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%4 D SUMMARY STATEMENT OF QEFICIENCIES i PROVIDER'S PLAN QF CORREGTION

x5
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PHEFD {EACH CDRRECTIVE ACTION SHOULD BE compLEToN
COTAG FEGULATORY DR LG IDENTIEYING INFORMATION) TAG | CROSS-REFEAENGED TO THE APFROPRIATE DATE
: : DEFICIENCY)
K 000 | INITIAL GDMMENTS . K000 i’reparation, submission and/or execution
of this plan of Correction do¢s not

K3 BUILDING: (1 constitute admission or agreement by the

K8 PLAN APPHDVAL:: 7710/1873 Provider of the truth of the faets alleged or

K7 SURVEY UNDER: 2012 EXISTING : conclugions set forth in this statement od

deficiencies. The Plan of Correction is
prepared submitted and/or executed solei
because it is required by the provision of
.federal and state Jaw,

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

The following reflects the findings of the California
Dapartrment of Public Health, during an annual ‘
{ife Safety Cade recarification survey. The - . .
findings are in accardance with 42 CFR (Code of
Federal Regulations) 483.70 (), NFPA (National e
Fire Prolection Association) 101, Lie Safety Code e
2012 edition, and NFPA 89 Heatth Care Facilities
Code 2012 editlon. ‘ ‘

Reprazenting the California Department of Public : : SRy T gl
Health: .
Fadaral ID Number: 32073
' ' : LIEE SAFETY CODE UNIT
The facility is not in substantial pompliance with SAM BERNARDIND
42 CFF 483,70 {a) for Long Term Cars Facilities. | . )

Census: 82 - ‘ C S
K 161 | NFPA 101 Building Construction Type and Height K161 K161 Maintenance Director repaired the

8S=D| : i ‘ ‘two by three inches penetration in the
Building Construction Type and Height Directar of Nursing Office located in the
20:12 EXISTING o bottom center area of the wall on December,
Building construction type and stories meets . 2016, Maintenance Director and
1351“551 Egt:]s" t #Tgsf’ é’fpm""ﬁe permitied by Administrator will monitor walls and ceflings
19184 ] g’?‘% it ' to ensure the integrity of the building

AR e LD coustruction. Results will be acted upon
Construction Type immediately. Any trends idcntiﬁed_will be
; [ (442), 1 (332). 11 (222) Any nurmber of : brought ta the monthly Safety meeting.
staries :
nen-sprinklared and Completion date:1/23/2017 17232017

|ABORATORY RS OR PROVIDERASURPLIER REFMESENTATIVE'S SIGNATURE ) TTLE {4B) DATE
,  R&a o - 1- 10
Any deiiclancy statemant anding with an agterisk (% denstes 2 ncy which the nstitution may be excused from earraciing providing R is determined that

ofiver safeguards provide suffiglant protestion ta the patlents. (Sea nstructions ) Exeept far nursing homes, the findings stated above are disclosabie 00 days
following tha date of survay whether or not a plan of correction I8 provided. For nursing homes, the abeve findings and plans of corestion are disclosabla 14
daye following the iclata thaee ducuments are mads viliable to the faclity, 1f deficlsnclus are clted, an approvad plan of correction Ia redulisite to eontinued
prafirarn pasticipation. .
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STATEMENT OF DEFICIENCIES Hi1] PAUVIDER/SUPPLIER/CLIA X2y MULTIFLE CONSTRUCTION (X3) DATE SURVEY
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NAME OF PROVIDER DR SUPPLIER STREEY ADDRESS, GITY, STATE, 2IP CODE

" 2885 HARRIS STREET
GRANADA RERABILITATION & WELLNESS CENTER, LP EUREKA, GA 58503
£¢a) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION E
" PREFIX [EACH DEFICIENGY MUST BE PRECEDRED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OH LEC IDENTIFYING INFORMATICN) TAG CHOSS-AEFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)
K181, Contirued From page 1 K 181
sprinklered ¢
2 {1 One story
non-sprinkiarad _
Maximum 3 stories
sprinkiered
3 11 {0aCy Nert allowsd
nan-sprinklered
4 @) Maximurm 2 storles
aprinkiared
5 IV (2HH)
& V(111)
7 M {200) Not allowsad
non-sprinklered
8 W {000} Maximurn 1 story
aprinklered
Sprinkiered stories must be sprinkiered
throughout by an approved, supervised automatic CALIFORNIA OF

fyéstem ih acoordance with section 9.7, (See.
3.9)

Give & brietf descriplion, in REMARKS, of tha
construction, the number of stories, Including
basaments, floors on which patients are located;
Inqation of smoke or fira barriers and dates of
approval. Complete sketoh or attach small fleor
pian of the building as appropriats. ,

This STANDARD is not met as evidenced by:
Based on ohservation, the facility failed to
maintain the integrity of ths building construction,
This was evidenced by an unseated wall
penetration. This affected ons of four smoke
compartments, and could result in the passage of
stnoke to other areas in the evant of a fire.

Findings:

Ubt uhm {_;E:

LIFE SAFETY CODE UNIT

SAN BERMARDING

FORM CMS-2857 (02.95) Frevious Varsions Ohsolate

Event X021
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

Means ¢f Egress - Ganeral

Aigles, passageways, corridors, exit discharges,
exit locations, and accezses are in accordanae
with Chapter 7, and the means of egress Is
continuously maintained free of alt abstructions to
full use In case of emergency, unless modified by
18/19.2.2 through 18/19.2.11,

18.2.1, 19.2.1, 7.1.101 '

This STANDARD s not met as evidenced by:
Based on ohservation, tha faciity failed to
maintain the means of agress. This was
gvidenced by ubstructions at two different
lacations i corridors. This affected two of four
smoke compartments, and could resultin a
delayed avacuation in the event of an emergency.

NFPA 101, Life Safety Code, 2012 Edition,
19.2.1 General. Every aisle, passageway,
carridor, exit discharge, exit location, and access
shall be in accordance with Chapter 7, unless
otherwisa modifled by 18.2.2 through 18.2.11,

7.1.2 Definftions.
7.1.2.1 @eneral. For definitions see Chapter 3
Definitions.

3.3.170* Means of Egress, A continuous and
unobstructed way of travel fram any point in 2
building or structure to a public way consisting of

exit cotridor, directly by Laundry. The
wooden storage cabinet was fastened to the
~wall on Japuary {1, 2017, Maintenance
' Dircetor and Administrator will monitor to
ensure items do not obstruct exits. Results
will be acted upon immediately. Any trends
© identified will be brought to the monthly
Safety meeting.

Completion date: 1/23/2017.

: T‘.‘J\j\ \mwl

LIFE SARETY CODE UNIT

n!'s L)Ei lr\J\u,hI\J

L

__CENTERS FOR MEDICARE & MEDICAIDR SERVICES OMB NO. 0938-03%
STATEMENT OF DEFRICIENCQIES (X1} PROVIDER/SUPPLIER/CLIA (2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIRICATION NUMDER; A BLILDING 0F COMPLETED

k 056200 B.WiNG 12/22/2016
NAME OF PROVIDER DR SUPPLIER ‘ STREET ADDRESS, GITY, STATE, 2iF GGOE
: - & 2885 HARRIS STREET
GRANADA REHABILITATION & WELLNESS CENTER, LP EUREKA, CA 95503
() 1D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S FLAN OF CORRECTION )
BREFIX [EAGH DEFICIENGY MUST BE FRECEDED BY FULL PREFX {EACH CORRECTIVE ACTICN SHOULD BE COMBLETION
TAG HEGULATORY OR LEC IDENTIFYING INFORMATION) TaG CROSS-AEFERENCED TO THE ARPRDPRIATE DATE
DERGIENGY}
K 161 Continued From page 2 K 161
During & tour of the faciity with staff on {2/22/18,
the walls and ceilings wara ohservad,
At 11:45 a.m., the West Wall in the Director of
Nursing (DON) Office was observed. An
approximately two by three inches penetration
was located in the bottom center area of the wall, —— . o
K211 1 NFPA 101 Meana of Egress - General €211} K211 The alcohol based hand rub dispenser
258D was moved on January 11,2017 in the back

1/23/2017

FORM CMS-2567102-99) Provious Varzions Obadleta
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three separate and distingt parts: (1} the exit
aceass, () the exit, and (3} the exit discharge.

3.3.170.1 Agoessible Means of Egress. Ameans
of agress that provides an accassible route 1o an
area of refuge, a hortrontel exit, or a public way.

7.1.10 Means of Egress Reliahility.

7.1.10.1* Means of egress shall be continuously
maintained free of all obstructions or
impediments to full instant use in the case of fire
o other emergency.

7.1.10.2 Furnishings &nd Detorations in Means of
Egross,

7.1.10.2.1 Na furnishings, decoraiions, or other
nbjects shall obstruct exits, acoess thersta,
agress therafrom, or visibility theraof.

19.2.3.4* Any requirad alste, carridor, or ramp
shall ba not Jess than 48 in, (1220 mm} in clear
wicith where serving as means of agrass from
pationt sleeping rooms, unless otherwisa
petmitted by one of the Taflowing:

{1} Asles, corridors, and ramps [n adjunct areas
nat intendad for the housing, treatment, or usa of
npatients shall be not fess than 44 . (1120 mm)
in clear and unobstructed width.

(2Y"Whers corridor width is at laast & ft {1830
mmj, nonconiinuous projections not more than 6

in. (150 mm} from the corridor wall, above the

handrail height, shall be permitted.

{3) Exit acoess within & room or suite of rooms
complying with the raquirements of 19.2.5 shall
be permitied.

(4) Projections into the required width shall be
permitted for whaelad equipment, provided that
alt of the following conditions are met:

{a) The wheeled equipmant does not reduce the

STATEMENT OF DEFICIENGIES [X1) PROVIDER/SUPPUER/CLIA {X2) MLULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORAECTION JDENTIFICATION NUMBER: A BUILDING 01 COMPLETED
DLG300 B WING 12/22/2016
NAME OF PROVIDEH DR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2855 HARRIS STREET
GRANADA RENABILITATION & WELLNESS GEMTER, LP EUREKA, CA 95503
a0 SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF GORRECTION )
PREFIX (EACH DEFICIENCY MURT BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATGRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARRROPRIATE DATE
DEFICIENCY)
K 211 | Continued From page 3 K211

S i7
Jr"ﬂii i Hf
LIFE SAFETY CODE UnIT
SAN BERRARDIHD

FORM CME-2507{02-89) Previcus Vargions Obaclete

Event D X001
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TTATEMENT OF DEFICIENGIES [x1) PROVIDER/BUPFLIER/CLIA (%23 MULTIPLE CONSTRUGTION (X DATE SURVEY
AND BLAN OF CORRECTION DENTIFICATION NUMEER: A, BUILDING 51 ‘ COMPLETED
056300 1 B winG 12/22/2016
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GRANADA REHARILITATION % WEFLNESS GENTER, LP BUREKA, CA 85503
%) 1D SUMMARY STATEMENT OF DEFICIENCIES i FROVIDER'S PLAN OF CORRECTION ot}
BHER {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORBECTIVE AQTION RHOULD RE SEMPLETION
TAG REGLILATORY QR LEG IDENTIEYIMG INFORMATION) TAG CROSSE.REFERENGED TO THE AFPROPRIATE ATE
DEFIGIENGY)
K 211 | Gortinued From page 4 K 211

clear uncbstruated

covridor width 1o less thary B0 in. (1528 mm).

{b} The heatth care ccoupancy fire safety plan

and trafhing

pragram agdress the raiocation of the whesled

equipment during a fire or similar emergency.
(ci*The wheslad aquipment is limited 10 the

following:

i, Equipment in use and carls tn use

fi. Medical emergency egquipment not in use

iii. Patiant lift and transport equipment . )
(8)*Where the carridor width is at least 8 ft (2440
mmy, projections into the required width shall be
permitted for fixed furniture, provided that all of

thae following conditions ara met,

() The flxed furniture Is secursly attached to the

fioor or to the wall,

{b} The fixed furniture does not reduce the clear
unabstructed comidor width to (ess than § f (1830
mmy}, excapt as permitted by 19.2.3.4(2).

(c) The fixed furniture Is locatad only enone side
of tha corridor,

{d) The fixed fumiture is groupad such that each

grouping does not exceed an area of 50 #2 (4.6

md).

(8} Tha fixed furniture groupings addrassed in
19.2.53.4(5)(d} are separated from each other by &

distance of af least 10 f{ (3080 mm). JAE 7 o
{f}*The fixed furniture is located so a5 to not '

obstruct access to bullding service and fire
protection equipment, Cr ey e
{9) Carridors throughout the smoke compariment LIFE SAFETY CODE LiIT
are protected by an electrically supervised SAN BEREALRDIND

automatic smoke detection system in accordancs

with 18.3.4, or the fixed furntturs spaces are
arranged and located to allow diract suparvision
by the facility staff from a nursas ' station or

similar space.
(M The smoke compartment is protected
FORM CMS-2657 {0279} Pravious Vamiana Dhaclste Evant iDuX0s21 Friolity 10: CAG10000024 If conilatadon sheet Page 5 of 24
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356300 B. Wiha ' 12/22/2016
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04 i1 SUMMARY STATEMENT OF BEFICIENGIES D ' PROVIDER'S PLAN OF CORRECTION s
PREFX {EACH DEFICIENGY MUET BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBS.REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
K211 | Continued From page 8 K211

throughout by an approved, superviged automatic
sprinkder sysiem in accordance with 19.3.5.8.

Findings:

During a tour of the facility with staff on | 2!&2.116
the means of egress was observed,

1. At 11.20 a.m., the Back Exit Carridor, directly
by Laundry was observed. The corridor width
measurad 8 faat. One alcohal based hand rub
(ABHR) dispenser stand, was stationed on-one
gide of the carridaor in front of the handrai,
unsecured to eithar the floor or wall, The ABHR
dispenser stand projected approximately 17
inches inte the corridar, with the corridor. clear
width reduced to approximately six feet seven
inchag. Smoke alarms were ingtalled in the
corridar, The ABHR dispenser was not in an area
under direct supervision.

2. At 11:40 a.m., the Exit Corridor, diractly by
Director of Nursing (DON) Office was obsatved.
Tha corvidor width measured 10 feet. Ong
wopden storage cabinet was stationed on one
side of the corritdor in front of the handrail,
ungecured o alther the floor or wall. The cabinet JAN
projected approximately two feet inta the corrider, o
with the corridor clear width reduced to
approximately sight feet. The cabinet was in an . .
area under direct supervision of office staff, . LIS SAFETY COOE URIT
K 324 | NFPA 101 Cooking Facilities K 324 SAIFBZREARDINO
58=D . .

Cooking Facillties

Cooking equipmant is protected In accordance
with NFPA 98, Standard for Vantilation Control
and Fire Protection of Commerclal Cooking

F‘DBM MS-2567(02-80) Praviaue Varsions Ceotate Bvant 10 X0 Faallity [0 CAMOGO0N2E If Cunﬁnuatfan L;.haat Page §uof 24
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DEPARTMENT QF HEALTH AND HUMAN SERVICES EORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ‘ OMB NO. D238-D3SH
STATEMENT OF DEFICIENGIES (1) FHDVlDEFUSUPF‘UEH.\'DLiA 2 MULTIPLE CONSTRUCTION {%3) UATE SURVEY
ANE PLAN OF CORRECTION DENTIFICATION NUMBER: | o munminG 01 COMPLETED

056300 B, WiNG 12/22/2015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESE, CITY, STATE, ZiP CODE

2885 HARRIS STREET

GRANADA REHABILITATION & WELLNESS ':ENTER, LF EUREKA, CA 95503

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (x5}
PREED {EACH DEFICIENTY MUST GE FRECEDED BY FULL PREFX (EACH CORREDTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3¢ IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APRROPHIATE DATE
) DEFICIENGY)
K 324 | Continued From page 6 K304, K324 Maintenance Director ordeved the

identification sign that the fire protection
system ghall be activated prior to using the
fire extinguisher in the dietary cooking area.

Cperations, unless; 3 _
* ragidential coaking equipment {i.e., small
appliances such as microwavaes, hot platas,

toasters) are ugad for food wartming or limited | The Maintenance Director will equip the
cooking in actordance with 18.3.2.5.2, 19.8.2.5.2 Ansul hood fire suppression system with the
* cooking facifities open o the corridor in smoke | - - identification sign when receive.
compartments with 30 or fewer patierts comply | - | Administrator will ensure the work is

with the conditions under 18.3.2.5.3, 19,3.2 6.3, ' completed. Maintenanoe Director and

or ‘ A Administrator will monitor to engure there

* cooking facilitias in smoke compartments with are 1o issues with the sign. Results will te
30 or fower pafients somply with conditions under | - j acted upon immediately. Any trends
18.3.2.5.4, 193.2,5.4, | identified will be brought to the monthly
Cooking facilities protected according to NFPA 38 | Safety Committee,

per 9.2.3 are not required o be enclosed as
hazardous areas, but shall not be open 10 the "
. corridor, Completion date: 1/23/2017 32017

18.3.2.5.1 through 16.3.2.5.4, 18.3.2.5.1 through pretion cate
19.3.2.5.5, 923, TiA122

This STANDARD is not met as evidenced by:

Based on ohservatian, the faciiity failed to
maintain the kitchen fire extinguishing system.
This was evidenced by no operational instructions
located with the K-Class portabla extinguisher.
This affected one of four smoke comparntments,
and could result in the uncontrolied spread of a | ’ ]
grease fire in the direct cooking area.

NFPA101. Life Sefety Code, 2012 Edition
19.3.2.5 Cooking Facllities.

118.3.2.5.1 Cooking facilities shail be pratected in
accordance with 2,29

£.2.3 Commercie} Cooking Equipment.
Commerclal eooking equipment shall be in
accordance with NEFPA 956, Standard for
Ventllation Control and Fire Protection of

FORM CMB-E5E?{02-99) Pravicus Yarslons Ohaotets Evant 1D« X0L[I21 ' Faglin 1D: CA10000024

n If eontiruation sheel Pege 7 of 24
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(%1] PROVIDER/IUPPLIER/CLIA
EMTIFICATION NUMBER:

436300

(¥2) MULTIPLE CONSTRUCTION

A, BULDING 01

B, WING

X3 DATE SURVEY
GCOMFLETED

12/22/2016

NAME DF PROVIDER QR SUPFLIER

GRANADA REHABILITATION & WELLNESS CENTER, LP

STREET ADDRESS, £ITY, STATE, Z1P CODE
2885 HARRIS STREET
EUREKA, CA 95503,

(X4 I
PREFIX
TAQ

SLIMMARY STATEMENT OF DEFICIENGIES
{EACH DERICIENGY MUST BE PAEGEDED BY FULL
REGULATORY DR LS IDENTIFYING INFORMATION)

i
FREFIX -
TAG

PROVIDER'S PLAN OF CORBEGTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSI-REFERENCED TA THE AFPROPRIATE
DEFICIENCY)

s
COMPLETION
DATE

K324

K325
58=D

Continued From page 7

Commaercial Caoking Operations, unless sych
installations are approved existing instaflatians,
which shall be permitted to be continuad in
sorvics.

WNFPA 86, Standard for Ventilation Control and
Fire Protection of Commercial Cooking
Operations, 2011 Edition

10.2 Types of Equipment.

10.2.1 Firs-extingulshing equipment shall inelude
both automatic

ﬂre;axtmguxshmg sysierns as primary pretaction
an

portable fire extinguishers as secondary backup.
10.2.2* A placard shall be conspicuousty placed
near each &xtinguisher

that states that the fire protaction system shall be
activated prior to using the fice axtinguisher.
14.2.2.1 The language and wordlng for the:
placard shall be '
approved by the authority having jurisdiction.

Findings:

Duting a facility tour with staff on 12/22/16, the
Kitchen hoad and fire extinguishing systems were
abserved.

At 11:32 a.m., the Distary Coaking Arga was
equipped with an Ansul hood fire suppression
system, and K-Class portable back-extinguisher.
N sign was posted along with the portable
K-Class extinguisher to indicate the fire
SuUppression system should be activated first,
prior 10 using the fire extinguisher.

NFFA 101 Alcohot Based Hand Rub Dispenser
{ABHR)

Kaz4

K825

LIFE SATETY ConE

SAN BERMA

FORAM CMS-2687{02-98) Previous Versions Otsolaie

Event [D:XoN21

Facfity 1D: CAGTD000024 -

If contlruation shest Page B of 24
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STATEMENT QF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA (X&) MULTIFLE CONSTRUCTION (3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILINNG O1
056300 B-WING 12/22/2016

NAME GF PROVIDER OR BUPPLIER
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STREET AQDRESS, CITY, STATE, ZIF CODE
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EUREKA, CA 95503

* Blorage in a single sSmoke compartment greater
than 5 gallons complies with NFPA 30

* Digpansers ars not instal!ed within 1 inch of an

ignition sourge

* Dispensers over carpated Roors are'in

sprinklerad smoke compariments

* ABHR does not excasd 95 perceant alcohal

* Opetation of the dispenaar shall comply with
Semicn18326{11)ur19826(11) :

* ABHR is protected against inappropriate access
18.3.2.6, 18.3.28, 42 CFR Parts 403, 418, 480,
482, 483; and 485 ,

This STANDARD is not met as evidenced by:
Hased un cbservation, documant revisew, and
interview, the facifity failed to maintain the sicchol
based hand rub (ABHR) dispensers. This whs
avidenced by ths absence of inspaction and

testing for dispensers when refilled. This affectsed
four of four smoke compartments, and could
result in the malfunction of ABHR dispensers.

NFPA 101. Life Safety Code, 2012 Edition
19.3.2.6Alcohol-Based Hand-Rub Dispensers.
Alcahol-based hand-ruk dispansers shail be
protected in acoordance with 8.7.8.1, unless all of
the following conditlons are mat;

(4} ID SUMMARY STATEMENT OF DEFICIENCIES D PHOVIDER'S PLAN OF CORREGTION o)
BREFIX {EACH DEFIGIENGY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION EHOULD BE COMPLETION
TAG AEGULATORY OF LEC IDENTIEYING INFORMATION) TAG CROSS-REFERSNGED TO THE APPROPRIATE DATE
‘ ~ DEFICIENGY}
K325 | Continued From page 8 K 325| K 325 Housekeeping staff was in serviced
Alcohol Baged Hand Aub Dispanser (ABHR) to maintain the aleohol based hand-rub
ABHRs are protectad in accordance with 8.7.3.1, dispensers using the new QA form. The new
untess al conditions ars mat: QA form was implemented to inspeet and
* Corridor is at least € foat wide test the dispenser when refills were installed
* Maximum indivittuel dispenser capacity is 0 32 to meet the new tegulation. The Maintenance
palions (0,53 gallons in suites) of fluid and 18 Director, and/or Housekeeping Supervisor
bunces of Level 1 agrosols will monitor staff for effectiveness of facility
hg}iﬁﬁ;‘;igﬁgﬁg have & minimum of 4-foot trainirég. %esults will be acted upon
immediately. Any trends identified will be
* Not more than an aggregate of 10 ailons af . :
fluid or 135 ounoes ag?cmgl are usedgln a single brought to the monthly Safety Commitiee.
smoke compartmant outside a storage cabinet, .
excluding ore individual dispenser pgr room Completion date: 1/23/2017 1/23/2017

FOMM CMS-2587{02.08) Provious Verslons Dhacigty

Bvant 100 X0J12{
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FRINTED: 12/25/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGENGIES {1} PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTION (Xa) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 4. BLILDWG 01 COMPLRTED
056300 B.WiNG 12/22/2016

NAME OF PROYIDER OR SUPPLIER

GRANADA REHABILITATION & WELLNESS CENTER, LP

STREET ADDREBA, CITY, STATE, ZIP CODE
2885 HARRIS STREET
EUREKA, CA 95503

(1YWhara dispensers are installed in a carridor,
the corridor shall have a minimurm width of 6 ft
{1630 mm).

{2jThe maximurn individua! dispanser fluid -
capaclty shall he ag follows:

{2)0.82 gal (1.2 L} for dispensers in yooms,
corridors, and areas open to corridors

(0)0.53 gal (2.0 L} for dispsnsars in suitas of
o0ms

(3lWhere asragol containers are uzed, the
maximurn capacity of the aerasol dispenger shall
be 18 oz (0.51 kg) and shall ba imited to Level 1
aerosols as defined in NFPA 308, Code for the
Manufacture and Storage of Aerosol Products,
{4}Dispensers shall be separated from each other
by h)orizonta! spacing of not less than 48in. {1220
mm).

(S)Not more than an aggregate 10 gal (37.8 L) of
aleohoi-based hand-tub solutlon or 1135 oz (32.2
kg of Level 1 gerosols, or & combinationof
fiquids and Level 1 asrozals notto excesd, in
total, the equivalent of 10 gal {(37.8L) or 1135 oz
{32.2 kg), shall ba in use outside of 8 storage
cabinet In a single smake compartiment, except
as otherwise provided in 12.3.2.6(6)

{6) One dispenser complying with 18.2.2.8 (2) or
{3) per room and located in that room shall not ba
includad in the aggregated quantity addressed In
19.3.2.6(5).

(7)Storage of quantities greater than 5 gal (18,9
L) in a single smoke compartment shall maet the
requiraments of NFPA 20, Flammabis and
Combustibia Liquids Code, .

(8)Dispensers shall not be installed in the
foilowing lncations: '
(8)Above an ignition source within a 1 in. (25 mm)
horizental distance from gach side of the ignition
source ‘
{070 the side of an ignition source withina 1 in.

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION s}
PHERX {EAGH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {BACH CORRECTIVE ACTION SHOULED BE COMPLETION
TAG REGLLATORY OF LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TD THE ARPROPRIATE DATE
DEFICIENGY)
K 826 | Continued From page B K 325

FORM CHS-2587 (8249} Provivus Varsions Obsolatle
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DERARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/28/2016
FORM APPROVED
OMB NC. 0938-0331

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {3 PATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULPING T4 GOMPLETED
& WING 1242272016

NAME OF PROVIRER O BUPPLIER

GHANADA REHABILITATION & WELLNESS GENTER, LP.

STREET ADDRESS, CITY, STATE, 2P £ODE
2885 HARRIS STREET
EUREKA, CA 85503

{25 mm} horizontal distance from the ignition
S0Urcs

{ciBeneath an ignition source within a 1 in. {25
rrun) vertical distance from the ignition source
(S)Dispensers instafied directly over carpeted
fioors shall be permitted only in sprinkiered
smake compartments,

(12)The alechal-bitsed hand-rub solution shall not
excesd 95 percent alcohol content by vaiume,
{11)Operation of the dispenser shall comply with
the following criteria:

{8)Tha dispenser shall not release its contants
axcept whan the dispenser s activated, aithar
manually or automatically by touch-fres
activation.

(bjAny activation of the dispenser shall occur only
when an object is plaged within 4 in. (100 mm) of
the aansing device.

{c)An oblect placed within tha activation zone and
left in place ghall not cause rmaore than one
activation.

{d)The dispenser shall not dispense mora
solution than the amount requirad for hand
hygiene consfstent with label Instructions.
{8}The dispenser shall be designed, constructed,
end operated in & manner that ensures that
accidental or mallcious activation of the
dispensing device I3 minimized.

{{iThe dispenser shall be tested in accordance
with the manufacturer ' s care and use
instructions each time a new rafill is instatiad.
8.7.2.1 The storage and handling of flammabile
fiquids or gasas shall be In accordance with tha
foliowing applicable standards;

{1} NFPA 30{1), Flammable and Combustible
Liguids Code

(2) NFFA 54, National Fuel Gas Code

(3} NFPA, Liquefied Patroleum Gag Code

o) 10 SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S PLAN OF CORRECTIGN o
PREEX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORFEGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE oATE
DEFICIENCY)
K 325 Continued From page 10 K aes

FORM CMB-2557(02-90) Previous Verions Obaaiato
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' ' ' . PRINTED: 12/25/2016
DEFARTMENT OF HEALTH AND HUMAN SERVICES FORM AP%R&VED

GCENTERS FOR MEDICARE & MERDICAID SERVICES OMBE ND. 0938-D351
STATEMENT OF DEFICIENCIES %1} BPHOVIDER/SURRLERICLIA (XR} MULTIRLE CONSTRLICTION {X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFIGATION NUMBER: A BUILDING €1 COMPLETED

056300 B WING 12/22/2016

NAME OF PROVIDER DR SUPPLIER STHEET ADDRESS, CITY, STATE, ZIP CODE

2085 HARRIS STREKT

GRANADA HEHABILITATION & WELLNESS CENTER, LP

EUREKA, CA 85502

(%4) 1D SUMMARY STATEMENT OF DEFICIENGIES 1 PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENGY MUST RE PAECEDED BY FULL PREFIX {EACH CORAECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY Of LSS IDENTIEYING INFORMATION) TAG CROSE-REFERENCED TG THE APPROPRIATE BATS
DEFICIENGY)
K 325 | Continued Fram page 11 1 325
Findings:

During ubservation, interview, and document
reviaw with staif en 12/22/16, the refillable ABHR
dispenasrs were observed and documenta‘tlun
raguestad.

At 10:50 a.m., tha facility was abservad with -
ABHA dnapansars focated throughout the facmty
and corridors. No Inspection and/or testing had
been pedormed on the units when new refills
were installed. Staff 3 confirmed this finding and
statad "thay were unaware of the new inspection
and testing requiremeants for ABHR dispersers for

rafilling.” ; b

K 355 | NFFA 101 Portable Fire Extinguishers - K385 K 355 Dletary staff was in-serviced

§8~D December 12, 2016 on the importance of not
Portable Fire Extinguishers blocking the portable K — class fire
Portable fire extinguishers ars selected, installed, extinguisher Jocated in Dietary by a food
ingpacted, and maintained in accordancea with cart. The Maintenance Director and Dietary
NFPA 10, Standard for Portable Fire ' Supervisor will monitor staff for
Extinguishers,

effactiveness of facility training. Results will
be acted upon immediately. Any trends
identified will be brought to the monthly

18.3.512, 18.3.5.12, NFPA 1D
This STANDARD is not met as evidencad by:
Based on observation, the facility failed to

maintalr the portabie firg extinguishars. This was . .| Safety Committes. :
evidencad by a fire extinguisher obstructed fram 17 1723/2017
view and access. This affacted ona of four smoke Completion date: ” 23120
compartmants, and could resultin the inability of CALIFORNIA DRP i
stalf 1o readily access the fira extinguisher in the LICEM3ING & G
event of 4 fire,
NFPA 101 Life Safaty Code, 2012 adition JaN T T
19,.3.5.12 Portable fira sxtinguishers shal b - b v
provided in ait - : ‘
health care occupancies in accordancs with ,
9741 ) UEE EﬁFLIT L,L“JE ‘._H‘ T
9.7.4.1* Where required by the provisions of 3 AN BERMARDING
FORM CMS-2667 [(02-00) Previous Varalong Chsoleta Bvent IO X0 ; Faellity 1D: mmunuudaa
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PRINTED: 12/25/2016

DEPARTMENT OF MEALTH AND HUMAN SERVICES ‘ FORM APFPROVED
CENTERS FOR MEDICARE & MERIGAID SERVICES OMB ND, DB38-038{
STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION {X4) DATE BURVEY
AND PLAN DF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 COMPLETED
058300 B. WING 12/22/2016
NAME OF PROVIDER OR SUPRLER STREET ADORESS, CiTY, STATE, ZIP CODE
‘ 2855 HARRIS STREET
GRANADA REHABILITATION & WELLNESS CENTER, LP EUREKA, CA 95503
(X&) 1D SUMMARY STATEMENT QF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION ol
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAGR REGULATORY OF L3C IDENTIFYING INFORMATION) TAG cnoss-nEFEREﬂEcsg TO THE APPROPRIATE paTs
DEFIENGY)
K 255 | Continued From pags 12 K 355

angther saction

of this Code, portable fire extinguishers shail he
selacted, nstallad,

inspectad, and malmained In accordancs with
NFPA 10, Standard for Portable Fire
BExtinguishars,

NFPA 10, Standard for Portable Firg
Extinguishers, 2010, edition.

8.1.3.3 Visual Obstructions. -

8.1.3.3.1 Fire extinguishars shall not ke -
obstructed or checured

from view.

Findings:

During a tour of the facility with staff on 12/22/18, - TTRNEER
the pertable fire extinguishers weras obsarved. P

At 11:20 a.m,, the portable K-class fire LIS SAFETY 0
extinguisher located in Dietary, was obstructed e
from view and access by a food cart, The - E SAT
extinguisher was located only after asking o
Kitchan 3taff of it's inecation.

K 353 | NFPA 101 Corridor - Doors . K 863 | K 363 Maintenance Director immediately
580 . A removed the trash barrel, The staff will be
Coridat - Doorg inservice an not to hold open daors by

2012 EXISTING T
Doors proecing coridrcparings  oter ot e st e
required enclasures of vertical openings, exits, or Director and Administrat :N,u m' " - i
hazardous areas shall be substantial doors, such staff for effectivencss ft?r 'l"' MONIOT the
as those constructed of 1-3/4 inch solid-bondad . Resulis will bi 3““-‘35 ol faciiity training,
core wood, of capable of resisting fire for at least Resutls will oe acted upon immediately. Any
20 minutes, Daors in fully sprinkisrad smoke trends identified will be brought to the

compartmerts are only required ta resist the montbly Safety Committee.
passage of smoke. Doors shall be provided with a )
meuns suitable for kesping the door closed, Completion date: 1/23/2017 1232017

There Is no impediment to the closing of the

FORM CME-265T(02-89) Praviaus Varsions Qasolotd . Evant ib: XOdi24 " Eaciiy ID: QAN 0000024 If continuation shoet Page 13 of 2a
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CENTEAS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/29/2016
FORM APPHOVED
OMB NO. 0838-0391

K 383

doors. Clearance between bottom of door and
fioor covering i3 not exceeding 1 ingh. Roeller
latches are prohibited by CMS reguiations on
corrider doors and rooms cantaining flammabie
ar combusgtible matetials. Powered daors
complying with 7.2.1.9 are permissible. Hold open
devices that release whan the door is pushed ar
pulled are permitted. Nonraied protective plates
of unlimited height are permitted, Dutch doors
mesting 18.3.6.3.6 ara permifted.

Door frames shall ba labeled and made of steal
ar ather rnatarials in compliance with 8.2, unless
the smoke compartment is sprinkiered. Fixed fire
window assemblies are aliowed per 8.3. In
sprinklered compartments there are no
restrictions in area or fite resistance of glass or
frammies in window assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 482, 483, -

and 485

Show in REMARKS detalls of doors such as fire
protection ratings, automatics closing devices,
gte.

This STANDARD is not met 85 svidenced by:
Based on cbservation, the facility failed 1o .
maintain the doors. This was evidencad by &
corridor doar chatructed from alosing and
latching, This affectad one of four smoke
compartments, and could result in the Inahilty to
contain smoke and/or fire to a room. .

NFPA 101, Life Safety Cods, 2012 Edition
19.3.8.3.10* Doors shall not be held apen by
devices other than those that release when the
door is pushed or pulled, ‘

Findings:

During & tour of the facility with staff on 12/22/18,
the doots were abserved,

CALIZDRAIA 2P,

LIFE SAFETY CODE UNIT

QAN DT A DO
SAN BERMARDIMG

STATEMENT OF DEFIGIENGIES {X1) PROVIDER/SUPPLIERIGLIA (2) MULTIPLE CONSTRUCTION {X3) DATE BURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILGING 01 COMPLETED
056300 B, WING 12/22(2018
NAME OF PROVIDER OR SUPPLIER GTREET ADURESS, CITY, STATE, ZIP CO0E
2005 HARRIS STREET
GAANADA REHABILITATION 8 WELLNESS CENTER, LP EUREKA, CA 95503
{%a) 10 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN CF CORRERTION x5
BREFK {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCAY OR LSC INENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
Continued From page 13 K 363
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/29/2015
FORM APPROVED

CENTERS FOR MEDICARE & MEMCAID SERVICES QOMB NO, 0938-0391
STATEMENT QF DEFICIENCIES (X1} PROVIDER/SUPFLIER/CLIA {%2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND FLAN OF CORFECTION IDENTIFICATION NUMBER: A BUILDING 01 COMPLETED

056300 B WING 12/22 ED‘IE

NAME OF PROVIDER OF SUPPLIER STREET ADDAESS, CITY, STATE, ZIP CODE

2565 HARRIS STREET
GRANADA REHABILITATION & WEFLNESS CEHT ER, LP EUREKA, CA 95503
{%a) 1D SUMMARY STATEMENT OF DEFIGIENCIES in PROVIDER'S PLAN OF CORRECTION e
PREEIX {EACH DEFICIENGY MUST BE FRECEDED BY FULL PAEFIX (EACH CORRECTIVE ACTION SHOULD BE SEMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORKATION) TAG GROSS-REFERENGED TO THE APRROPRIATE CATE
DEFICIENGY)
K 362 Continued Fram page 14 K363
At 11:35 a.m., the corridor door to the Class
Room was observed. The door was egquippad
with a self-closing deviga. The daor was held
open, obstructed from closing and iatching by &
floor-atanding trash barrel, No staff were in the
room at the tims. : o . -
K @18 | NFPA 101 Electrical Systems - Essentlal Electric K218| K918 Tn accordance NFPA 110, Section
38=D | Syste 8-4, Emergency pewer systermn  {Temporary

Electrical Systams - Ezssntial Elactric Systern
Maintenance end Testing

The ganerator or other alternate power souree
and associated equipment is capable of supplying
semvive within 10 seconds. if tha 10-second
criterion is not met during the monthly test, a
process shall ba provided to annually confirm this
capahility for-the life safety and critleal branches. .
Maintenance and testing of tha ganarator and
transfer switches are performed in acoordance
with NFPA 110,

Ganerator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day Intervals, and exerglsed once avery 38
months for 4 continuous hours. Scheduled jest
uridar ioad corditions include & cormplete
simulated cold start and automatic or manual
transfer of alt EES loads, and are ¢onducted by
campetent personnel. Maintenance and testing of
stored energy power sources (Type 3 EES) are In
accordance with NFPA 111, Main and feeder
circuit brezkers are Inspacted annually, and a
program for perindically exarcising the
tompanents is established according to
manufacturer requirements. Written records of
maintenance and festing arg maintained and
readily available. EES elactrical panels and
clroults are marked and readily identifiable,

Generator and Transfer Switch) shall be
inspected weckly and excrcised under full
available load every other week.
Temporary generator and existing transfer
switch, as installed, have been accepted as
the temporary EPS for this facility by
" OSHPD under #3153014-12-00-BT01
expiration date 9/30/2017.

The Administrator submitted a waiver, on
December 9, 2016, requesting & 12 month
waiver extension because we are unable to
complete this project within the time frame.

Attached to the POC is the invoice for the
generator testing,

Completion date: 1/23/2017

rr -y

CALIF

H
I
LOTRAE

112312017
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PRINTED: 12/28/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFCIENGIES {1} PROVIDER/SUPPLIER/CLLA {2} MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A, BUILDING 0F COMPLETED
056300 8, WING 12/22/2016
NAME OF FRQVIDER OR SUPPLIER STREET ADDRESS, OrfY, 8TATE, ZIP CODE
LITATION & WELLNESS CENTER, LP 2585 HARRIS STREET
GRANADA REHABILITA & s ) * EUREKA, CA 95503
(4] 1D SUMMARY STAIEMENT OF DEFICIENGIER 10 PROVIDER'S PLAN QF CQRRECTION 3¢5
PRERD . [EACH DEFICIENGY MUST BE PRECEDRED BY FULL PREMX {EACH CORRECTIVE ACTION SHOULD EE CEMPLETION
TAG REGULATOAY OR LSC IDENTIFYING INFORMATION) TAG CRUSS-REFERENCED T0 THE ASPROPRIATE DATE
, DEFICIENSY)
K318 | Continued From page 15 KoiB

Minimizing the possibility of darnage of the
gmergency power source is a design
consideration for new installations. .

6.4.4, 6.5.4, 6.6.4 (NFFA 99), NFPA 110, NFPA
111, ?DD 10 [NFF’A T0)

This STANDARD is riot met as avidenced by:
Based on dbsarvation, documant review, and
interview, the faclity falled 10 malintaln the
amergancy power system (EPS). This was
evidenced by the fallure to install and provids a
permanent EPS in accordance with NFPA 110,
2010 Edition, and perforrn minimal requirad load
testing an a temporary EPS, This affected four of
four smoke compartments, and could result (n &
loss of power due to & generator malfunction
during an emergency power outage.

NFPA& 101 Liks Safety Code, 2012 edition

19.5.1 Utilitieg, Utiities shall comply with the
provizions of section 3.1

18.5.1.1 Utilties shall comply with the prcwisinns
of section 9.1

8.1.3.1 Emargency Genorators and standby
power systems shall be installed, tested, and
maintzined in acoordanca with NFFA 110,
Standard for Emergency and St v Fower
Systems.

NFPa4 99, Health Cara Fﬂclimeﬁ Code, 2012
Edition,

8.4.4.1.1.4 Inspectnon andeshng Criterig,
conditions, and personnel

requirements shall be in accordance wtth
S.4.4.1.1.4(A)

through 6.4,4,1,1.4(C), .

{A)* Test Criteria. Generator sots shall be teated
12 times a

year, with testing Intervais of not less than 20
deys nor mars

FIDORM GMS-2567(02-95) Provious Varslons Obsolete " Event D X0 Faolifty D: CAL 0000024
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CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/29/2018
FOAM APPHOVED
OMB NO. 0938-0391

STATEWMENT OF DEFIGIENCIES (X1 PROVIDER/SUPPLIER/CLIA (XZJ MULTIPLE CONSTHUDTICON {X3; DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMSER: A BULDING 01 COMPLETED
056300 8. WiNG - 12/22/2016
NAME OF PROVIDER QR SUPFLIER STREET ADDRERS, QITY, ITATE, ZIF CODE
GRANADA REHABILITATION & WELLNESS CENTER, LP 2805 HARRIS STREET
! EUREKA, CA 95503
x4 0 SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDERS PLAN OF CORRECTION s
PREFIX {EAGH DEFIGIEMCY MUST BE PARCEDED BY FULL PREFIX {EACH CCRAECTIVE ACTION SHOULD BE COMPLETION
ThG FEGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSB-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENGY)
K918 Continued From pags 16 K914

than 40 days. Generstor sets sorving essenisl
electrical systams

shall be tegted In accordanca with NFFA 110,
Standard for Emstgency

and Standby Power Systems, Chapter 8.

(B) Test Condiions. The gcheduled test under
load gonditions

shall indlude a compiste simulated cold stari and
appropriate

automatic and manual transter of all essantial
electrical

system loads.

{C) Test Parsonnel. The schedulad tests shall be
conducted

by compatent personnel to keap the machines
raady to function

and, in addition, serve to detect cguses of
rnalfunction

and 1o train personnet in operatmg procedures
NFPA 110, Standard for Emergency and Standby
Power Systems, 2010 aditian.

4.4.2% Lewvel 2 systams shalil be installed where -
fallure of the

EPSE to perform is Jess critical to human life and
saiaty.

4.4.3 All equipment shall be permanently
instafied,

7.4 Maunting,

7.4.1 Rotating energy convarters shall be
ingtalled on solid

foundations to prohibit sagging of fuel, exhaust
ar lubricating afl

piping and damage fo parts resulting in lsakage
at joints,

7.4.1.1 Such foundations or structura) basas shalr
raise the

engine at least 150 mm (8 in.) above tha flagr or
frade Igvel

and be of sufficient eievation to facilltate

FORM CM3-2587(02-99) Previous Vargions Obsoigte

Ewert |D: X012

Fazlilty 10: CADTO000G24
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PRINTED: 12/29/2016
FORM AFPPROVED
oMB NO. J938-0221

lubricating-cil drainage
and sasge of mainterance.
7.4,2 Foundations shall be of the size {mass) and
type recommended
hy the enargy convearter manufacturer.
7.4.3 Where raquired to prevent transmission of
vibration during -
operation, the fuundatmn shall ba Isulatad fmm
the surraundirtg
figor or othar foundations, ar both, in accordance
with
the manufaciurar ' s racommendations and
accepted stryctural
anginaering practices,
7.4.4 The EPS shall e moupted on g fabricated
metal skid
base of the type that shali resist damage during
shipping and
handling, After installation, the base shall
rnaintain alignment
of the unit during operation.

7.5* Vibration. Vibration isclators, as
recommended by the

manufacturer of the EPS, shall be installad anher '

betwesn the

rotating equipment and its skid basa or betwean
tha skid base :
and the foundatiar ar inertia, base.

8.3.3 Awritten schedule for routine maintenance
and operationa tewting of the EPSS shan he
established.

8.3.4 A permanent record of the EPSS
inspections, tests, exercising, operation, and
repairs shall be maintained and readily available.
8.3.4.1 The permanent record shall include the
fallowing: {1)The date of the maintenanca report
(2)identification of the servicing personnel
(3)Notation of any unsatisfactory condition and
the corrective action taken, including parts

STATEMENT OF DEFICIENGIES {%1) PROVIDER/SUFPLIER/CLIA {X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF QORRECTICN IDENTIFICATION NUMBER: A, BUILDING 04 COMPLETED
0E6300 B, WING 12/22/2016
NAME OF PROVIDER DR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2985 HARRIS STREET
| LLNESS GENTER, LF
GRANADA REHABILITATION & WELLNESS GENTER, EUREKA, CA B5503
(X4) iD SUMMARY STATEMENT OF DEFICIENCIES - 1 PROVIDER'S PLAN OF CORRECTION oo
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFLY (EACH CORRECTIVE ACTION SHOULP BE ODMPLETION
TAG REGULATORY R LSC IDENTIFYING INFORMATION) TAG CROSS-ARFERENTED TO THE APPROPRIATE CATZ
. CEFIGIENGY)
K 918 { Cantinued From page 17 Ke18
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replaced (4) Testing of any repalr forthe time as
racommendad by the manufacturer

8.4.2% Diesel generator sets in service shall be
axercised at

laast once monthly, for a minimum of 30 minutes,
using one

of the following msthads:

{1} Laading that maintalns the minimum exhaust
gas temparatures

as recommended by the manufacturer

(2) Under oparating temperature conditions and
at notiess .

than 30 parcent of the EPS nameplate KW rating
B.4.2.1 The date and tima of day for requirad
testing shall be

decided by the owner, baset] on facimy
operations.

8.4.2.2 Equivalent loads uged for tasting shall be
automatically

replaced with the emergericy loads in cass of
failure of

the primary solrze.

8.4.2.3 Disssl-pawered EPS installations that do
nat meet-the

requiremonts of B.4.2 shali ba exarcised monthly
with the available

EPSS load and shall ke exercised annually with
supplemental

loads at not [ess than 50 percent of the EPS
namepiate KW

rating for 30 continuous minutas and at aot less
than 75 percent

of the EPS nameplate kW rating for 1 continucus
hour for a tota!

test duration of not less than 1.5 continuous
hours.

Findings;

K918
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During a faciiity tour, document review, and
interview with staff on 12/22/16, the EPS was
observed, and records reviewed.

1. AL 9:30 a.m., the facility was observed with &
temperary trailer mounted 13 kilowatt diasel EPS,
with seismic bracing, iccated oltside hehind the
bullding by Leundry. The temporary EPS was
installed under Office of Statewide Hazlth
Planning and Developraent (QSHPD) permit #
$153014-12-00-BPTC1, Issued 11/24/15,
expiration date 95/30/2017. The faciity submitted
QSHPD documentation titled "Building Perrnit!
thet indicated a permit B # S181020-12-00 was
Issued on 10/28/16 for installation of a permanent
EPS, with expiraiicn date 9/30/2017, Staff 1
Indicated in an Interview at the time that on
12/9/16, they requested a 12 month waiver
extension, and are now in the pracess o
teceiving bids, and once the bid is accepted the
projest will start. No current walver was in place
at the time of survay. Mo current signed contract -
for project engineening and instailation was
availadle,

2. At 9:40 a.m, a review of bi-monthiy ioad
testing did not indlcate 30 percent of the
nameplate kilowatt rating was achioved for the
temporary diesel EPS, Annual ioad bank testing
dated 11/21/18, was perdformed par run flow shest

at 60 minutes "not the required 20 minutes.” Staff |

4 confirmed the finding in an interviaw at the time
stating "he thought it was dane for 90 minutes,
and would fax the report if avaitable by 12{2?16 at
9:00 a.m." No fax was receivad, .
NFPA 101 Gas Equipment - Cylinder and
Container Starag :

K918

Kaza

1.
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{X2) 1D SUMMARY STATEMENT OF DEFICIENCGIES o} PROVIDER'S PLAN OF CORRECTION pes)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREREFIX {EACH CORRECTIVE ACTION SHQULD BE CAMPLETION
TAG REGULATORY OR L3 [DENTIFYING INFORMATION) TAG CRNSS-REFERENGER T2 THE APPROFRIATE aTe
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K 823 | Continued From page 20 K923 K923 The staff will be inservice on the
Ges Equipment - Cylinder and Contalner Storage praper storage of oxygen. The’ /
Greatsr than or equal ta 3,000 cubic feet Administrator, Maintenance Director, and/or
Storage locations are designed, constructad, and _ DSD will monitor staff for effectiveness of
ventitated in accordance with 5.1.3.3.2 and Facility training. Results will be actec! upon
5.1.8.8.3. : immediately. Any trends identified will be
>300 but 2,000 cublc feet brought to the monthly Safety meeting.
Storage locations are outdoors in an enclosura of 123017
within an enclosed interior space of non-or - _ Completion date: 1/23/2017

limitod- cambustible construction, with door (or
gatas outdoors) that can he secured. Oxidizing.
gases ara not stored with flaromables, and are - -
separated from combustibies by 20 feet (5 feat if
sprinkierad) or enclosad in a cabinet of
nuncombustible censtruction having & minimum
1/2 nr. fire protection rating.

Less than or equal fo 300 cubic fast

in a single smoke compartment, individual
cylinders avallable for immediate yse in patiemt
care areas with an aggregate volume of less than
or equal to 300 cubic feetf are not required to ba
storad in an enclosure. Cylindars must ba
handled with precautlons as specified in 11.6.2.
A pracautionary sign readabla from 5 feet iz on
each door or gate of a cylinder gtorage raarm,
wheare the slgn includes the wording as &
minkmnum "CAUTION: OXIDIZING GAS(ES)
STORED WITHIN NO SBMOKING."

Storage is planned so cylinders are used in order
of which they are rseeived from the supplier.
Ermpty cylinders are segregated from full
cyfinders. When facllity employs cylindsrs with
imtagral prassure gauge, a threshold pressure
zonsidersd smpty is established. Emply cyfinders
are marked to avoid canfusion, Cylinders stored
in the open are protectad fram waather,

11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NEPA,08)
This STANDARD s not met as evidenced by:
Based on observation, the faciity falled to
maintain the portable oxygen storgge. This wag
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K 823 | Continued From page 21 K923

K 226
85D

evidenced by the failure to segregate full and
empty cyiinders in the same enclasure. This
affected one of four smoke compartments, and
could result in a safety hazard.

NFPA 89, Health Care Facilities Code, 2012
Edition.

11.6.5 Special Precautions - Storage of Gylinders
and Comainers,

11.8.5.1 Storage shali be pIanned 50 that

| eylinders can be

used In the order in which they are received from
the supplier.

11.6.5.2 It empty and full cvlinders are stored
within the

same enclosure, empty cylindsrs shail be
segragated from

tull cylinders.

Findings:

During & facility tour, with staff on 12/22/16, the _
partable oxygan storage was absarved,

At 2:45 p.m., the Oxygen Storage Room was
ubserved, Two full tanks were stored ’mgethar
with six empty in the same rack.

NFFA 101 Gas Equipmeant - Qualifications and
Tralning

Gas Equiprmant - Qualifications and Tralning of
Parsonnel '
Personnel cancerned with the application,
rmaintenanee and handling of medical gases and
cylinders are trained on the risk, Facllitios
pravide continuing education, Including safety
guidelines and usaga requnrements Equipment is
serviced only by persennel trainad in the

MR rﬁv:.“.

LALIE

LTIt romrps iy
LICENSI T L oEm DTN

K 825! K 926 The stzff will be inservice yearly on
handling and use of oxygen by the
Respiratary Therapist. The Administrator,
Respiratory Therapist, and/er DSD will
menitor staff for effectiveness of Facility
traiting. Results will be acted upon
immediately. Any trends identified will be
brought to the monthly Safety meeting.

Completion dare: 1/23/2017 1/23/2017
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maintenance and operation of eguipment.
11.5.8.1 (NFPA 39)

This BSTANDARD is not met as avidenoced by:
Based on observation, document review, and
interview, the Taciiity failed to maintain oxygen
safety. This was ovidenced by the absence of a
continuing in-service and fraining prograr for
risks associated with handling and uge of medical
gases. This affected four of four smoke
comnpartments, and could resuit in the unsafe
handling and use of oxygen and oxygen delivery
equipmant.

NFPA 99, Health Care Facilities Code, 2012
Edition,

11.5.2 Gases in Cylinders and Luqueﬁed Gasesin
Containers.

11.5.2.1 Quaiification and Training of Personnel,
11.5.2.1.1* Personnef concsmed with the
application and

meil  nance of madical gases and others who
handla rnedical

gases and the cylinders that comain the medlcal
gases shall be

trained on the risks assatiated with their handhng
and usa,

11.5.2.1.2 Health care faclities shall provide
programs of continulng education for their
personnel,

11.5.2.1.3 Continuing education programs ghall
Include pariodic

review of safety guidelines and usage
requiremants for

medical gases and their cylinders.

Findings:

During observation, intenview, and dogumeant

review with staff on 12/22/18, the oxygen dalivery |

SAFETY CODE UT
.J O
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K 926 | Cantinued From page 23 K a6

aquipment was observed, and training records
requestad.

At 10:55 a.m., tha faciity was observed with a

portable axygen supply tank defivery system. No

documentation was avaflablie for gontinuing
education of personnal associated with the

handling and use of oxygoen. Staff 3 confirrmed the

finding n an interview at the time stating “that
they ware unawara of the new roquirement.”

JAR 1T i
LIFE SAFETY CODE UNIT
SAH BERNALDING
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