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Building Rehabilitation
Repair, Renovation, Modification, or
_Reconstruction
. Any building undergoing repair, renovation,
. modification, or recanstruction complies with both |
of the following: :
* Requirements of Chapter 18 and 19 i
* Requirements of the applicable Sections 43.3, I
434,435, and 438
18.1.1.4.3,19.1.14.3,431214 :
: Change of Use or Change of Occupancy
- Any building undergoing change of use or change
- of occupancy classification complies with the
: requirernents of Section 43.7, uniess permitted by I
148.1.1.42¢r19.1.1.42
18.1.1.4.2{467 and 46.11), 18.1.1.42 (487
cand 46.11), 43.1.2.2 (43.7)
' Additions
Any building undergoing an addition shalli comply .
- with the requirements of Section 43.8 [fthe
building has a common wall with a nonconforming !
building, the common wall is a fire barrier having
. at least a 2-hour fire resistance rating constructed
‘ of materials as required for the addition.
t Communicating openings occur only in corridors
" and are protected by approved self-closing fire
doors with at least a 1-1/2-hour fire resistance
rating Additions comply with the requirements of
- Section 43 8. !
:18.1.1.4.1{4.6.7 and 4.6.11), 18.1.1.4.1.1 (8.3),
118.1.1.4.1.2,18.1.1413,19.1.1.41 {46.7 and
F4.6.11), 1911411 (8.3}, 19.1.1.41.2,
19.11.4.1.3, 43.1.2.3(43.8)
This STANDARD is not met as evidenced by:
Surveyor: 28665
Based cn observation and interview, the facility
: failed to ensure the safety of residents during
“construction. This was evidenced by one
. construction area that was not secured against

K 111-on 117117, Leak was patched accordingly.
Residents near construction area were affected.
|
Eln-sewice gonducted to maintenance stafl by
| administrator on 1/18/17 to secure room |
construction areas by locking the doorand .
posting the necessary permit. Project manager -
‘was informed by administrator to provide copy
rof building permit prior to initiating any building |
-construction. Maintenance staff will conduct
.inspection to construgtion areas to ensure
Ipermit is posted, areas are secured and doors
|are lacked. Any indetified problems will be

corrected immediately.

\ Maintenance staff will conduct facility rounds

. during and after rain to ensure roof leaks are
fixed immediately. Facllity hired professional
roofer to conduct general roof repair to prevent -
lleaks in the facility. Project completion date
12124117,

QA committee will review monthly reports by !
maintenance staff an construction areas and
roof leaks to ensure prompt corrections are
implemented on any identified problems. QA
committee will recommend additional corrective
;actions as needed.

;;This correction will be monitored by |
' administrator and maintenance staff for ‘
 continued compliance. |
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K211 Continued From page 10

_distance of at least 10 ft (3050 mm).

i (f) The fixed furniture is Iocated so as to not
obstruct access to building service and fire
protection equipment. .
(@) Corridors throughout the smoke compartment .
are protected by an electrically supervised ! .
automatic smoke detection system in accerdance i
fwith 19.3.4, or the fixed furniture spaces are '
arranged and located to allow direct supervision

| by the facility staff from a nurses’ station or
similar space.

th} The smoke compartment is protected
throughout by an approved, supervised automatic
sprinkler system in accordance with 19.3.5.8,

K211:

19.2.3.5 The aisle, corridor, or ramp shall be ‘ ;

- arranged to avoid any obstructions to the i

- convenient removal of nonambulatery persons ‘
carried on stretchers or on mattresses serving as
strefchers.

' Findings:

- During a facility tour with Maintenance Staff 1 :
from 1/5/17 to 1/6/17, the egress corridors were
. observed,

1. At 10:15 a.m., on 1/5/17, there was a portable
; heat pump in the egress corridor next o Room 18
- that was exhausted into an HVAC vent. The heat |

- pump protruded approximately 2 feet 4 inches
info the egress corridor,

| 2. At10:33 am., on 1/5/17, there was a portable :
i heat pump in the corridor next to Room 12 that ! Z '
! was exhausted into an atlic access door. The !

i heat pump protruded approximately 2 feet 2
i Inches into the egress corridor,

! |
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| 3. At 10:52 a.m., on 1/5/17, there was a poriable

" heat pump in the corridor next to Room 1 that
was exhausted into an attic access door. The
heat pump protruded approximately 2 feet 3
inches into the eqgress corridor.

4. At 1104 am., on 1/5/17, the portable heat
pumps were fabeled with stickers indicating that
i they were rented. Administrator 1 provided the
i rental agreement which showed that eight "1 ton
! portable heat pump" units were rented by the
| facility since 11/29/186.

“5 AL 11:07 a:m., on 1/5/17, there was a portable
t heat pump in the ¢orridor near the front entrance
i that was exhausted into an attic access door.

' The heat pump protruded approximately 2 feet 4
=| inches into the egress corridor.

(6. At11.25 a.m., on 1/5/17, there was a portable
} heat pump in the corridor near Room 39 that was
| exhausted into an attic access door, The heat

" pump protruded approximately 2 feet 2 inches

- into the egress corridor,

| 7. AU11:32 am., on 1/5/17, there was a portable

- exhausted into an atlic access door. The heat
| pump protruded approximately 2 feet into the
| 8gress corndor,

8. At11:50 am., on 1/5/17, there was a portable
heat pump in the corridor next to Room 22 that
was exhausted into an attic access door. The

heat pump protruded approximately 2 feet into
. the egress corridor,

19, At 11:56 a.m., on 1/5/17. there was a portable
+ heat pump in the corridor next to Room 26 that

. heat pump in the corridor near Room 43 that was |
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1 10.18.2.4 1 Verification shall ensure that the \ ;
installed system |
includes all components and functions, that those
components and functions are installed and l
operate as required, that the system has been !
100 percent acceptance tested in accordance ; _ !

. with Chapter 14, and that all required | |
documentation has been provided to the system ! ’

owner.

Exception: Where the installation is an extension, -

maodification, or

recanfiguration of an existing system, the ! ,

. verification shall be required 1 | |

. for the new work only, and reacceptance testing

" in accordance with

" Chapter 14 shall be acceptable,

10.18.2.4 3 Verification shall include written
. confirmation that any required corrective actions . :
! have been completed.

| Findings:
! During a facility tour with Maintenance Staff 1
I from 1/5/17 to 1/6/17, the fire alarm system . '

project documents were requested. : ' |

1. At12:22 pm., on 1/5/17, public records on the |
; OSHPD website showed that the faciiity had an
open project related to the installation of the fire
. alarm system panel. The documents refated to i
! the project were requested from Administrator 1
| and Maintenance Staff 1. "

During a telephone interview with the fire alarm : |
' vendor at 2:15 p.m. on 1/6/17, he stated thatthe | |
OSHPD FLSO has signed off on the system but
the ACO had an issue with the electrical wiring 1
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K 341 Continued From page 18 K 341 : :
- controlting the door holders. He stated that the | .
work had not been completed yet. ' '
At 2:05 a.m, on 1/6/17, Administrator 1 provided :
a permit for the project 5150275-56-00, issued on .
4/1415, for the replacement of the fire alarm
- system.
| At9:26 a.m_, on 1/6/17, the field visit report from !
: the FLSO inspection on 7/13/16 showed that she | |
: approved the fire alarm system and indicated that | !
- the project was at 95% completion pending the ' ;
ACONOR Inspection. The field visit report from !
the ACO inspection on 11/17/16 indicated "the : |
glectrical pane! which serves the fire alarm shall ' ;
 have the panel schedule updated per CEC |
1408.4." : |
" The final approval from OSHPD had not yet been ,
' issued pending the completion of the electrical :
»work noted by the ACQO. : \
K 362 i NFPA 101 Corridors - Construction of Walls K 362 |Parts were secured and maintenance siaff 2162017
8G=£" 'installed. on 1/41/17 plates behind the following
Corridors - Construction of Wails tablets on walls next rooms 14, 15, 5, 38, 41, 47|
2012 EXISTING and corridor across from the nurses stations.
- Cornidors are separated from use areas by walls .
: (r:;t?nfér.ulﬁt?&Irgzr?r:}i?earz?ﬁngi;rcfgi;Z?-]litfa:?se, Residents near the identified rooms are affected;
partiticns are only required to resist the transfer of )
smoke. In nonsprinklered buildings, walls extend In-service conducted on 1110117 and 111817 to
| to the underside of the floor or roof deck above imaintenance staff by administrator o ensure to |
| the ceiling, Corridor walls may ferminate atthe ‘maintain integrity of corridor wall construction.
i underside of ceilings where specifically permitied | :
| by Code. o . | Maintenance Supervisor will conduct monthly
: F|xed fire wlndow assembiies in cor(tdor \fualls are | corridor inspection to ensure it is free of
_ in accordance with Section 8.3, bUt n sg?rink!ered penetrations. Any identified problems will be
i compartrments there are no restrictions in area or . .
fire resistance of glass or frames. corrected immediately.
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K 362, Continued From page 18 K 362!
i from 1/5/17 to 1617, the corridor walls were

; observed

©1. At 10:39 a.m., on 1/5/17, there was a mount |
| with a tablet on the corridor wall next to Room 14, § _ ,
| There was an approximately 3 inch by 2 inch ' '
| rectangular penetration in the corridor wall behind |

the mount with a cord going through, |

During an interview at 10:40 a.m., Maintenance |
Staff 1 stated that the tablets were installed :
l. earlier this year by personne} from corporate. ; ‘
2. At10:42 am., on 1/5/17, there was a mount | !
| with a tablet on the corridor wall next fo Room 15, : 5
| There was an approximately 3 inch by 2 inch f }
! rectangular penetration in the corrider wall behind ‘ :

| the mount with a cord going through. : ; |

;3 -AL10:49 a.m, on 1/5/17, there was a mount '

| with a tabiet on the corridor wall next to Room 5.
There was an approximately 3 inch by 2 inch

¢ rectangular penetration in the corridor wall behind

the mount with a cord going through,

4 At 11:28 a.m., on 1/5/17, there was a mount
| with a tablet on the corridor wall next to Room 38. | : |
. There was an approximately 3 inch by 2 inch
: rectangular penetration in the corrider wall behind | |
' the mount with a cord going through. ‘

6. At 1136 a.m., on 1/5/17, there was amount \

| with a tablet on the corridor wall next to Room 41, - ‘ :
There was an approximately 3 inch by 2 inch :
 rectangular penetration in the corridor wall behind \
the mount with a cord going through.

! 6. At 11.37 a.m., on 1/8/17, there was a mount !

i with @ tablet on the corridor wall next to Room 47, l
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- Building Services - Other
List in the REMARKS section any LSC Section
18.5 and 19.5 Building Services requirements that
are not addressed by the provided K-tags, but are
~deficient. This information, aiong with the !
! applicable Life Safety Code or NFPA standard i
citation, should be inciuded on Form CMS-2567 . |

: This STANDARD s not met as evidenced by:

© Surveyor: 29665

: Based on observation, record review, and ‘
interview, the facility failed to maintain the fusible
link fire dampers in their air vents. This was

+ evidenced by one fusible link with paint and by ne -
records of inspecting and testing the fire

dampers. This affected five of five smoke
compariments and could result in the faster
spread of smoke and fire through the HVAC
system,

_NFPA 101, Life Safety Code, 2012 Edition,
''9.2.1 Air-Conditioning, Heating, Ventilating
Cuctwork, and Related Equipment.

(x40 | SUMMARY STATEMENT OF DEFICIENCIES [s} PROVIDER'S PLAN OF CORRECTION i {25
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED 0OY FULL 1 PREFIX {EACH CORRECTIVE ACTION SHOULD BE POCOMPLETION
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K362 Continued From page 19 i K 362 i
i There was an approximately 3 inch by 2 inch ! '
' rectangular penetration in the corridor walf behind | !
: the mount with a cord going through. i i :
| . | E
. 7. At11:49 a.m., on 1/5/17, there was a mount | | |
with a tablet on the corridor across from the | :
. nurses station. There was an approximately 3 | '
| inch by 2 inch rectangular penetration in the i :
" corridor wall behind the mount with a cord gaing ‘
through, , |
K 500 - NFPA 101 Building Services - Other ‘ K 500 iProvider was in the building on 1/10/17 and i 282017
§8=F - '

‘Started servicing the 52 dampers, Dampers were
certified to be in good condition on 1/117/17.

E,AH residents are affected,

In-service conducted on 1/10/17 and 1/18/17 to |
ensure that dampers are serviced according 1o _
schedule. i

Maintenance Supervisor will review, annually, |
damper records of services to ensure that next
damper service should be done timely. Any

identified problem will be corrected immediately.

QA committee will review quarterly on damper
services report 1o ensure prompt corrective
action on any identified problems.

This correction will be monitored by
Maintenance Supervisor for continued
compliance.
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K 500 Continued From page 20 . K500,

Air-canditioning, heating, ventilating ductwork, | | :

' and refated equipment shafl be in accordance : |
with NFPA 90A, Standard for the Installation of |

- Air-Conditioning and Ventilating Systems, or ' |

" NFPA 90B, Standard for the Installation of Warm |
Air Heating and Air-Conditioning Systems, as :
applicable, unless such installations are approved '

~existing instaliations, which shall be permitted {o

: be continued in service.

! NFPA 90A, Standard for the Installation of

- Alr-Conditioning and Ventilating Systems, 2012
Edition

" 5.4.7.1 Fire dampers, including their sleeves,
smoke dampers; and ceiling dampers shall be |
installed in accorgance with the conditions of their

listings and the manufacturer's instaliation
instructions and the reqoirements of NFPA 80, l |
Standard for Fire Doors and Other Opening | |
! Pratectives. '

- NFPA 80, Standard for Fire Doors and Other
! Opening Protectives, 2010 Edition.

i 19.4 1 Each damper shall be tested and ; |
inspected 1 year after installation. ' . ;

19.4.1.1 The test and inspection frequency shall |
. then be every 4 years, except in hospitais, where
the frequency shall be every 6 years, _ .‘
| 19.4.2 All tests shall be completed in asafe |
* manner by personnel wearing personal protective | _

equipment. i

:19.4.3 Full unobstructed access fo the fire or
combinatiopn fire/ smoke darmper shall be verified
and corrected as required.

- 19.4.4 |f the damper is equipped with a fusible
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K 511 Continued From page 23

This STANDARD ts not met as evidenced by:
Surveyor: 29665
Based on cbservation, record review, and
linterview, the facllity failed to maintain the
appliances connected to natural gas lines. This
-was evidenced by one water heater that was
' labeled as “out of service," and by instaliation of a |
new water heater and two industrial clothes :
dryers without a permit from the AHJ. This could
. resultin the increased risk of detachment of the
1 gas lines from the appliances and cause fire and
| expiosion. This affected one of five smoke
| compariments,

| NFPA 101, Life Safety Code, 2012 Edition,

} 18.6.1.1 Ulilities shall comply with the pravisions

i of Section 9.1

"9.1.1 Gas. Equipment using gas and related gas

; piping shall be in accordance with NFPA 54,

- National Fuel Gas Code, or NFPA 58, Liquefied
Petroleum Gas Code, uniess such installations

. are approved existing instaliations, which shali be |

. permitted to be continued in service.

NFPA 54, National Fuel Gas Code, 2012 Edition.
1.5 Enforcement. This code shall be administered
i and enforced by the authority having jurisdiction
| designaled by the governing authority
|

5.1.1 Instaftation of Piping System. Where !
. required by the authority having jurisdiction, a

: piping sketch or plan shall be prepared before ;
: proceeding with the insiallation, The plan shall

- show the proposed location of piping, the size of
_different branches, the various load demands,

j and the location of the point of delivery.

K 511 Second Month
- Submission of plan to OSHPD for review and |
‘ plan adjustment as needed.
“Third Month

|- OSHPD inspection and final approval of

‘ project and issuance of permit.

"Maintenance Supervisor will conduct weekly

inspection of laundry dryer and waler healerto
_ensure they are in good working condition. Any
“ problem will be corrected immediately.

; Staff received in-services from facility fife safefy
- provider regarding emergency situations that
“include fire drills, disaster drills and other

| emergency situations. This will ensure staff are
*capable of handling emergency situations.

. |
- QA committee will review quarlerly reporis on
laundry dryer permit and water heater permit to #
ensure prompt corrective actions are
implemented on any identified problem.

This correction will be monitored by

i Administrator and Maintenance Supervisor for ‘
continued compliance.
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13 At10:24am., on 1/5/17, there was anew |
| tankless water heater attached to natural gas :
lines next to the out of service water heater, |

During an interview at 10:25 a.m., Maintenance i
. Staff 1 stated that they replaced the previous ;
| tankless water heater this year.

: During a telephone interview with the QGSHPD
ACO on 1/5/17 at 11:51 a.m., he stated that the

! faciity did not abtain permits for the new dryers or,

i the water heater replacement. !

AL 11:30 a.m., on 1/6/17, invoices provided by
Maintenance Staff 1 showed that one dryer was
Vinstaited on 12/21/15 and one was installed on
6/1/16. The invoices also showed that the water
. heater was replaced on 6/2/16 ;
K 5211 NFPA 101 HVAC '
83=F ! '
‘ HVAC \
i Heating, ventitation, and air conditioning shall ;
' comply with 9.2 and shali be installed in |
i accardance with the manufacturer's i
! specifications.
+18.5.2.1,19562.1,82

i

|
" This STANDARD is not met as evidenced by:
Surveyor: 28665

Based on observation and interview, the facility
" failled to maintain their HYAC system. This was
, evidenced by the fallure of the central heating
" systern and the use of portable heat pumps
| throughout the facility. This was alsa evidenced |
. by one of those porlable heat pumps that was

1
|
i
|
[
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K 511 ’!

K 521yindow. Egress corridor next to yoom 18, room

The following porlable heat purnps were
telocated to empty rooms and exhausted lo the /612017
12, room 1, front entrance, room 39, room 43,

roam 22 and room 26.

l l

Majority of residents are affected. '

Wanver - :
Greenfield Care Center of Filmore is requesting
waiver for a period aof three (3) months or more
for the use of 10 cammercial heat pumps :
located in the empty reoms. Replacement of
facilitiss HVAC system will cause undue

financial hardship to facillty.
5Construction Milestones

iFirst Month :
|- Hire provider, architect and structural engineer,;
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K 521" Continued From page 26

exhausted into an air vent of the central HYAC
. system and by other heat pumps that were
- exhausted into shared attic spaces in the egress
- corridor, This affected 69 of 89 residents and
. could result in increased harm to residents,
visitors, and staff

i NFPA 101, Life Safety Coda, 2012 Edition.

- 18.5.2.1 Heating, ventilating, and air-conditioning

" shall comply with the provisions of Section 9.2
and shall be instalied in accordance with the

i manufacturer's specifications, unless otherwise

- modified by 19.5.2.2.

| 19.6.2.2 Any heating device, other than a central
| heating plant, shall be designed and installed so
that combustible material cannot be ignited by the
i device or its appurienances, and the following
requ1rements also shall apply: |
| (1) If fuel-fired, such healing devices shall comply
j with the foilowmg
i (@) They shalt be chimney connected or vent |
| connected. i
" {b) They shall take air for combustion directly
from the outside.
{c) They shall be designed and installed to
. provide for cormplete separation of the
; combustion system from
 the atmosphere of the occupied area.
i (2) Any heating device shall have safety features |
I to immediately stop the flow of fuel and shut '
: down the equipment in case of either excessive }
; temperature or ignition failure. -

:9.2.1 Air-Conditioning, Heating, Ventilating
Ductwork, and Related Egquipment.
Air-conditioning, heating, ventilating ductwork,

| and related equipment shall be in accordance

| with NFPA 80A, Standard for the Installation of

K 521 {Wawer Continued) ’

- Drawing of plan, specification and ather related:
!documents to be submitted to OSHPD. |
ISecond Month _.
- Submission of plans, specification and other ‘,
related documents to OSHPD for approval of the,
project. i
- Plan adjustment as needed per OSHPD
icompliance.

Third Maonth

- Construction of the project.

- QSHPD final inspection and approval.

- Signing off of the project to OSHPD,

Staff received quarterty in-services from Life
Safety provider regarding fire drifls, disaster
dnlls and other emergency drills to ensure staff |
uaare capable of handling emergency situations, i
{Waiver Completed)

JIn-service conducted on 1/10/17 and 1/18/17 to
maintenance staff by administrator to ensure
‘that hallways are free of obstruction at all times. ll
Maintenance supervisor will conduct daily |
rounds to ensure hallways are freg of ;
obstruction at all times. Any identified problems
will be corrected immediately,

1QA committee will review monthly reports by
imaintenance supervisor on hallways obstruction’
ito ensure prompt corrective actions are
Jmplemented on any identified problems.

|
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| Air-Conditioning and Ventilating Systems, or

- NFPA 908, Standard for the Installation of Warm
Alr Heating and Air-Conditioning Systems, as
applicable, unless such installations are approved
existing installations, which shall be permitted to
be continued in service.

. NFPA 90A, Standard for the Instaflation of

¢ Air-Conditioning and Ventilating Systems, 2012

| Edition.
4.3.3.1 Pipe and duct insulation and coverings,

: duct linings, vapor retarder facings, adhesives,

| fasteners, tapes, and supplementary materials

| added to air ducts, plenums, panels, and duct

| silencers used in duct systems, unless otherwise

i provided forin 4.3.3 1.1 or 4.3.3.1.2, shall have,

. in the form in which they are used, a maximum

: flame spread index of 25 without evidence of
continued progressive comtbustion and a

. maximum smoke developed index of 50 when

! tested in accordance with ASTM E 84, Standard

- Test Method for Surface Burning Characteristics

. of Building Materials, or with ANSI/UL 723,
Standard for Test for Surface Burning

. Characteristics of Building Materials. Pipe and

- ductinsulation and coverings, duct linings and
their adhesives, and tapes shall use the
specimen preparation and mounting procegdures

| Preparation and Mounting of Pipe and Duct
Hnsulation Materials to Assess Surface Burning
 Characteristics,

:4.3.12.1.1 kEgress corridors in nursing and long

i term care facilities, detention and correctional,
and residential cccupancies shall not be used as

i a portion of a supply, return, or exhaust air

i system serving adjoining areas unless otherwise

I permitted by 4.3.12.1.3.1 through 4.3 12.1.3.4.

i of ASTM E 2231, Standard Practice for Specimen |

K 521! This correction will be monitored by i

‘maintenance supervisor for continued

icompliance.

f Please see F161 for additional corrective

actions.

|
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01/06/2017

GREENFIELD CARE CENTER OF FILLMORE, LLC

K 5217 Continued From page 28

' 4.3.12.1,2 Air movement between rooms and _
| egress corridors in hospitals and ambulatory care
! facilities shall be permitted where the transfer of | !
j air is required for clinical purposes by other '

| standards.

| 4.3.12.1.3 An air transfer opening(s) shall not be ‘ |
permitted in walls or in doors separating egress :
_corridors from adjoining areas.

. Findings:

| During a facility tour with Maintenance Staff 1
i from 1/5/17 to 1/6/17, the HVAC system was :
! observed. |

1 AE10:15 a.m., on 1/5/17, there was a portable

r heat pump in the egress corridor next to Room 18 . ;

| that was exhausted into an HVAC vent. The vent . i
was covered with a plastic tile connected to the '

| exhaust duct and the vent's grille was removed.

2. At 10:33 a.m., on 1/5/17, there was a portable
- heat pump in the corridor next to Room 12 that
_was exhausted into the attic.

|3 At10:52 am., on 1/5/17, there was a portable | '
fheat pump in the corridor next to Room 1 that .
- was exhausted into the attic. i !

4. At 11:02 a.m., on 1/5/17, there was a portable
‘ heat pump in the dining room that was exhausted : :
| through an outside window. ’ '

'5.At11:04 am. on 1/5/17, the portable heat | , |
i pumps were labeled with stickers indicating that | . |
|

' they were rented. Administratar 1 provided the i :
rental agreement which showed that eight "1 ton | ‘
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K 521 Continued From page 28

i portable heat pump” units were rented by the . . ;
 facility since 11/29/16.

6. AL 11:07 am., on 1/5/17, there was a portable
‘ heat pump in the corridor near the front entrance ! :
" that was exhausted into the attic. ’

|7 AL11:25 am., on 1/5/17, there was a portable ;
‘ heat pump in the carridor near Room 38 that was | ‘ '
exhausted into the attic. i :

8. At 1132 a.m., on 1/5/17, there was a portable
heat pump in the corridor near Room 43 that was
exhausted into the attic.

S. AL 1180 am., on 1/5/17, there was a portabie !
"heat pump in the corridor next to Room 22 that
"was exhausted into the attic.

10. At 11:56 a.m., on 1/5/17, there was a portable

heat pump in the corridor next to Room 26 that : i
. was exhausted into the atfic. i | |

-11. At 9:05 a.m., on 1/6/17, alist of construction

_projects not yet finalized by OSHPD were

" provided. Project $150481-56-00, with a permit i i ]

. issued on 8/16/16, was associated with the :

: rooffchiller/boiler/HVAC replacement. No field '

visit reports associated with the roof replacement
projact were provided,

During an interview at 9:45 a.m., the Project ‘ i
Manager stated that the poriable heat pumps . . ;
. were an interim measure during the cold months | i i
“until the HVAC units were replaced. He stated |
that the plans for the replacement were still in
! review and the project may take up to a year to |
complete. He confirmed that the current heating : !
i coil system was not working adequately to
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- maintain comfortable temperatures far the { l ‘
' patients. :
i |
12. During a telephone interview with i
. Administrator 1 on 1/10/17 at 9:34 a.m., he stated | |
- that the 10R and ACO were in the building ! '
yesterday (1/9/17) and the ACO stated that the ?
. temporary heat pumps were not permitted to be | \
in the egress corridor or exhausted into the aftic. | ! ' 21612017
K914 | NFPA 101 Electrical Systems - Maintenance and \ K 914 Parts were secured and maintenance staff

ss=E | Testing ; ‘instalied, on 1/41/17, plates behind the !
' i Hfollowing tablets on walls next rooms 14, 15,5, i

' Electrical Systems - Maintenance and Testing 38, 41, 47 and corridor across from the nurses

i Hospital-grade receptacles at patient bed

. i ‘stations.
locations and where deep sedation or general
| anesthesia is administered, are tested after initial o P
instaliation, replacement or servicing. Additional !Rf?sm:egts near the identified rooms are
| testing is performed at intervals defined by afrecled.

listed as hospital-grade at these locations are In-service conducted on 110/17 and 1/18/17
tested at intervals not exceeding 12 months, Line to maintenance staff by administrator to
. isofation monitors (LIM), if installed, are tested at l_ensure the maintainad integrity of corridor wall
| intervals of less than or equai to 1 month by {construction.
sactuating the LIM test switch per 6.3.2.6.3 6, '
s which activates both visual and audible alarm. For
| LIM circuits with automated self-testing, this

documented performance data. Receptacies not ]l

Maintenance Supervisor will conduct monthly

manual test is performed at intervals less than or | ;corrldor !nspectlonl 10 e',.'f.suée ! lsi free Of.” b
“equal to 12 months. LIM circuits are tested per Ipenetrations. Any identified problems will be
| 6.3.3.3.2 after any repair or renovation to the écorrecled immediately. ‘
| electric distribution system. Records are . i ‘
| maintained of required tests and associated 'QA committee will review monthly reports
 repairs or modifications, containing date, room or corridor penatration to ensure prompt corrective |
| area fested, and results. actions are implemented on any identified
"6.3.4 (NFPA99) problems. !

This STANDARD is not met as evidenced by: : i

Surveyor: 29665 | - . . . :
. Based on observation and interview, the facility | 'Th'.s correcuog wil b? mofnltoredtlby g
- failed to maintain their electrical wiring, This was | Malntgnance Upervisaf for continue |

compliance. !
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: evidenced by electrical outlets with no covers.

' This affected three of five smoke compariments
- and could result in an increased risk of an i _. !
. electrical fire. = '

i
K914 Continued From page 31 K 914& '
i |

| NFPA 101, Life Safety Code, 2000 Edition

' 19.5.1.1 Utilities shall comply with the provisions . |
of Section 9.1,

9.1.2 Electrical Systems. Electrical wiring and - !
. equipment shall be in accordance with NFPA 70, ,
| National Electrical Code, untess such instaliations ! ’ :
 are approved existing installations, which shall be - : |
! permitted to be continued in service. :

t NFPA 70, National Electrical Code, 2011 Edition. ! | |
. 314 25 Covers and Canopies. In completed _
 installations, each box shall have a cover, : i !
: faceplate, lamphatder, or luminaire canopy, , |
| except where the installation complies with ; ' ’
| 410.24(B). | :
| | |
l 408.5 Receptacle Mounting. Receptacies shali be i
mounted in boxes or assemblies designed for the |
purpese, and such boxes or assemblies shall be |
| securely fastened in place unless otherwise '
| permitted elsewhere in this Code.
(F) Exposed Terminals. Receptacies shall be
| enclosed so that live wiring terminals are not
. exposed to contact.

Findings:

During a facility tour with Maintenance Staff 1
from 1/5/17 to 1/8/17, the electrical wiring was
. observed.

' 1. At10:39 a.m., on 1/5/17, there was a mount !
+ with a tablet on the corridor wall next to Room 14. .
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There was a duplex outlet with no cover behind

: During an interview at 10,40 a.m., Maintenance |
, Staff 1 stated that the tablets were installed
; earlier this year by personnel from corporate. f

2. At10:42 a.m., on 1/5/17, there was a mount ‘
| with a tablet on the corridor wall next to Room 15,

1 There was a duplex ouilet with no cover behind
the mount.

3. At10:49 am., on 1/5/17, there was a mount | |
-with a tablet on the corridor wall next to Room 5, ;
- There was a duplex outlet with no cover behind
‘ the mount.

|4 At11:29 am., on 1/5/17, there was a mount , ;

t with a tablet on the corridor wall next to Room 38, | : :
There was a duplex outlet with no cover behind

I the maount,

ll 5. At 11:35 a.m., on 1/5/17, there was a mount |

t with a tablet on the corridor wall next to Roorn 41. !

i There was a duplex cutlet with no cover behind :

i the mount, .

I'G. At 11:37 a.m., on 1/5/17, there was a mount

. with a tablet on the corridor wall next to Room 47.

| There was a duplex outlet with no cover behind : ‘
the mount. 5

| 7. At11:49 2. m., on 1/5/17, there was a mount . ‘
with a tablet on the corridor across from the '; ' 5

‘ nurses station. There was a duplex outlet with no ! '

| cover behind the mount,

|

|
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