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K010000
A Life Safety Code Recertification and K010000 | Responses to the cited
State Licensure Survey was conducted defigiepcies do not constitute an
. admission or agreement by the
by the Indiana State Department of facility of the veracity of the
Health in accordance with 42 CFR alleged or conclusion set forth in
483.70(a). the “Statement of
Deficiencies.”The Plan of
Survey Date: 02/10/14 matter of compliance wih federa
and/or state law.
Facility Number: 000191
Provider Number: 155294
AIM Number: NA
Surveyor: Mark Caraher, Life Safety
Code Specialist
At this Life Safety Code survey, Forum
at the Crossing was found not in
compliance with Requirements for
Participation in Medicare/Medicaid, 42
CFR Subpart 483.70(a), Life Safety
from Fire and the 2000 edition of the
National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC),
Chapter 19, Existing Health Care
Occupancies and 410 IAC 16.2.
This one story facility was determined to
be of Type V (111) construction and
fully sprinklered. The facility has a fire
alarm system with smoke detection in
the corridors, in all areas open to the
corridor, in residents rooms 421 through
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any defiencystatement ending with an asterisk (*) denotes a deficency which the institution may be excused from correcting providing it is determined that

other safegaurds provide sufficient protection to the patients. (see instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to

continued program participation.
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428 and in resident rooms 614 through
630. The facility has battery operated
smoke detectors in all other resident
sleeping rooms. The facility has a
capacity of 74 and had a census of 59 at
the time of this visit.
All areas where the residents have
customary access were sprinklered and
all areas providing facility services were
sprinklered.
The facility was found not in
compliance with the aforementioned
regulatory requirements as evidenced by
the following:
K010022 | NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Access to exits is marked by approved,
readily visible signs in all cases where the
exit or way to reach exit is not readily
apparent to the occupants. 7.10.1.4
Based on observation and interview, the K010022 K022 In response to cited 03/12/2014
facility failed to ensure 1 of 1 Memory Ezdtz.?:,;Fhﬁ;ﬁﬂgﬂgﬁtéons will
Care Activity Room doors likely to be SAFETY CODE STANDARD LSC
mistaken for a way of exit was identified 7.10.1.4 Doors likely to be
as "No Exit." LSC 7.10.8.1 requires any mistaken for Exits shall be
door that is neither an exit nor a way of |dent'|f|ed as ,NO,EX't‘, ,A) The
llluminated sign identifying the
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exit access and is located or arranged so exterior activity room door will be
it is likely to be mistaken for an exit removed. A "No Exit” sign will be
hall be identified b on th ds: placed on the door. B) All
shall be identified by a sign that reads: residents of the Memory Care
NO Exit. This deficient practice could Unit and visiting residents from
affect 10 residents, staff and visitors in the SNF unit are potentially
the Memory Care Activities Room. affected by assuming all exterior
doors are true exits. C) The
o . Maintenance Director and/or
Findings include: designee will keep a floor plan
showing exits and non-exit
Based on observation with the visiting exterior doors V,V'th, monthly fire
Mai Di dth protection monitoring. Proper
a%ntenance 1re.:ct0r an t © signage will be assessed at the
Maintenance Assistant during a tour of same time fire extinguishers are
the facility from 11:40 a.m. to 2:15 p.m. checked on a monthly basis. Any
on 02/10/14, the Memory Care incorrect signage will be removed
Activiti R’ d leadi h immediately and corrected. D)
Ctl.VltleS oom : 9or eading to the The HFA will include
outside of the facﬂlty led to the observations of proper exit
courtyard which did not lead to the labeling on his weekly
public way and was not provided with a environmental rounds. He will
. hich identified the d ¢ ensure the Maintenance Director
s1gnw ich identi 1e. e door as not an keeps signage accurate and
exit. The aforementioned door to the up-to-date. Assigned staff
courtyard was provided with an exit sign members who fail to maintain
but the Maintenance Assistant stated the Cé’)mgl'atnci will bT reprlmgttr;]ded.
o ate of compliance wi
Memory Care ACthItleS Room door t.o proposed actions: March 12,
the courtyard did not lead to the public 2014
way and is not an exit for the facility.
Based on interview at the time of
observation, the Maintenance Assistant
stated the door to the outside of the
facility did not lead to the public way
and acknowledged the aforementioned
door was not provided with a NO Exit
sign.
3.1-19(b)
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K010025 | NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired
glass panels and steel frames. A minimum
of two separate compartments are provided
on each floor. Dampers are not required in
duct penetrations of smoke barriers in fully
ducted heating, ventilating, and air
conditioning systems. 19.3.7.3, 19.3.7.5,
19.1.6.3,19.1.6.4
1. Based on observation and interview, K010025 K 025 In response to cited 03/12/2014
. . .- findings, the following actions will
the facility failed to ensure 1 of 1 ceilin ’
Y ure £ be taken: NFPA 101 LIFE
smoke barriers was maintained to SAFETY CODE STANDARD LSC
provide at least a one half hour fire 19.3.7.3, 19.3.7.5,
resistance rating. This deficient practice 19.1.6.3,19.1.6.4 Smoke barriers
could affect 14 residents, staff and !ntcellmgs STa” be matlntalned ¢
.. . intact so as to prevent passage o
visitors in the 400 Hall. smoke between compartments.
A) These openings will be
Findings include: properly filled with approved
materials to preclude passage of
. . . smoke:- 1” ceiling hole in the
Bas.ed on obseryatlons with the visiting #400 storage room. 1"x 5
Maintenance Director and the hole next to a sprinkler head in
Maintenance Assistant during a tour of the #400 unit.- 2.5” diameter
the facility from 11:40 a.m. to 2:15 p.m. opsndended coqu|ttl1and i t?]pen
. . ended copper pipe through the
on 02/19/14, t':he f.‘ollowmg Wa§ noted: smoke barrier by room
a. a one inch in diameter hole in the #601.- 8 x 5” rectangular
ceiling smoke barrier of the 400 Hall hole for passage of 4 electrical
Storage Room by Room 410 for the conduit by the Medical Records
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passage of one telephone cable which Office. B) All residents of areas
exposed the attic above. Yvhere smoke barrlers.are not fully
. 1 1f] ‘de h intact have the potential to be
b. a one inch long by half inch wide hole affected by incomplete barriers.
in the ceiling next to a sprinkler head C) The Maintenance Director
escutcheon which exposed the attic and/or his designee will conduct a
above. full mspgctlon of the physmgl
d . . he fi fth plant to include all penetrations of
Based on interview at the time of the smoke barriers. All openings
observations, the visiting Maintenance without sufficient closure will be
Director and the Maintenance Assistant corrected with appropriate
acknowledged the aforementioned matenalg to pr.eclud.e smok.e
. did d | penetration. Visual inspections of
openings di notlprov1 € at. east a one smoke barriers and proper
half hour fire resistance rating. sealing will be conducted with
monthly fire extinguisher checks
3.1-19(b) are performed. Any improper
penetrations will be corrected
) ] ) within 48 hours of identification.
2. Based on observation and interview, D) The HFA will include
the facility failed to ensure openings observations of smoke barrier
through 2 of 17 smoke barrier walls maintenance on his weekly
tected t intain th K environmental rounds for the next
WCFC protected {o maintain ] ¢ smo. ¢ sixty (60) days. Following that he
resistance of the smoke barrier. This will review records on a monthly
deficient practice could affect 30 basis. He will ensure the
residents, staff and visitors in the 600 Maintenance Director addresses
Hall any related findings. Assigned
all. staff members who fail to
maintain compliance will be
Findings include: reprimanded. E) Date of
compliance with proposed
. . C . actions: March 12, 2014
Based on observations with the visiting
Maintenance Director and the
Maintenance Assistant during a tour of
the facility from 11:40 a.m. to 2:15 p.m.
on 02/10/14, the following was noted:
a. a two inch in diameter open ended
conduit, a one half inch open ended
copper pipe and a hole for the passage of
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two telephone cables through the smoke
barrier wall above the ceiling by the
corridor door set by Room 601.

b. an eight inch by five inch rectangular
hole in the smoke barrier wall above the
ceiling by the corridor door set by the
Medical Records Office for the passage
of a four inch in diameter electrical
conduit.

Based on interview at the time of the
observation, the visiting Maintenance
Director and the Maintenance Assistant
acknowledged the aforementioned
openings in the smoke barrier walls did
not provide at least a one half hour fire
resistance rating.

3.1-19(b)

K010038 | NFPA 101

SS=E LIFE SAFETY CODE STANDARD
Exit access is arranged so that exits are
readily accessible at all times in accordance
with section 7.1.  19.2.1

the facility failed to ensure the means of
egress through 1 of 4 delayed egress
locks in the facility was readily
accessible for residents, staff and
visitors. LSC 7.2.1.6.1, Delayed Egress
Locks, says approved, listed, delayed

1. Based on observation and interview, K010038 K 038 In response to cited

findings, the following actions will
be taken: NFPA 101 LIFE
SAFETY CODE STANDARD LSC
7.1.19.2.1,7.2.1.6.1 Exit access
shall be readily accessible at all
times. A) The llluminated sign
identifying the exterior Therapy
Patio door will be removed. A

03/12/2014
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egress locks shall be permitted to be “No Exit” sign will be applied in
installed on doors serving low and order to direct reS|dent§ using the
di h 1 buildi therapy gym to the designated
ordinary hazard contents in buildings Exit. #500 Exit delayed release
protected throughout by an approved, device will be adjusted for proper
supervised automatic fire detection functionality by Stanley certified
system installed in accordance with te‘?h”'c'ans- B) All residents .
] q ised using the Therapy Gym and/or in
Section ?'6’ O.r an approve ’ SuperV1s.e urgent need of exiting the #500
automatic sprinkler system installed in unit could potentially be affected
accordance with Section 9.7, and where by assuming exterior doors are
permitted in Chapters 12 through 42, exits and/or by expecting locks to
ded: Ani bl release when sufficient pressure
provided: (c) An 1rrever.51 i © process is applied. C) The Maintenance
shall release the lock within 15 seconds Director and/or desginee will keep
upon application of a force to the release a floor plan showing exits and
device required in 7.2.1.5.4 that shall not non-exit exterior doors with
b red 415 Ibf ired monthly fire protection
¢ requlre. to excee ) norrequire monitoring. Proper signage will
to be continuously applied for more than be assessed at the same time fire
3 seconds. The initiation of the release extinguishers are checked on a
process shall activate an audible signal monthly basis. Any incorrect
1 the vicinity of the d o th signage will be removed
1n the vicinity ot the door. Unce the immediately and corrected. If
door lock has been released by the necessary, outside contractors
application of force to the releasing (Stanley Security) will be
device, relocking shall be by manual employed to correct the exit
v. E tion: Wh hardware for proper release upon
means onfy. Lxcep 1on-. er-e application of pressure for the
approved by the authority having prescribed time. Appropriate
jurisdiction, a delay not exceeding 30 signage will continue to be
seconds shall be permitted. (d) On the maintained at thel Ioca:jtlc:E. Once
door adjacent to the release device, there revisions are employec, the
o T Maintenance Director and/or
shall be a readily visible, durable sign in designee will test doors on a
letters not less than 1 inch high and at monthly basis when fire
least 1/8 inch in stroke width on a ex.t;ngwsr;ers ;;e CheCkf'd- If
contrasting background that reads: exts are found fo operate
improperly, they will be adjusted
PUSH UNTIL ALARM SOUNDS. by facility personnel and/or
DOOR CAN BE OPENED IN 15 outside contractors as indicated.
SECONDS D) The HFA will include
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: EMJ221 Facility ID: 000191 If continuation sheet Page 7 of 24
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This deficient practice could affect 20 observations of proper exit
residents, staff and visitors if needing to Iabglmg on his weekly ,
. .- environmental rounds. He will
exit the facility from the 500 Hall. ensure the Maintenance Director
keeps signage accurate and
Findings include: up-to-date. Assigned staff
members who fail to maintain
d b . th the visiti compliance will be reprimanded.
Bas'e on o serYatlon with the visiting HFA will check delayed lock
Maintenance Director and the release functionality on a weekly
Maintenance Assistant during a tour of basis for the next sixty (60) days,
the facility from 11:40 a.m. to 2:15 p.m. then rlr)ontthAto gnsu(;e ?nfgf:]omg
. compliance. Assigned sta
on 02/10/14, the set of e).qt doors from members who fail to maintain
the 500 Hall to the exterior of the compliance will be reprimanded.
building were marked as a facility exit, E) Date of compliance with
are equipped with a delayed egress lock ggc;r;osed actions: March 12,
and provided with signage stating the
door could be opened in 30 seconds by
pushing on the door release device but
the exit door did not release when the
door was pushed with the application of
force for 30 seconds three separate
times. Based on interview at the time of
observation, the visiting Maintenance
Director and the Maintenance Assistant
stated the aforementioned exit doors are
a facility exit, the exit doors are
equipped with a delayed egress lock and
acknowledged the exit doors did not
release when the door was pushed with
the application of force for 30 seconds
three separate times.
3.1-19(b)
2. Based on observation and interview,
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: EMJ221 Facility ID: - 000191 If continuation sheet Page 8 of 24
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the facility failed to ensure exit access
was arranged so 1 of 8 exits were readily
accessible at all times in accordance
with LSC Section 7.1. LSC Section
7.7.1 requires all exits shall terminate
directly at a public way or at an exterior
exit discharge. Yards, courts, open
spaces, or other portions of the exit
discharge shall be of required width and
size to provide all occupants with a safe
access to a public way. In addition to
providing the required width to allow all
occupants safe access to a public way,
such access also needs to meet the
requirements with respect to maintaining
the means of egress free of obstructions
that would prevent its use, such as snow
and the need for its removal in some
climates or soft ground during heavy
periods of rain. This deficient practice
could affect 10 residents, staff and
visitors using the Therapy Center exit to
the patio.

Findings include:

Based on observation with the visiting
Maintenance Director and the
Maintenance Assistant during a tour of
the facility from 11:40 a.m. to 2:15 p.m.
on 02/10/14, the Therapy Center exit to
the patio is marked with an exit sign as a
facility exit but the hard surface of the
patio does not lead to or extend to the
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public way. In addition, the exit
discharge to the patio was snow covered
and impassible. An unpaved ten foot in
length section of grass separates the
patio from the public way and was also
covered with snow and impassible.
Based on interview at the time of
observation, the visiting Maintenance
Director and the Maintenance Assistant
acknowledged the Therapy Center exit
to the patio is marked as a facility exit
but does not lead to or extend to the
public way and was snow covered and
impassible.
3.1-19(b)
K010046 | NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Emergency lighting of at least 1%% hour
duration is provided in accordance with 7.9.
19.2.9.1.
Based on record review, observation and K010046 K 046 In response to cited 03/12/2014
: e s . findings, the following actions will
interview; the facility failed to document ’
. Y C e be taken: NFPA 101 LIFE
testing of emergency lighting in SAFETY CODE STANDARD LSC
accordance with LSC 7.9 for 4 of 4 19.2.9.1 Battery-operated
battery powered lights during the most emergency lights will be tested at
recent 12 month period. LSC 7.9.3 least 30 seconds every 39 days.
.. ) ¢ ot At least annually, lights will be
Periodic Testing of Emergency Lighting tested for 90 minutes to assure
Equipment requires a functional test to proper functionality. A) All four
be conducted at 30 day intervals for not (4) battery-operated lights will be
less than 30 seconds and an annual test listed on the monthly testing
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: EMJ221 Facility ID: 000191 If continuation sheet Page 10 of 24
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to be conducted on every required schedule to include at least
c - 30-seconds of operation. One
battery powered emergency lightin
y}; ) hg lyl i & 90-minute test will be conducted
syste@ or not. ess thana 1 2 hour prior to the March 12, 2014 and
duration. Equipment shall be fully weak batteries will be identified
operational for the duration of the test. and replaced. Following this
Written records of visual inspections exercise, batteries will be
d hall be kent by th f included on the TELS schedule
'fm tes‘Fs shall be kept y the 0\.)vner or for annual testing to be completed
inspection by the authority having on or before the anniversary date
jurisdiction. This deficient practice of the 2014 test. B) Residents in
could affect 20 residents, staff and areas Se“’e‘?' by. battery-powered
.. f need it the facili emergency lighting could be
visitors 1f needing to exit the facility affected by failure of equipment to
from the 500 Hall. provide illumination. C) The
Maintenance Director and/or his
Findings include: designee will inspect
battery-operated lighting on a
_ monthly basis and document via
Based on review of "Battery Operated the TELS system or other
Light Log" and "TELS: Logbook" preventive maintenance
documentation for the twelve month schedules. Proper functionality of
. battery-operated lighting will be
period (?fF ebrue.lr'y.2013 tl.lrough January assessed at the same time fire
2014 with the VlSltll’lg Maintenance extinguishers are checked on a
Director and the Maintenance Assistant monthly basis. Any
during record review from 8:50 a.m. to insufficiently-powered batteries
. found will be removed
11:40 a.m. on 02/10/14, the following immediately and replaced. D)
was noted: HFA will check battery-operated
a. documentation of functional testing light functionality on a weekly
for at least 30 seconds for 3 of 4 battery basis for the next sixty (60) days,
. . then monthly to ensure ongoing
operated emergency lights located in the . .
) compliance. Assigned staff
Therapy Center and at the 500 Hall exit members who fail to maintain
was not available for review for January compliance will be reprimanded.
2014. E) Date of compliance with
b. documentation of functional testing ggc;p;osed actions: March 12,
for at least 30 seconds for 1 of 4 battery
operated emergency lights located in the
Maintenance Room/Fire Pump Location
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for the twelve month period of February
2013 through January 2014 was not
available for review.

c. documentation of an annual test for 4
of 4 battery powered emergency lights
for at least a 1 %2 hour duration for the
most recent twelve month period was
not available for review.
Documentation for the June 4, 2013 test
stated "90 seconds" as the result for
three battery operated emergency lights
tested in the aforementioned "Battery
Operated Light Log".

d. the battery operated emergency light
located in the Maintenance Room/Fire
Pump location was not included in the
list of battery operated emergency light
locations tested in the "Battery Operated
Light Log." The aforementioned log
listed two Therapy Center lights and one
light at the 500 Hall exit as the list of all
battery operated emergency lights in the
facility.

Based on observations with the visiting
Maintenance Director and the
Maintenance Assistant during a tour of
the facility from 11:40 a.m. to 2:15 p.m.
on 02/10/14, two battery operated
emergency lights were located in the
Therapy Center, one battery operated
emergency light was located at the 500
Hall exit and one battery operated
emergency light was located in the
Maintenance Room/Fire Pump Location.
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K010062
8S=C

Each of the aforementioned lights
operated when their respective test
button was pushed except for the
Maintenance Room/Fire Pump Location
light which failed to operate. Based on
interview at the time of record review
and of the observations, the visiting
Maintenance Director acknowledged
four battery operated emergency lights
were located in the facility,
documentation of an annual ninety
minute test and complete monthly
functional testing documentation for the
most recent twelve month period for
each of the aforementioned four battery
operated emergency lights was not
available for review.

3.1-19(b)

NFPA 101

LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically. 19.7.6, 4.6.12, NFPA 13,
NFPA 25,9.7.5

Based on record review, observation and
interview; the facility failed to document
weekly fire pump inspection, testing and

maintenance for 51 of 52 weeks.

K010062

K 062 In response to cited
findings, the following actions will
be taken: NFPA 101 LIFE
SAFETY CODE STANDARD
LSC 19.7.6, 4.6.12, NFPA 13,

03/12/2014
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Sprinkler systems shall be properly MFPA 25 9.7.5 Automatic
maintained in accordance with NFPA sprlqkler system§ are
. . continuously maintained in
25, Standard for the Inspection, Testing, reliable operating condition with
and Maintenance of Water-Based Fire periodic tests/inspections. The
Protection Systems, 1998 Edition. fire pump associated with this
NFPA 25, Chapter 5-1.1 provides the system Sha," be tested ona
.. . . weekly basis. A) The fire pump
minimum requirements for the routine will be listed on the weekly testing
inspection, testing, and maintenance of schedule to include at least 10
fire pump assemblies. Table 5-1.1 shall minutes of operation. This weekly
be used to determine the minimum test will be included with thg
ired £ es for i . TELS schedule. B) All residents
reql.llre reque.nCles or mspection, of the facility have the potential to
testing, and maintenance. Chapter be affected by an improperly
5-3.2.1 requires a weekly test of electric functioning fire pump and/or
motor-driven pump assemblies shall be failure of the equipment. C) The
d d with flowi Thi Maintenance Director and/or his
conducted without flowing Wat.er. 15 designee will inspect fire pump on
test shall be conducted by startlng the a weekly basis and document via
pump automatically. The pump shall the TELS system or other
run a minimum of 10 minutes. preventive maintenance
E tion: A valve installed t schedules. Proper functionality of
xception: A valve nstalle ] oopenasa the fire pump will be assessed at
safety feature shall be permitted to the same time other required
discharge water. 5-3.2.2.1. says the weekly inspections are done. Any
automatic weekly test timer shall be n:gatwe fc'j”.d'”gsd‘f‘”'t' tl)eb il
. . addressed immediately by facility
pe@1tted to be substituted f(.)r the . personnel and/or appropriate
starting procedure. The pertinent visual contractors. D) The HFA will
observations specified in Chapters include observations of fire pump
5-2.2.1, through Chapter 5-2.2.3 shall be inspection documentation weekly
with his environmental rounds for
performed weekly. Chapter 1-8 states : .
] ] the next sixty (60) days. Following
records of inspections, tests, and that he will review records on a
maintenance of the system and its monthly basis. He will ensure
components shall be made available to the Maintenance Director keeps
the authority havine urisdiction I the pump in operational order.
¢ autho y %’J“ sdic ] on upo Assigned staff members who fail
request. This deficient practice could to maintain compliance will be
affect all residents, staff and visitors in reprimanded. E) Date of
the facility. compliance with proposed
FORM CMS-2567(02-99) Previous Versions Obsolete EventID: EMJ221 Facility ID: 000191 If continuation sheet Page 14 of 24




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

PRINTED: 03/10/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

155294

A. BUILDING
B. WING

NAME OF PROVIDER OR SUPPLIER

FORUM AT THE CROSSING

X2) MULTIPLE CONSTRUCTION

—————————————=—xo
STREET ADDRESS, CITY, STATE, ZIP CODE

8505 WOODFIELD CROSSING BLVD
INDIANAPOLIS, IN 46240

01

X3) DATE SURVEY

COMPLETED
02/10/2014

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

Findings include:

Based on review of Koorsen Fire &
Security "Report of Inspection/Test
Annual Fire Pump" documentation dated
05/07/13 during record review with the
visiting Maintenance Director and the
Maintenance Assistant from 8:50 a.m. to
11:40 a.m. on 02/10/14, only an annual
test, inspection and maintenance of
electric motor-driven pump assemblies
was conducted and documented during
the most recent twelve month period.
Documentation of weekly fire pump
inspection, testing and maintenance for
51 of 52 weeks of the most recent
twelve month period was not available
for review. Based on observation with
the visiting Maintenance Director and
the Maintenance Assistant during a tour
of the facility from 11:40 a.m. to 2:15
p.m. on 02/10/14, a fire pump for the
facility's sprinkler system was located in
the Maintenance Room/Fire Pump
Location. Based on interview at the
time of record review and observation,
the visiting Maintenance Director and
the Maintenance Assistant stated they
were unaware weekly fire pump
inspection, testing and maintenance was
required and acknowledged
documentation of weekly fire pump
inspection, testing and maintenance for

actions: March 12, 2014
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51 of 52 weeks for the most recent
twelve month period was not available
for review.
3.1-19(b)
K010064 | NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Portable fire extinguishers are provided in all
health care occupancies in accordance with
9.74.1. 19.3.5.6, NFPA 10
Based on observation and interview, the K010064 K064 In response to cited 03/12/2014
.- . . findings, the following actions will
facility failed to inspect 1 of 13 portable ’
y. . P h P be taken: NFPA 101 LIFE
fire extinguishers each month. NFPA SAFETY CODE STANDARD LSC
10, Standard for Portable Fire 9.7.4.1 Fire extinguishers are
Extinguishers, Section 4-3.4.2 requires inspected on a monthly basis in
fire extinguisher inspections at least the health care facility. , A)
hlv with the d £ . d Documentation of one fire
mor.lt. ?’Wlt the date o 1nspect1f)n an extinguisher inspections will be
the initials of the person performing recorded on both affixed tags and
being recorded. In addition, NFPA 10, via a list to affirm monthly
Section 4-2.1 defines inspection as a checks. B) A" resllden.ts in
"quick check" he fi areas where fire extinguisher
qu.lc C cc ] to erllsure the 1r§ inspections are not documented
extinguisher is available and will could be affected if malfunctions
operate. It is intended to give reasonable of equipment occur. C) The
assurance the fire extinguisher is fully Maintenance Director will keep a
h dand bl Fuing it is i floor plan showing locations of all
? arge. and opera e., veriymg itis n fire extinguishers along with
its designated place, it has not been space for recording of inspections
actuated or tampered with and there is as a part of the monthly
no obvious or physical damage or preventative maintenance .
dition t tit e Thi program. Records will be kept via
con 1 tonto pr.even 1ts operation. 1his TELS and/or ancillary systems.
deficient practice could affect 30 Maintenance Director and/or his
residents, staff and visitors in the Main designee will perform monthly
inspections and provide dual
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Dining Room. documentation so back-up
records are in order. D) The
. clude: HFA will include observations of
Findings include: both fire extinguisher tags and
summary forms with his weekly
Based on observation with the visiting environmental rounds no less
Maintenance Director and the than once moqthly. He W'I!
Mai Assi duri ¢ ensure the Maintenance Director
a1nte.n.ance ssistant during a tour o keeps accurate and up-to-date
the facility from 11:40 a.m. to 2:15 p.m. reports of inspections. Assigned
on 02/10/14, the annual maintenance tag staff members who fail to
attached to the portable fire extinguisher maintain compliance will be
| din the Main Dinine R, reprimanded. E) Date of
.OCE.lte n the Main ] 1ning ] oom compliance with proposed
indicated a monthly inspection for actions: March 12, 2014
December 2013 was not documented.
Based on interview at the time of
observation, the visiting Maintenance
Director and the Maintenance Assistant
stated no other monthly fire extinguisher
inspection documentation was available
for review and acknowledged a monthly
inspection for the aforementioned
portable fire extinguisher was not
documented for December 2013.
3.1-19(b)
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K010072 | NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Means of egress are continuously
maintained free of all obstructions or
impediments to full instant use in the case of
fire or other emergency. No furnishings,
decorations, or other objects obstruct exits,
access to, egress from, or visibility of exits.
7.1.10
Based on observation and interview, the K010072 K072 In response to cited . 03/12/2014
facility failed to ensure 1 of 2 means of findings, the following actions will
be taken: NFPA 101 LIFE
egress from the Therapy Center was SAFETY CODE STANDARD LSC
continuously maintained free of all 7.1.10 A) The llluminated sign
obstructions or impediments to full identifying the Therapy Gym Patio
instant use in the case of fire or other dpor W,'” be removed. A "No Exit’
. . . sign will be placed on the door.
emergency. This deficient practice Any area marked as “Exit” did
could affect 10 residents, staff and and will have clear access via
visitors using the Therapy Center exit to snow removal or other necessary
the patio. action to ensure proper egress.
B) Residents using the Therapy
Gym who try to exit via a
Findings include: non-designated (but marked)
door could be affected. The Exit
Based on observation with the visiting sign will be removed from this
. . door and replaced with a “No
Maintenance Director and the Exit’ sign. C) The Maintenance
Maintenance Assistant during a tour of Director and/or his designee will
the facility from 11:40 a.m. to 2:15 p.m. keep a floor plan showing exits
on 02/10/14, the Therapy Center exit to and non-exit exterior doors with
. . .. monthly fire protection
the patio was marked with an exit sign monitoring. Proper signage will
as a facility exit but the patio was be assessed at the same time fire
completely obstructed with snow which extinguishers are checked on a
had not been cleared and was monthly basis. Any incorrect
impassible. Based on interview at the isrlr?r:zg?a:::)l/ t;i;eg(:r\:i(:e d. D)
time of observation, the visiting The HFA will include observations
Maintenance Director and the of proper exit labeling on his
Maintenance Assistant acknowledged weekly environmental rounds. He
the Therapy Center exit to the patio was will ensure the Maintenance
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marked with an exit sign as a facility Director keeps signage accurate
exit but the patio was completely and up-to-date. Assigned staff
th hich h members who fail to maintain
obstructed with snow which had not compliance will be reprimanded.
been cleared and was impassable. E) Date of compliance with
proposed actions: March 12,
3.1-19(b) 2014
K010130 | NFPA 101
SS=E MISCELLANEOUS
OTHER LSC DEFICIENCY NOT ON 2786
Based on record review, observation, K010130 K130 In response to cited 03/12/2014
; ;e e : findings, the following actions will
and interview; the facility failed to
L . ty be taken: NFPA 101
maintain a preventive maintenance MISCELLANEOUSBattery-operat
program for battery operated smoke ed smoke detectors are inspected
detectors installed in 49 of 74 resident on a monthly basis. A)
sleeping rooms. LSC 4.6.12.2 requires Battery-operatgd smoke
stine life safety f byi detectors are listed on the
ex1st1ng. 1 e. satety ea'tures obvious to monthly testing schedule. Battery
the public, if not required by the Code, checks are included on the TELS
shall be either maintained or removed. schedule. This omission was an
This deficient practice could affect 49 oversight secondary to pe.rsonnel
d £f and visi changes. B) Residents in areas
residents, staft and visitors. served by battery-powered smoke
detectors could be affected by
Findings include: failure of equipment. C) The
Maintenance Director and/or his
. designee will continue tol inspect
n
Based (?n review of S@oke Detector battery-operated smoke detectors
Inspection" documentation and "TELS: on a monthly basis and document
Logbook" documentation for the twelve via the TELS system or other
month period of February 2013 through preventive maintenance
. .. schedules. Any
January 2014 with the visiting
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Maintenance Director and the insufficiently-powered batteries
Maintenance Assistant during record found will be removed
ow f ] 11:4 immediately and replaced. D)
review from 8:50 a.m. to 11:40 a.m. on HFA will check battery-operated
02/10/14, documentation of the results smoke detector functionality on a
of monthly battery operated smoke weekly basis for the next sixty
detector testing for January 2014 was (60) qays, theq monthly tg ensure
lable f . d ongoing compliance. Assigned
not available for review. Based on staff members who fail to
interview at the time of record review, maintain compliance will be
the visiting Maintenance Director and reprimanded. E) Date of
the Maintenance Assistant cotrppllantl\:/tla W':]hgoggfzd
. actions: March 12,
acknowledged documentation of the
results of monthly battery operated
smoke detector testing for January 2014
was not available for review. Based on
observations with the visiting
Maintenance Director and the
Maintenance Assistant during a tour of
the facility from 11:40 a.m. to 2:15 p.m.
on 02/10/14, battery operated smoke
detectors were observed installed in 49
of 74 resident sleeping rooms in the
facility.
3.1-19(a)
K010144 | NFPA 101
SS=F LIFE SAFETY CODE STANDARD
Generators are inspected weekly and
exercised under load for 30 minutes per
month in accordance with NFPA 99.
3.4.41.
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the facility failed to ensure a monthly
load test for the emergency generator
was conducted for 12 of 12 months
using one of the three following
methods: under operating temperature
conditions, at not less than 30% of the
Emergency Power Supply (EPS)
nameplate rating, or loading that
maintains the minimum exhaust gas
temperatures as recommended by the
manufacturer. Chapter 3-4.4.1.1 of
NFPA 99 requires monthly testing of
generators serving the emergency
electrical system to be in accordance
with NFPA 110. Chapter 6-4.2 of
NFPA 110 requires generator sets in
Level 1 and Level 2 service to be
exercised at least once monthly, for a
minimum of 30 minutes, using one of
the following methods:

a. Under operating temperature
conditions or at not less than 30 percent
of the EPS nameplate rating.

b. Loading that maintains the minimum
exhaust gas temperatures as
recommended by the manufacturer.
The date and time of day for required
testing shall be decided by the owner,
based on facility operations. NFPA 99,
3-5.4.2 requires a written record of
inspection, performance, exercising
period and repairs shall be regularly
maintained and available for inspection

findings, the following actions will
be taken: NFPA 101 LIFE
SAFETY CODE
STANDARDGenerators are
inspected weekly and exercised
under load for 30 minutes/month.
A) Generators will be placed
under a load test monthly under
operating temperature conditions
or loading that maintains exhaust
gas temperatures as
recommended by the
manufacturer. B) All residents of
the facility could be affected by
non-operational emergency
power generators. C) The
Maintenance Director will revise
monthly inspections to include a
30-minute run time and load test
under operating temperature
conditions or loading that
maintains exhaust gas
temperatures as recommended
by the manufacturer. He and/or a
designee will conduct testing and
document it as indicated. Weekly
testing of systems will continue,
but forms will be revised to
include these salient details. D)
The HFA will include observations
generator testing and
documentation on his weekly
environmental rounds on a
weekly basis for the next sixty
(60) days, then monthly to ensure
ongoing compliance. He will
ensure the Maintenance Director
keeps accurate and up-to-date
records. Assigned staff members
who fail to maintain compliance
will be reprimanded. E) Date of
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(X5)
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DATE

by the authority having jurisdiction.
This deficient practice could affect all
residents, staff and visitors.

Findings include:

Based on review of "TELS: Logbook
Documentation" during record review
with the visiting Maintenance Director
and the Maintenance Assistant from
8:50 a.m. to 11:40 a.m. on 02/10/14,
documentation for the monthly load tests
conducted during the twelve month
period of 02/09/13 through 01/04/14
stated 20 minutes as the load run time.
The aforementioned monthly load test
documentation did not indicate if the
emergency generator ran under operating
temperature conditions or loading that
maintains the minimum exhaust gas
temperatures as recommended by the
manufacturer. Based on interview at the
time of record review, the visiting
Maintenance Director acknowledged
documentation for the monthly load tests
conducted during the twelve month
period of 02/09/13 through 01/04/14 did
not indicate the emergency generator ran
for a minimum of 30 minutes under
operating temperature conditions, at not
less than 30% of the EPS nameplate
rating, or loading that maintains the
minimum exhaust gas temperatures as
recommended by the manufacturer.

compliance with proposed
actions: March 12, 2014
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3.1-19(b)
K010147 | NFPA 101
SS=A LIFE SAFETY CODE STANDARD
Electrical wiring and equipment is in
accordance with NFPA 70, National
Electrical Code. 9.1.2
Based on observation and interview, the K010147 K147 In response to cited 03/12/2014
facility failed to ensure 1 of 1 extension findings, the following actions will
. . . be taken: NFPA 101 LIFE
cords including power strips were not SAFETY CODE STANDARD
used as a substitute for fixed wiring. Flexible cords and cables are not
NFPA 70, Article 400-8 requires, unless used as substitutes for fixed
specifically permitted, flexible cords and wiring Of? structure. A) The
. power strip was removed from
cables shall not be used as a substitute the refrigerator in the cited office
for fixed wiring of a structure. This to allow direct use of a power
deficient practice could affect five staff outlet. B) Residents in the
and visitors in the vicinity of the vicinity of the office C_OU|d be
Di f Enei ino Offi affected by malfunctions created
irector of Engineering 1ce. by improper electrical
connections. C) The
Findings include: Maintenance Director and/or
designee will inspect all offices
. . ... and utility areas to ensure flexible
Bas.ed on obserYatlon with the visiting cords, cables and power strips
Maintenance Director and the are not used as a substitute for
Maintenance Assistant during a tour of fixed wiring. Any such findings will
the facility from 11:40 a.m. to 2:15 p.m. be corrected immediately by
02/10/14 i ¢ | d removing cords and/or related
f’n ,a r§ rllgera orlwas plugge appliances until direct use of
into a power strip in the Director of power outlets are facilitated. Such
Engineering Office. Based on interview inspections will be added to
at the time of observation, the visiting monthly checks related to fire
Maint Direct K ledeed safety. D) The HFA will include
aitenance Lirector acknowledged a observations of proper electrical
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power strip was in use as a substitute for connections on environmental
fixed wiring at the aforementioned round§ on a weekly basis for the
1 . next sixty (60) days, then monthly
ocation. to ensure ongoing compliance.
Assigned staff members who fail
3.1-19(b) to maintain compliance will be
reprimanded. E) Date of
compliance with proposed
actions: March 12, 2014
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