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K 000 INITIAL COMMENTS 

K3 BUILDING: 01 

K6 PLAN APPROVAL: 1988 

K7 SURVEY UNDER: 2000 EXISTING 

STRUCTURE TYPE: ONE STORY, 
CONSTRUCTION TYPE V (111), FULLY 
SPRINKLERED. 

The following reflects the findings of the California 
Department of Public Health, during an annual 
Life Safety Code recertification survey. The 
findings are in accordance with 42 CFR (Code of 
Federal Regulations) 403.70 (a) and NFPA 
(National Fire Protection Association) 1o1, Life 
Safety Code 2000 edition, Existing codes. 

Representing the California Departm~nt of Public 
Health: 
29751 

The faGility is not In substantial compliance with 
42 CFR 483.70 (a) for Long Term Care Facilities. 

Census 109 
K 018 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=D 

Doors protecting corridor openings in other than 
required enclosures of vertical openings, exits, or 
hazardous areas are substantial doors, such as 
those constructed of 1¥. inch solid-bonded core 
wood, or capable of resisting fire for at least 20 
minutes. Doors in sprinklered buildings are only 1 

required to resist the passage of smoke. There is 
no impediment to the closing of the doors. Doors 
are provided with a means suitable for keeping 
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K 000 Prepun1tion antl/or execution of this 
Plan ot Correction (POC) does not 
constitute an udmi:s.sion ur 

ag1·eement lly the provider of the 
truth of t.bc fncts alleged or 
conclusions set forth lu the 
Statement of))cficicncies. This roe 
is prepared and/or executed solely 
hecause it is requJrcd by provisions 
ot 42 CtrR 483, et seq ., and Health 
ntid Safety C(lde Section 1280. In 
response to tbc Department's 
findings, we svbmit the following 
POC which shall constitute the 
racUlty'S'Crcdiblc allegation of 
compliance. 

K 018 The hole where the key mechanism 
wns missing on Room I 00 was 
replaced and is now scaled. 

l'he maintenance staff Will make 
monthly TOunds during tire aJarm 
system check to ensure door;; do not 
havo penetrations. 

li<!il 
COt.APLCTION 

DATE 

LABORATORY~/ 7~·s PROVIDER/SUPPLIER REPRESEl'ffAilVf'S SIGNAT~E 

1.4 //() /jJ::JffJJ,.,.Vt~A!...... - -
TITl.E 

Any deficroncy statement ending with an asterisk n denotes a deficiency which the irtslltullon may be e)(CUGGd from correcting pr~vldlng It IG detetmlned that 
other safeguards provide sufficient protection to the patlentt>. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a plan or correction is provided. For nursing homes. the above findings and plans of correction are disclosable 14 
doy• follow;,, the ''"(lh e documents are made available to the facility. II d~clen Je are c d, an approved plan of cori:ec\lon IG requisite to continued 
program particip~~ ~1; r ~ u . 
~~I '°"'"' ~J{,,f?/.;f;;;;·· - '°""""""" ilOv ID•~~ ...... _ ··,;·,;.,;,,,.,,,,.,,~ Pogo 1 of11 



04 /2 0 / 20 1 5 MON 16 ~4 1 FAX . ·-..... ... - .. - •. ·--· ,. .. ... 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1} PROVIDl=R/SUPPLIERICLIA 
IDENllFICATION NUMBER: 

555323 
NAME OF PROVIDER OR SUPPLIER 

AVIARA HEALTHCARE CENTER 

{X4) ID 
· PREFIX 

TAG 

SUMMA.RY STATEMENT OF DE;FICIENCIES 
(EACH DEFIClt:NCY MUST BE PRIOCE;DED. BY FULL 

REGULATORY OR LSC IOENTtFYING INFORMATION) 

K 018 Continued From page 1 
the door closed. Dutch doors meeting 19.3.6.3.6 
are permitted. 19.3.6.3 . 

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

This STANDARD is not met as evidenced by: 
Based on observation, the facility failed to 
maintain corridor doors as evidenced by a door 
with missing components causing a hole in the 
door. This failure affected 1 of 4 smoke 
compartments and had the potential to harm 
residents and staff by allowing the spread of 
smoke in the event of fire. 

Findings: 

During a tour of the facility with Maintenance Staff 
1 on 4/2/15, lhe corridor doors ~ere observed. 

At 1:55 p.m .. There was a one and one half inch 
hole in the door to Resident Room 100 were the 
missing plate cover for a locking mechanism was 
removed. 

K 027 NFPA 101 LIFE SAFETY CODE STANDARD 
SS"'D 

Door openings in smoke barriers have at least a 
20-minute fire protection rating or are at least 
1 Y.-inch thick solid bonded wood core. Non-rated 
protective plates that do not exceed 48 Inches 
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The Maintennnce Director will rcporL 
the outcomes of the rounds to the QA 
Commiuce Qtmrterly and tl1e 
Administrator will oversee. 
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COMPLt:llON 

O/\Tt: 
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Continued From page 2 
from the bottom of the door are permitted. 
Horizontal sliding doors-comply with 7.2.1.14. 
Doors are self-closing or autorriatic closing In 
accordance with 19.2.2.2.6. SWinging 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 obser.iation, the facility failed to ensure 

that doors were capable to resist the passage of 
smoke and provided with a means suitable for 
keeping the door closed. This was evidenced by 
a door that failed to close and positive latch. This 
could result is spread of fire and smoke and 
potential injury to residents. 

NFPA 101, 2000 Edition. Life Safety Code. 
7.2.1.8.2 In any building of low or ordinary hazard 
contents, as defined in 6.2.2.2 and 6.2.2.3, or 
where approved by the authority having 
jurisdiction, doors shall be permitted to be 
automatic-closing, provided that the following 
criteria are met: 
(1) Upon release of the hold-open mechanism, 
the door becomes self-closing. 
(2) The release device is designed so that the 
door instantly releases manually and upon 
release becomes self-closing, or the door can be 
readily closed. 
(3) The automatic releasing mechanism or 
medium is activated by the operation of approved 
smoke detectors installed in accordance with the 
requirements for smoke detectors for door 
release service in NFPA 72. National Fire Alarm 

1 

Code®. 
(4) Upon Joss of power to the hold-0pen device, 
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K 027 

Tl1e clean linen closet door adjacent to 
tho Arcadia Nursili& Station has been 
replaced and Jlow positively latches. 

The maiutenance staff will make 
monthly rounds <luring fire alarm 
:.ysLcm check to ensure all closers 
lntch properly. 

The Mninrennnce Director will report 
the outcomes oflhc rounds to the QA 
Committee Quruterly and the 
Administrator will oversee. 

I 
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K 027 Continued From page 3 

lhe holdopen mechanism is released and the 
door becomes selfclosing.. · 
(5) The release by means of smoke detection of 
one door in a slair enclosure results in closing all 
doors serving that stair. 

Findings: 

During a tour of the facility with Maintenance Staff 
1 on 4/2/15, the doors with self closing devices 
were observed. 

At 2:30 p.m., the door to the clean linen closet 
adjacent to the Arcadia Nurses Station had a self 
closing device and failed to positive latch when 
tested. 

K 051 NFPA 101 LIFE SAFETY CODE STANDARD 

A fire alarm system with approved components, 
devices or equipment is installed according to 
NFPA 72, National Fire Alarm Code. to provide 
effective warning of fire in any. part of the building. 
Activation of the complete tire alarm system is by 
manual fire alarm initiation, automatic detection or 
extinguishing system operation. Pull stations in 
patient sleeping areas may be omitted provided 
that manual pull stations are within 200 feet of 
nurse's stations. Pull stations are located in the 
path of egress. Electronic or written records of 
tests are available. A reliable second source of 
power is provided. Fire alarm systems are 
maintained in accordance with NFPA 72 and 
records of maintenance are Kept readily available. 
There is remote annunciation of the fire alarm 
system to an approved ce.ntral station. 19.3.4, 
9.6 

FORM CMS-2567(02·99) Previous Ve1$iori11 Obaole1e Event 10:111E21 

. 14J.O 05 / 012 

PRINTED: 04/07/2015 
FORM APPROVED 

OMB NO 0938-0391 
{X2J MULTIPLE CONSTRUCTION 

A BUILDING 01 
(X3) DATE SURVEY 

COMPLETED 

0410212015 

ID 
PREFIX 

TAG 

STREET ADDRESS. CITY. STATE. ZJP CODE 

944 REGAL ROAD 

ENCINITAS, CA 92024 

PROVIDER'S PLAN OF CORRECllON 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REf:ERENCED TO THE APPROPRIATE 
DEFICIENCY) 
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K 051 KQfil 

The tiro alarm !lystem hcis been 
brought up to cu1Tent cQde per 
orcbitect 11ntl Lho OSHPD inspector is 
scheduled to review and sibrn off by 
5115115. 

In lhc event of an unusual (lCcurrcnec 
of the fll'e alam1 system tbe fncilify 
will follow the fire watch policy and 
procedures until deemed working 
properly. The even! will be presented 
to our QA Committee t.o address 
corrective action11. Adminis1rator will 
rnoni lor Lo ensure compliance and 
completion ofpr~ject and submil 
approvl:l<l documentation to Life Safety 
off.ice and CMS ('lllce rncdvcd. 

(J<S) 
COMl'LtllON 

0 1\IT 
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K 051 Continued From page 4 

This STANDARD is not met as evidenced by: 
Based on interview and record review, the facility 

to get a final approval for the installation of their 
fire alarm system to ensure compliance to all 
applicable codes. There was not final approval 
from OSHPD. This affected 4 of 4 smoke 
compartments and could result in malfunction of 
the fire alarm system. 

NFPA 101 Life Safety Code, 2000 Edition. 
9.6.1.4 A fire alarm system required for life safety 
shall be installed; tested, and maintained in 
accordance with the applicable requirements of 
NFPA 70, National Electrical Code. and NFPA 72, 
National Fire Alarm Code. unless an existing 
installation, which shall be pennitted to be 
continued in use, subject to the approval of the 
authority having jurisdiction. 

NFPA 72 National Electrical Code, 1999 Edition. 
7-1.1.1 Inspection, testing, and maintenance 
programs shall satisfy the requirements of this 
code, shall conform to the equipment 
manufacturer's recommendations, and shall 
verify correct operation of the fire alarm system. 

Findings: 

During a tour of the facility with Maintenance Staff 
1 on 4/2/15, the records for the fire alarm system 
project were requested. 
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K 051 Continu~d From page 5 
At 1:00 p.m., documents indicated a fire alarm 
system was installed 4/2006 by previous owner 
without OSHPD final approval. The facility 
Admin istrator provided copies of the request for 
waiver and fire alarm system project dated 
3/25/15. The Administrator stated the project was 
completed 10/15/14 but with a change in the 
OSHPD Fire Life Safety Officer, there has been a 
delay in the final OSHPD approval. 

K 076 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=D 

Medical gas storage and administration areas are 
protected in accordance with NFPA 99, Standards 
for Health Care Facilities. 

(a) Oxygen storage locations of greater than 
3,000 cu.ft. are enclosed by a one-hour 
separation. 

(b) Locations for supply systems of gre~ter than 
3,000 cu.ft. are vented to the outside. NFPA 99 
4. 3.1 .1.2, 19.3.2.4 

This STANDARD is not met as evidenced by: 
Based on observation, the facility failed to 

maintain the storage of their oxygen cylinders. 
This was evidenced by l: cylinders stored without 
a rack or cart_ This failure affected 1 of 4 smol<e 
compartments and had the potential to fall over 
either injuring someone or damaging the tank.and 
leaking oxygen into the atmosphere increase the 
combustibility of the patients room. 

NFPA 99 Health Care Facilities, 1999 Edition. · I 
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The oxygen rnum has been re-done lllld 
now 4as additional rack space 
available and each !lie.le is clearly 
h1hclcd full and empty. The nurses, 
central supply and rehah tc11JT1 have 
all been in serviced on the requirement 
thnt oil oxygen tanks must be in a 
staud or secured. 

Centrnl Supply will check the oxygen 
room we<.1kly and on deliveries to 
make sme nll tanks are secured or in 
stands. She will repo1t h~ findings lo 
QA qua1terly 11ntl Administrator will 
oversee. 
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K 076 Continu~d From page ~ 
4-3. 3.1 .1. Cylinder and Container Management. 
Cylinders in service and in storage shall be 
individually secured and located to prevent falling 
or being knocked over. 

Findings: 

During a tour of the facility with Maintenance Staff 
1 on :412/15, the oxygen storage closet was 
observed. 

At 3:03 p.m , there were 2 of 27 oxygen E 
cylinders that were stored upright on the ground, , 
outside of a rack, crate or chain. 

K 104 NFPA 101 LIFE SAFETY CODE STANDARD 
SS"'D 

Penetrations of smoke barriers by ducts are 
protected in accordance with 8.3,6, 

This STANDARD is not met as evidenced° by: 
Based on observation, the facility failed to 
maintain the smoke barrier walls. This was 
evidenced by unsealed penetrations in the smoke 
barrier walls. This affected two of four smoke 
compartments, and could result in the spread of 
smoke and fire to other compartments in the 
event of a fire. 

NFPA 101 Life Safety Code, 2000 edition 
8.3.6.1 Pipes, conduits, bus ducts. cables, wires, 
air ducts, pneumatic tubes and ducts, and similar 
building service equipment that pass through 
floors and smoke barriers shall be protected as 
follows: 

l'ORM CMS·2567(02-9!l) PreviotJs Versions Obsolete Event ID:Tl1E21 
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K 104 K 104 

The penetrations .in the smoke baITier 
wall locatod between Resident Rooms 
I 00 and 101 were sealed with "Finr 
llarri~r Sealant CP 25WB+". 

The maintenance staff will make 
monthly rounds during fire alann 
system check to ensure fire barricts 
and walls are sealed properly. 

Tho Mainteno.nce Director will report 
the outcomes of the rounds to the QA 
Committee QunrterJy and the 
Administrator will oversee. 
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K 104 Continued From page 7 K 104 
( 1) The space between the penetrating item and 
the smoke barrier shall meet one of the ·following 
conditions: 
a. It shall be filled with a material that is capable 
of maintaining the smoke resistance of the smoke 
barrier. , 
b. It shall be protected by an approved device that . 
is designed for the specific purpose. 
(2) Where the penetrating item uses a sleeve to 
penetrate the smoke barrier, the sleeve shall be 
solidly set in the smoke barrier, and the space 
between the item and the sleeve shall meet one 
of the following conditions: 
a. It shall be filled with a material that is capable 
of maintaining the smoke resistance of ~he smoke 
barrier. 
b. It shall be protected by an approved device that 
is designed for the specific purpose. 
(3) Where designs take transmission of vibration 
into consideration, any vibration isolation shall 
meet one of the following conditions: 
a. It shall be made on either side of the smoke 
barrier. 
b. It shall be made by an approved device that Is 
designed for the specific purpose. 

Findings: 

During a tour of the facility with Maintenance Staff 
1 on 4/2/15, there were two penetrations in the 
smoke barrier in the 100 corridor. 

At 3:20 p.m., there were two, one and a half inch 
penetrations around conduits pulled through the 
smoke barrier wall located between Resident 
Rooms 100 and 101. 

K 147 NFPA 101 LIFE SAFETY CODE STANDARD K 147 
ss-o 
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K 147_ continu,ed From page 8 
Electrical wiring and equipment is in accordance 
with NFPA 70, National Electrical Code. 9.1.2 

This STANDARD is not met as evidenced by: 
Based on observation, the facility fail@d to 
maintain their electrical equipment in accordance 
with NFPA 70. This was evidenced by the use of 
extension cords. This affected 1 of 4 smoke 
compartmenfs and had the potential to increase 
the risk of electrical fire causing harm to residents 
and staff. 

NFPA 101 Life Safely Code, 2000 Edition. 
9.1.2 Electric. Electrical wiring and equipment 
shall be in accordance with NFPA 70, National 
Electrical Code, unless existing installations, 
which shall be permitted to be continued in 
service, subject to approval by the-authority 
having jurisdiction .. 

NFPA 70. National Electric Code 1999 Edition. 
Section 400·8 Unless specifically pennitted in 
Section 400-7, flexible cord and cables shall not 
be used for the following: 
(1) As a substitute for the fixed wiring of a 
structure 
(2) Where run through holes in walls, structural 
·ceilings, suspended ceilings, dropped ceilings, or 
floors. 
(3} Where run through doorways, windows, or 
similar openings 
(4) Where attached to building surfaces 
(5) Where concealed behind building walls, 
structural ceilings, suspended ceilings, dropped 
ceilings, or floors 
(6) Where installed in raceways, except as 
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Mnilltennnce Di.rector removed the 
identified extension cord in Room 401 
Bed 13 on 412/15. 

Maintenanco DcpBTlmt::i1t thv"Tl 
conducted a facility sweep on 4/3/15 to 
ensure no other extension cords were 
used in the faci lity. 

On 04/09/20 15 the Maintonancc 
Director, DSD, DON, nnd ADON 
initiated/co11ducted in-servicl:ls for the 
mainlcnancc, facility and nursing staff 
related to not using extension cords in 
the facility . . 

Monthly sweeps for all rooms to 
monit(1r for extt..'Tlsion core.ls 1111tl room 
round observations by depnrtment 
manager~ ti.Jr monitor ing for extension 
cord9 in resident rooms. Any extension 
cords identified will be removed and 
repo1tea in oui: daily QA committee for 
action. 

Tho Director of Maintenance and/or 
Designee will monitor this process 
though monthly sweep during fire 
alarm syi.tcm check and will report 
trends to the Quality Assurance 
Committee quarterly. Administrator 
will oversee. 
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otherwise permitted in this Code. 

Findings: 

During a tour of the facility with Maintenance Staff 
1 on 4/2/15, the electrical equipment was 
observed. 

At 2:56 p.m .. ·there was an extension cord used in 
Resident Room 401 Bed B. 

K 211 NFPA 101 LIFE SAFETY CODE STANDARD 
ss .. o 

Where Alcohol Based Hand Rub (ABHR) 
dispensers are installed .in a corric:lor: 
o The·corridor is at least 6 feet wide 
o The maximum individual fluid dispenser 
capacity shall be 1.2 liters (2 liters in suites of 
rooms) 
o The dispensers have a minimum spacing of 4 ft 
from each other 
o Not more than 10 gallons are used in a single 
smoke compartment outside a storage cabinet. 
o Dispensers· are not Installed over or adjacent to 
an ignition source. 
o If the floor is carpeted, the building is fully 
sprinklered. 19.3.2.7, CFR 403.744. 418.100, 
460.72, 482.41 . 483.70, 483.623, 485.623 

This STANDARD ls not met as evidenced by: 
Based on observation, the facility fai led to install 

a Alcohol Based Hand Rub dispenser (ABHR) in 
a location away from an ignition source. This was 
evidenced by an ASH.R's installed adjacent to a 

FORM CM S-2567(02--00) Pravlou~ vorslons 0 1>so1ete Event ID:Tl1E21 

·-· ~~.ll/012 

PRINTED: 04/07/2015 
FORM APPROVED 

OMB NO 0938-0391 
(X2) MULTIPLE CONSTRUC1'10N 

A. BUILDING 01 

(X3) DATE SURVEY 
COMPLETED 

B. WING _________ _ 
04/02/2015 

10 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

944 REGAL ROAD 

ENCINITAS, CA 92024 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

K 147 

K 211 K211 

The Alcohol Based Hand Rub 
Dispensers (ABHR) in 204,501 and 
506 were nll moved at least 12 inches 
from the light switches (ignition 
S1)urCe) On 4/3/15. 

A facility :iwccp was conducted on 
4/3/l5 co eusure no other AFHffi were 
adjatent to or (1vcr ignition sources. 

The Mai..uteuauce Director will mab 
monthly roun<ls during li ' e nla.rm 
11ystcms check to mnke sw·e no ABlffi 
are ndjncent or above an ibrnition 
source. 

The Maintenance Director will report 
the ouicomes of the rounds to the QA 
Committee Quarterly and the 
Admini:;tn1tor will oversee. 
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light switches. This failure affected 2 of 4 smoke 
compartments and had the potential to increase 
the risk of an electrical shock_ 

Findings: 

During a tour of the facility with Maintenance Staff 
1 on 412/15, theABHR's were observed. 

1. At 2:15 p.m., there was an ABHR in Resident 
Room 204 that was mounted on the wall adjacent 
to a light switch. 
2. At 2:16 p.m .. there was an ABHR in Resident 
Room 204 that was mounted on the wall adjacent 
to a light switch. · 
3. At 2:43 p.m., there was an ABHR in Resident 
Room 601 that was mounted on the wall adjacent 
to a light switch. 
4_ At 2:4 8 p.m., there was an ABHR in Resident 
Room 506 that was mounted on the wall adjacent 
to a light switch. 
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