3.6.3 

Roller latches are prohibited by CMS regulations 
in all health care facirltles. 

ThlS STANDARD is not met as evidenced by: 
Based on observation and interview, the facility 

failed to maintain their doors as evidenced by 
self-c:Joalng doors that failed to lat<;:h, and by 
doors that were obStruoted from cfosing. This 
deflcfent.practtce Ol'.>l.Jld result in the spread of 
$moke and fire in the event Of a fire. This 
affected S of 4 smoke compartments. 

Findings: 

Ourlng the facility tour with the Maintenance Staff 
on J2/30/13, the doors were observed. 

1. At 3:16 p.m., the door to Room 8 located on 
the first floor was obstructed by a cart. 

2, At 3:19 p.m., the self~closing door to the Socfal 
Services office located on the first floor falled to 
latch when the dOor was held open to the fullest 
extent and released. Three attempts were made. 

3. At 3:38 p.m., the seff-closing door to the 
Weigh room located on the first floor failed to 

ORM Gt.16·2587{02-99) Pn!vlousVetslDnB ~JQ1e Evem lD:SUHN21 

stlNLEANDRDl-EALTHCARE PAGE 03/13 

PRINTEO' 01/0212014 
FOAM APPROVE:O . 

· rMs Nn. 0938-0~1 
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t•"0/2013 
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3611 JUANA AVENUE 
SAN LEANDRO, .OA 94577 

ID PAOVIDER'S PLAN OF CORRECTION 
~ION PREFIX (E~ CORRE!CTIVE;; .ACTION SHOULD BE 

TAG OAOSS.F'IE~ENCED TO TI-IE Af'PROPRIAT~ """ _DE!lltCleNQv) 

018 
K018 

1. Specific Action ~"dfor measures to 
conoet th• dtficitncy 

a. lhe cart was removed and now nothing 
is obstfucting room a. 

b. The self closing door to the social 
sernces Office r:iow latches property 

c. The self closing door to the weighing 
room now lab::heS properly 

d .. Tht door to 1he·te91: roOm in !hf! 
basement now latches properly 

e. The self closlng·doorto ·the slairway 
in the basement now closes properly 

f. The setf closWig door to the medical 
records office is now latched 

l/;P/I'/ 2. Who wfll ba dlftelly responslble for the 
corrective action 

Mainten.-ice supervisor or hts designee 

3. What measures W!ll ba put in place or 
'llst•motie changes the faclllty will 
make to eru1ure that th• deficient 
practfee dOM not recur 

. 
The maintenance supervisor or designee 
wtn do monthly i"spection to eneure all 
self closing doors properly l~h 

4. 11ow the facility plaris to monitor Its 
performance to m.ti:e sure solutions 

_, are sustained 

j 
The maintenance supervisor wll give 
his inspection report tci the QA team 
on a monthly basis. Thi! QA teal)'l will 
decide if any actions should be taken. f 

Faelllty ID: OA02000DDTt tfcontinl18!1on MNt Page 2of12 
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Ut:::t-'Al-i I Ml::-.N r OF HE;ALTH AND HUMAN StAVICES 
"ENTE~° F'°'/'1 M>'nlCARE & MEDr"n °0~YICE~ 

STATEt.ll:l'llT OP tlEFICliNCIES (X1} ~OVID!R/$UPPLIER/CLIA AND PLAN OF CORRE!CTION IDENTIFICATION NUMBER: 
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K018 Continued Ftom page 2 
fqtch when the door was held open to the fullest 
extent and released. Three attempts were made. 

4. At 3:46 p.l'h., the door to the Restroom located 
in the Basement failed to latch. Three attempts 
were made. 

5. At 3:55 p.m., the sett-closing door to the 
Stairway in the Basement failed to latch .when the 
door was held Open to the fullest extent and 
released. 

6. At 3:59 p.m., the self-dosing door to Medical 
Records office looatEld' on the second floor failed 
to latch when the door was held open to the 
fullest extent and released. 

K021 NFPA 101 l.IFE SAFETY CODE STANDARD 
SS=E 

Any doot in an exit passageway, ·stairway 
enclosure, hortzontal exit, smoke barrier or 
hazwdous area enclosure is held open· only by 
deVICes arranged to automatically close all such 
doors by zone or throughout the facility upon 
activation of: 

a) the required manual fire alarm system; 

b) local smoke detect0rs designed to detect 
smoke passing through the opening or a required 
smbke detection system; and 

c) the automatic sprinkler system, if Installed. 
19..2.22.6, 7 .2.1.8.2 

RM CMs-25!17(02-99) Prcvloua V!!f'Stona Obsolete Event 10: Sl:lliN.21 

SANLEANDROl-EALTHCARE 

00!) MULTIPLE CONSTRUCTION 
A.. E!IUILDING01 ·MAIN BUILDING 01 

6,WING 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDIGAR & MEDICAID qcRVICES 

stA1°EMENT DI= DEFIC!E:NCIES (Xll PROVIOE:Fl/SUPPUEFl/Cl!A 
AND PLAN OF CORRECTION !OENTIFlCAflON NUMBER: 

...... 
NAME DF PROVIDER OR SUPPUeR 

SAN LEANDRO Hl!ALTHCARE CENTER 

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES 
P.AEFIX (EACH DEFICIENCY' MUST BE PRECEDED BY !=ULI.. 

TAG REGULATORY OR LSC IDENT1FY'ING INFORMATION) 

K021 Continued From page 3 

This STANOAl=tO is not met as evidenced by: 
Ba51ed on observation and Interview, the facility 

failed to maintain their. doors on magnet!~ 
hold-open devices. This was evidenced by doors 
that failed to automatically release from the 
magnetic hold-open devices and close during fire 
alarm testing. This deficient practice could result 
in the spread of sm"'ke and fire in the event of a 
fire. This affected 2 of 4 smoke compartments. 

Findings: 

During the facility tour with the Maintenanoe Staff 
an 12130/13, the doors on magnetic hold.open 
devices were observed during fire alarm testing. 

1. At 1 :11 p.m., the double doors to the Patio 
Dining room located on the first floor were held 
open with a magnetic hold-open devioe, but failed 
to teleaee during fire alarm testing. The doors 
were tested twice with the smoke detector, twice 
with the manual pull station, and onoe with the 
I nspeator's Test Valve. The annual fire ala.rm 
inspection on 1 /7/13. Indicated 1he doors were 
checked, and passed inspection. 

2. At 1 :12 p.m., the door to the Rehabilitation 
Department located on the first floor was held 
open with a magnetic hold-open device, blJl failed 
to release during fire atatm testing. The door was 
tested twice with the smoke detector, twice with 
the manual pull station, and once with the 
Inspector's Test Valve. The annual fire alarm 
Inspection on 1/7/13, indicated the door was 
Cheoked and passed inspection. 

K027 NFPA 101 LIFE SAFETY CODE STANDARD 

SS·E 

FORM CMS-2~1(02..ga} Pr8\llol.Ja vm1ons Ob!!OIBle Evont ID:SUHN.21 
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PAINTED: 01/02/2Q14 
FOAM APPFIOVEO 

OMB NO 0"' 8-0391 
(X2) MUL Tll'LJ:: CONStRUCT!ON (X3) DATE SURVSY 

A. BUU • .DrMi 01 ·MAIN BUILDINU.·01 COMPU!T!CI 

B.WING 12-~013 

S"f'FleET ACIORESS, CITY, STATE, ZIP CODE 

3U JUANAAVEf\IUE 

SAN LEANDRO, CA !lllOl1 

ID PROVIDl!!Fl'S PLAN CF COR~CTION ,,., 
l"FIEFIX (EACH OORfll!CTIV! ACTION SHOULD BE COMPLETION 

TAG CROSS-REFERENCE!:! TO ti-II: Af>PFIOPAIATE CATI!: 

DEFICIENCY) 

K021 K021 

1. , Specific Action andror mtMUi'eS to !Wfrf' 
cotreet tha daficiency 

The patio dinirig room doorS Md the 
rehab room doors now properly 
release from the magnetic hold-open 
device and now clooe during fire 
alarm testing 

2. Who will be dlrectly responsible far 
the carraCtlvo action 

Maintenance supervisor or his deslgnee 

3. What m1111ures Will be pUt in placa or 
systematic changes tho hlcillty will 
make to ensure that lhe deficient 
practice does not recur 

The maintenance supervisor or his 
deslgnee will do monthly rounds 
In ClleCI< all doors properly release 
and close during testing 

4. How th• faclllty plans lo monitor Its 
perfonnai:ice to make sure solutions 
art sustained 

The malntenMce supervisor will give 
hts Inspection report to the QA team 
on a monthly basis. The QA team will 
decide if any actions should be taken. 

I 

K027 

F3r:lllly ID: CA02EI000077 II CQ!ltinlllll:lon sheet Page 4 of 1.2 
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056345 
NAME OF PROVIDER OR SUPPllfFI 
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(X4) IO 
PREFIX 

TAG 

K027 

. 

SUMMARY STATEMENT OF OEl'ICN!NC1es 
{EACH Ol:FICleNCV MlJ$T BE PRECEDED BY FULL 

r-IEQUlATORVOR LSC IDENTIFYING INFOFIMATION) 

Continued From page 4 
Door openings in smoke bwriers have at l~ast a 
20..;ninute fire protection rating or are at least 
1o/.,.!nch thick solid bonded wood core. Non·rated 
protective Jjates that do not exceed 48 inches 
from the bottotn of the door: are permitted. 
Horizontal sliding doors oomply with 7.2.1.14. 
Doore are self--elosing or automatic closing in 
accordance with 19.2.2.2.6. SWinglng doors are 
not required to swing with egress and .positive 
latching is not required. 19.3:7.5, 19.3.7.6, 
19.3.7.7 

This STANDARD Is not met as evidenced by: 
Based on observation. the facility failed to 

maintain their door openings ill smoke barriers, 
as evidenced by 1 of 1 smoke barrier doors that 
fall~ to positively latch. This deficient practice 
could result ln the spread of smoke and fire into 
other smoke compartments in the event of a flre. 
This: affected 2 of 4 smoke compartments. 

Findings: 

Dui'ing fire alarm testing with the Maintenance 
Staff on 12/30/13, the smoke barrier doors were 
observed. 

At 1 :10 p.m., 1 of 1 smoke barrier door located on 
the first floor was held open with a mafinetic 
hold-open device. The smoke barrier door 
released from the rnagnetlc ·hold-open device 
during fire alann testing, but failed to positively 
latch. The smoke barrier door was tested twice 
with the smoke detector, ·twice with the manual 
pull statfOn, Md once with the lnspect0r's T8st 
vatve. 

f:vGlnl IO.SUHN21 
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FORM APPROVED 
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!X2) MULTIPLE CON81AUCTION 
A. !UILOINl3 01 , MAIN BUILDINQ 01 

(X3) DATE SUFIVEV 
OOMPLETED 

B. WING 
1?1•0/2013 

STI=llET ADDR!ii88, crrv, STATE. ZIP C(IDE 
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SAN LEANDl=I01 CA 94577 

. 

ID PFIO\llDER'S Pl.AN OF COFll=IECTION ,., 
PREFIX (!ACM COAREOTl\IE ACTION Sl-IOULO BE: C""°l!TION TAG CFIOSS-REFERl!NCEO TO 'i"HE APPl10PRIATE ~· D!FIOleNCYJ 

K027 

027 

1~/!'f 1. SpeciflC Action andfor mt11urefl to 
cotted: the deflcl111ey 

lhe smoke bartier door IOC1ted on 
the first floor now po:sitlvely. latches 

2. Who will be dlrectfy mpon9ible for 
the corrective action 

Maintenance S1Jpervisor or his (feslgnee 

a What me8$Ures wlll be put in place or 
aystemlitic chang• the faclltty wlll 
make to ensure that the d.Octent 
practice does not 1'$CUr 

The maintenance supervisor or hiS 
deSignee will do monthly rounds 
lo ensure ell sMoke barrier doors 
properly -se ..,; latch 

4 .. How the facility plans to monitor Its 
performance to make sure solutions 
are sustained 

The maintenance supervisOl'wlll give 
his inspection report to the QA team 

' 
on a monthly basis. The QA team will 
i:tecide if any actions should be taken. 

. 

Facllly 10: CAo2D000077 If continuation shQet Page 5 Of 12 
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Ut:~AH I Ml-'NT OF ><EALTH ANO HUMAN SERVICES CENTERS FOR MJ:DICARE .... ~rn•on ""RVIC•s 

STATl™ENT OF tJEFICIENCIES 
ANO PLAN OF CC>RFll!'CTION 

(Xl) -PROVIOeRtslJPPLIE!FIJOl.IA 
fDENTlfl'tcATION NUt.iBEFI: 

NAME OF PROVreeR CA SUPPUEA 

SAN Ll:.ANDRO ,..eALTHCAAE caNTER 

(X4) ID 
PREFIX 

TAO 

SUMMARY STATeMEl'fT OF DEFICll!NCI~ · {l:ACH DEFICl!:NCY MUST SE PRSCEDEO BY Fl.ILL REGULATORY OR LSC IDSNtlFYING INFOAMA.TION) 

K 0.29 Continued From page 5 
K 029 NFPA 101 LIFE SAFETY CODE STANDARD ss.,o 

One hour fire rated construction (With :y, hour fire-rated dooni} or an awroved automatic fire extinguishing system in accordance With 8.4. 1 and/or 19.S.5.4 protects hazardous areas. When the approved automatic fire extinguishing s~tem option is used, the areas are separated tram other spaces by smoke re!iisting partitions and doors. Doors are self-closing a.'nd nOh-rated or field-applied protective plam that do not exceed 48 inches from the bottom ot the door are permitted. 19.3.2.1 

lhis STANDARD is not met as evidenced by: Based an observation, the facility failed to maintain their hazardous areas. as evidenced by one door to a hazardous area that failed to latch, and by one door to a hazardous area that was obstn.Jcted. Thi! deficient practice could result in the spread of smoke and fire in the event of a fire. This affected 1 of 4 smoke compartments. 

Findirigs: 

During the facility tour with the Maintenance Staff on 12/30/1a, the haZardous areas were observed. 

1. At 8:4a p.m., the Cloor to the Pantty in the Kitchen failed to latch when pulled closed. The room was over fifty square feet Jn size. 

2. At 3:49 p.m., the interior door located in the Pa11try In the K'rtchen was obstructed by a plastic orate. The room was over fifty square feet In size. 

Eve11t IO.SUHN21 
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K029 
K 029 029 

1. Spec:fflc Aeffon and/Or measures to 
Comci the deficiency 

The door to the hazard1;1us areas now 
latches and also nothing obsttuots the ooor 

a Who will be directly raeponslble for 
th 1· comeHve ·action 

Malntenat1ce supervl$0r er his designee 

3. What m1asures will be put in place or 
systematic changes th1 facility will 
maka to ensur« lhat the deficient 
practice dOQ: not recur 

The maintenance eupervllor or his 
designee wlM oonduct monthly rounds 
to ensure !he doer to the hmn:lous 
area latches and nothing is ob8trucllng 
.it. 

4. How the facility plans to monitor Its 
perfonnance to make sure solutions 
are sustaJnecl 

The maintenance supervisor will give 
his inspection report to the QA team 
on a monthly basis. The QA team will 
decide If any acflons should be taken. 

1 13 

"" COMF'l.EnON 

""' 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

r1ENT•00 ~0 ME & M•DICAID 0 •='1CES 

STATEMENT OF OEFICIENClliS 
AND PLAN OF C'.OFIAECTION 

(X1) PROV1DEFl/9UPF'Lil!FIJOLIA 
IDENTIJ=ICATION NUMB!:FI: 

NAME OF PROVIDER OR SUPPLIER 

SAN 1.EANDRO HEALTHCAaE CENTER 

()(4) ID 
PAeFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH OEFICENCV MUST BE PRe:CEOliO BY FULL 
Al!GUl>.TOFIY OR LSC IDl!iNTIFYING INF"OFIMATIONJ 

K 046 Continued From page 6 

K 046 NFPA 101 LIFE SAFETY CODE STANDARD 

Emergency tigl:'lting·of at least 1 Y2 hour duration Is 
provided in accordance with 7.9. 19.2.9.1. 

This STANDARD Is not met as evldenoed by: 
Based on document review and interview, the 

facility failed to m&intairi their emergency lighting, 
as evidenced by the lack of documentation 
regarding the monthly and annual testing and 
ma~n~enance 1?" the emergency lighting. This 
deft0rent practice could result in the failure to 
p~ide backup llghting in the event of a power 
failure, and a delay in evacuation. This affected 4 
of 4 smoke compartments. 

NFPA 101. 2000 Edition 
7.9.3 Periodic Testing of Emergency Lighting 
Equipment. A functional test shaU be conducted 
on ev'ry required emergency lighting systenl at 
30-day Intervals for not less than 30 seconds. An 
annual test shalt be conducted on every requited 
battery•powerad emergency llghting system for 
not less than 1 1/2 hours. Equipment shall be 
fully operational for the duration of the test. 
Written records of viaual inspections and tests 
shall be kept by the owner for inspection by the 
authority having jurisdiction. 

Exception: Selt~testing/self-dla.gnostic, 
battery-operated emergency lighting equipment 
that automatically pertorms a test for not less 
than 30 seoondS and dlagnoStic routine not less 
than once every SO days and indicates failures by 
a status indicator shall be exempt from the 
30~day functional test, provided that a visual 
inspection is performed at 30-day intervals. 
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K046 

K046 
K046 

1. Specific Action andfor measures to 
correct the deficiency 

The faC1lity performed a fUnctlonal test on 
every required emergency lightlng system 
in the facility. 'Ne Will also Gonducl this 
test every 30 days for not less than 30 
seconcla. 

2 .. Who will be directly responeible for 
the corrKtlve adion 

Maintenance supervisor or his designee 

3. Whit measurts wilt be put In place 
or •yttemadc changes the flcillty will 
make to ensure that the dlflclent 
pr.actlet1 dots not reeur 

The malnl!nm1oe supeivisor or deslgnee 
will tonduct this test on a monthly b.iisis 
end address any issues. This test will be 
documented and flied. 

4. H<>w""' iaelllty plans to monitor II& 
performar1ca to make sure solUtions 
are sustained 

The maintenance supervisor will g'ive 
his lnspe~on report to ttie QA team 
on a monthly basis. The QA team will 
decide if any actions should be taken. 

1 
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NAME OF l>FIOV11)1!!F1 OR SUF>PUER 
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TAG ~GULA TORY OFI 1.,.90 lDBNTIFYlNG INFORMATION) 

K046 Continued From page 7 

Findings: 

Oul1ng the facility tour with the Maintenance Staff 
on 12/30{13, the documentation for the testing 
and maihtenanoe of the emergency lighting 
equipment was requested 

At 3:06 p.m., there was no documentati;Jn 
regarding the- monthly or annual testing.and 
maintenance of the facility's emergency light 
located In the generator area. 

The Maintenance staff stated the form had been 
given to a staff member, butther'E! were no 
records to Indicate that the testing was 
conducted. 

The emergency lighting worked proper1y when 
tested by the Maintenance Staff. 

K062 NFPA 101 LIFE SAFETY CODE STANDARD 

SS•D 
Required automatic sprinkler systems are 
continuously malntalned in reliable opera1lng 
condition and are inspected and tested 
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA25, 
9.7.5 

This STANDARD is not met as evidenced by: 
Based oh observation, the facility falled to 

maintain their automatic sprinkler system, aa 
evidenced by one sprinkler that did not have 18 
inc/:'les of clearance. This deficient practice could 
result in an obstruction to the sprinkler's spray 
patterns in the event Of a fire. ihis affected 1 of 4 
smoke compartments. 

~M CMS·2G&7(02.QQ) Pl'IVlous Vl!!ralOl'lg ObeQtele Event IO:SUHNil1 

SANLEANDR!l-EALTHCARE 

(X2l MULTIPLE GONSTFIUc"ftON 

A. BUILDLNa 01 - MAIN BUILDtNG 01 

8.WING -

STRl!l!T ADDRESS, CITY, STA.Te:, ZlP COOE 

368 JUANAAVENUS 

SAN LEANDRO, CA 94577 

PAGE 09/13 
F'AINTED. 01{0f/2014 

FOFIM APPFIOVE!D 
nMR NO. nooe-0301 

(X3) DATE SUAVEY 
COMPLETED 

1 13 

ID PFIOVIDEFl'S PLAN OF COFIFllCTION "'" PFIEFDC (EACH CORRECflVI ACTION $H0ULD BE C()MPl..li'flON 

TAO CFIOSS·Rl!fll!RENCED TO THE APl'ROPRIA1'! "'"" DEFICIENCY} 

K046 

" 

K062 
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DEPARTMENT OF HEALTH AND HUMAN SERVICES 

"ENTER~ onA MED'~'AE & MEntCAID SERVICES 

STATEMENT OF OEFIGIENclES 

l".ND PLAN OF COM!'.CTION 
{X1) -PAOV10Ef!JSUPPLIEA/CL!A 

lO!NTIFICATION NUMBER: 

NAME OF PFIOVIDER 0A SUPPL!fA 

SAN LEANDRO HEALTticARE CENTER 

(l(4) ID 
PRl!FIX 

TAG 

SUMMARY SIATEMEiNT OF DEFICll;;NC\E5 

(EACH OEFICl!NCY MUST BE PFIEOEOfiD BY FULL 

REGULATORY OA I.SC ID!:NT!FYING INFOF\MATION) 

K 082 Continued From page B 

K064 

NF~A 101, 2000 Edition 
19,7.6 Maintenance and Testing. 

NFPA 101, 2000 Edltkln 

4.6.12 Maintenance and Testing 

4.6.12.1 Whenever or wherever any device, 

equipment, system, condition, arrangement, level 

of protection, or any other featurlil is required for 

compllanCe With the provl.slons of thlS Ccx:le, such 

device, equipment, s~m. condition, 

arrangement, level of protection, or other feature 

shall thereafter be oontinuou!iily maintained in 

accordance with applicable NFPA requirements 

or as directed by the authority having jurisdiction. 

NFPA 13, 1999 Edition 
5-5.6* ClearanCe to Storage. The clearance 

between the deflector and the top of storage shall 

be 18 inch (457 mrn) or greater. 

NFPA25, 1996 Edmon 
2·2, 1.2 Unacceptable ObStruetions to spray 

patterns shall be corrected. 

Findings: 

Durhi;I the facility toor with the Maintenance Staff 

on 12/30/~a 1 the automatic·sprinkler system was 

observed. 

At 4:05 p.m.,.the sprinkler clearance was 

approximately 5 inches in the Nurse*s Storage 

room located on the second floor. There were 

cardboard bwces stacked on the top shelf 

approximately 5 inches d_lrectly under the 

sprlnkler deflector. 
NFPA 101 LIFE SAFETY CODE STANDARD 

I • 

FORM CMS-2567\02~ Prev~s Vtiirsloos ObSolete Even\ ID.SUHl\le1 

SANLEANDRClEALTHCARE PAGE 10/13 
P~INTED: 01/0212014 

FORM APPROVED 
r ~e .. ,n. l"\03S..".:.'"'1 

(X2) MUL11Pl;.E. CONB"fFIUi::TION 

A. Bll!LO!NG 01 • M.AIN BUILDINO 01 

(X3) CATI! SURVeY 
COMPl.ETEO 

B.WING 

10 
PREFIX 

TAG 

ST~ ,6.DDFIESS, cm, STATE, Z1P cooe 

388 JUAN•AVENUE 

aAJll l&AMDFIO, CA V45n 

l"R0VL08l'S PLAN OF COAAl!C'T10N 

(EACH CORReCT'IVE AC'TION SHOULD B! 

C!ltOSS·Wl!!RENCiO TO TI-I! ,APPAOPRIAIE 
D~CIENCY) 

K062 
08 " 2 

K064 

1. Specific Action a11dror measures to 
correct t1'e deficitncy 

The card boefd boxes on the top shelf were 

removed anc1 now nothing is under the 

sp!'i'lkler. tt now meetll lhe 18 iftdl 

compliance. 

1 Who Will be directly roopons\ble tor 

· the correatiVe 1i:tion 

Maintenance supervisor or his deslgnee 

3. What measures wlll be put In P'ace 

.... -

or systematic Changes the facilif;y will 

make to ensure ttlat the deflclent 
practice does nat l'ICUI' 

The maintenance sup&rvl$OI' wlll conduct 

rounds to ensure that there are no items 
Within 1 B incties of the sprinklers. These 

rounds wm be dOCumented. 

4. tlow the facility plans to monitor its 
performance to make sure solutions 

are st1st1ined 

The malntenence supervitor wm glV! 
his in$peetion report to the OA team 

on a month!y blt!ls •. ThB QA team will 

decide If any actions sl'louk.I be taken. 

1 13 
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K064 Contihued From page 9 
SS•O 

Ponable fire extinguishers are provided in all 
health care occupanciea in accordance with 
9.7.4.1. 19.3.5.6. NFPA 10 

This STANDARD Is not met as evidenced by: 
Based on observation and interview, the facility 

failed to maintain their fire extinguisher's, as 
evidenced by one ponable fire extingUisher that 
was undercharged, end bye K-flre extinguisher 
that was mounted higher than 60 inches above 
the floor. This deficient praC1ice could result in 
the fire extinguisher's inability to &xtinguieh a fire, 
and in a delay in access to the fire extinguisher in 
the event Df a fire. Thi!;; Bffected 2 of 4 smoke 

' compartments. 

NFPA 101, 2000 Edition 
9. 7.4 Manual Extinguishing f:quiprnem:. 
9. 7 .4.1* Where required by the provisions of 
another section of this Code, portable fire 
extinguishers shall be installed. inspected, and 
maintained In accordance with NFPA 10, 
StaF'ldard for Portable Fire Extingufsliers. 

NFPA 10, 1998 Edition 
1-6.2" Poi'table fire extinguishers shall be 
maintained in a fully charged and operable 
oondltlon, and kept in their designated places at 
a~ time when they are net being use. 

1 ·6.1 D Fire extinguishers having a gross weight 
not exceeding 40 lb (18.14 kg) shall be installed 
so that the top of the fire extinguisher Is not more 
than 5 ft (1.53 m) above the floor. Fire 

e111!1'1 ID: SUHN21 

s.o.NLEANDRDl-£ALTHCARE PAGE 11/13 

PAINl"EO: 01/02/2014 
FORM APPROVE.D 

r MB NO OA31l-0391 
(X2) MULTIPLE CONSTRUCTJON (X8) DATI!! SUPIVEY . 

A. 6Ull.DING 01 • MAIN BUILDING 01 COMPl.!T!D 

!!.WING , 13 
~EET ADOFIESS, CITY, STATE, ZIP CODE 

368 JUA.NAAVENU& 

SAN LEANDRO, CA 94577 

m PR0VIOl:FI'$ PLAN OF OOAFIECTION "" f>REFIX (EACH COFIFIEOTMi ACTION SHOULD ee ~"" 
TAG CAOSS-FIEFiRENCEO TO THE APPROPRIATE °'" DEF1CIENCYJ 

KoM 06' 

1. Spectftc Action 8nd/tlr measul'.ff to 
cori:ect the deficiency 

The p0rtable fire extinguisher that was 
undercharged has now been replaced 
with a new one. The k;.flre extinguisher Is 
now less than 60 inche$ above the fiOOf. 

2. Who wlll be directly responsible for 
the colTtCllve action 

Maintenance supervisor or his designee 

3. What measures will be put in place 
or systematic changes the facillty wlll 
rnake to ensurOthat: the deficient 
practice· does not recur 

The maintenance supervisor wtll conduct 
monlhly rounde to ensure AV 11re· 
extinguishers are properly c~arged and in 
~' proper posiUoo. 

4 .. How the fscllily plans to monitor ib 
perfonnane. to make sure soluttons 
are sustained 

The maintenanee supervisor will give 
his inspection report to the QA team 
on a monthly baais. The QA teafll will 
decicle If any acliOl'IS Sh OU lei be taken. 

Faclity ID: CAD20000077 If oon'linuallon shtet Page 1 O of 12 
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IJEPARTMENl OF HEAlTH AND HUMAN SERVICES 
""NT~~" FOR MEDICARE & MEDICAID 00RVIC00 

SiATEMENT OF OCFIOIENOleS {X1) PROVIDER/SUPf'i.IEA}CLIA 
AND PLAN OF CORRECTION IDENTIFICATION NUM!IEA: 

056346 
NAME OF PROVIDER DFI SUPPLIER 

SAN LEA~RO HEAl.THCARE CENt'EA 
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TAG REGULATORY OR LSG IDENTIFYING INFORMATION) 

K064 Continued From page 1 o 
extinguishers having a gross weight greater than 
40 lb (1 B.14 kg) (except wheeled types) •h•ll be 
so installed that tile tqp of the fire extinguisher Is 
not more than 3 'h ft (1 .07 m) above the floor. Jn 
110 case shall the clearance between the bottom 
of the fire extinguisher and the floor be less th.an 
4 in. {10.2 om). 

4-3.1 Frequency. !="ire extinguishers shall be 
inspected Ylhen initially placed in service and 
thereaftet at approximately 30-day Intervals. Fire 
extinguishers shall be inspected at more frequent 
lnterwls wtien clreum.stences require. 

4-3~2"' Ptooedures. F'eriodlC inspection of fire 
extinguishers shall include a, check of a least the 
following Items: 
(a) Location in designated Place 
(b) No obstruction to access or visibilfly 
(c) Operating instructions on name~ate legllle 
and facing outward 
(d) 11$atety seals and tamper indicators not 
broken or missing 
(e) Fullness detennlned by weighing or fthetting" 
(f) Examination for obvious phyi;;ical damage, 
corrosion, lsaks.ge, or clogged 
nozzle 
(g) Pressure gauge reading or indicator in the 
operable range or position 
(h) Cond'rtion of tires, wheels, carriage, hose, and 
nozzle checked (for wheeled units) m HMIS label in place 

Findings: 

Ou ring the facility tour with the Maintenance Staff 
on 12/30/13, the fire extinguishers were 
observed, 

JANI CMS-2M7(02-99) ,ior~fOl.la Versions obsolete Evon1 IO:SUHN:ic1 

SANLEANDROl-EALTHCARE 
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B,WINQ 

STR!!f:T ADOt:IESS, CITY, STAT!;, ZIP cooe 
3118 JUANAAV&:NUE 

SAN LEANDRO, CA 94877 

PAGE 12/13 

~RINTeO: 01f02f~014 
FORM APPROVED 

OMB''"· 91 
(j('fj MT! SURVEY 

COMPLETED 

1 13 

ID PROVIDER'S PLAN OF CORRECTION )~) PREFIX (EACH CORRECTIV!iiACTION Sl-IOULD BE ODMl'l.ET!Ot-1 
TAG CROSS·FIEFEFIE!NCED TO THE APP~RIAiE ... 

OEFICll!NCY) 

K064 

Fadity 10: CAO:ll(lQl;loo77 If continuation sham Page 11 ot12 



01/17/2014 05:31 5103573014 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENT~Qo FD" MEDICARE & MEOICAIO 0 "RVICEo 

STATEM!i'Ni OP: bliPIGIENCIES (X1) PAOVIOE!WUPPUEP\ICLIA 
AND PLAN OF CORAECTION IDENTIFICATION NUM!eF1: 

056346 
NAME OF PROVIOl!R OR SUPPLIER 

SAN LEANDRO HEALTHCARE CEKTI!A 

(X4l 10 SUMMARY STATE!MeNT OF DEFICIENCIES 
"PIE!F'IX {EACH D~P:ICteNCY MUST BE PREC&:DliO BY FULL 

TAG REC3ULATOAY OR LSG IDENTIFYING INFORMATION) 

K 064 Continued ~rom page 11 
1. At 3:29 p.m., the ponable ABC fire 
extinguisher located near Nurse's Station 2 was 
undercharged. The needle pointed to the red 
zone marked recharge. The certification tag 

( indicated the last inspection was on 12/3/13. 

The Maintenance Staff confirmed the fire 
extinguiSher was undercharged, and the needle 
pointed to the red i:one marked recharge. 

2. At 3:50 p.m., the K·fire extinguisher located 
the Kitchen was mounted approximately 67 
inches from the floor to the operable handle. 

evem 10: suHN21 
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