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K 0000

Bldg. 01
A Life Safety Code Recertification and
State Licensure Survey was conducted by
the Indiana State Department of Health in
accordance with 42 CFR 483.70(a).

Survey Date: 07/19/16

Facility Number: 002982
Provider Number: 155700
AIM Number: 200382090

At this Life Safety Code survey,
Catherine Kasper Home 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 two story facility with a basement
was determined to be of Type II (000)
construction and was fully sprinklered.
The facility has a fire alarm system with
smoke detection in the corridors, areas
open to the corridors and hard wired
smoke detectors in the resident rooms.
The facility has a capacity of 81 and had
a census of 70 at the time of this survey.

K 0000

Please accept this Plan of
Correction as our credible
allegation of compliance.
Submission of this Plan of
Correction does not constitute
admission of the allegations
contained in the CMS-2567 for
survey event ID 4MUR21, for July
19, 2016.

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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K 0017
SS=E
Bldg. 01

All areas where the residents have
customary access were sprinklered. All
areas providing facility services were
sprinklered.

Quality Review completed on 07/22/16 -
DA

NFPA 101

LIFE SAFETY CODE STANDARD
Corridors are separated from use areas by
walls constructed with at least 1/2 hour fire
resistance rating. In fully sprinklered smoke
compartments, partitions are only required
to resist the passage of smoke. In
non-sprinklered buildings, walls extend to
the underside of the floor or roof deck above
the ceiling. (Corridor walls may terminate at
the underside of ceilings where specifically
permitted by Code. Charting and clerical
stations, waiting areas, dining rooms, and
activity spaces may be open to corridor
under certain conditions specified in the
Code. Gift shops may be separated from
corridors by non-fire rated walls

if the gift shop is fully sprinklered.)
19.3.6.1,19.3.6.2, 19.3.6.4, 19.3.6.5

Based on observation and interview, the
facility failed to ensure 1 of 1 2nd floor
Clean Linen room smaller than 50 square
feet was separated from the corridors by a
partition capable of resisting the passage
of smoke as required in a sprinklered
building, or met an Exception. LSC
19-3.6.1, Exception # 6, Spaces other

than patient sleeping rooms, treatment

K 0017

1. What corrective action will be
accomplished for those residents
found to have been affected by
deficient practice. A new
electrical smoke detector was
installed in Clean Linen Room on
2nd floor. 2.How other residents
having potential to be affected by
the same deficient practice will be
identified and what corrective
action will be taken. An audit of

08/18/2016
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rooms, and hazardous areas may be open the building will be completed by
to the corridor and unlimited in area Maintenance t.o ensure smoke
. . detectors are in place where
provided: (a) The space and corridors needed. 3. What measures will
which the space opens onto in the same be put into place or systemic
smoke compartment are protected by an changes will be made to ensure
electrically supervised automatic smoke :]h;tr?f ?eﬂment practice does
. . ur.
detection system, and (b) Each space is Maintenance will be in-serviced
protected by an automatic sprinklers, and on proper placement of smoke
(c) The space is arranged not to obstruct detectors. 4.How the corrective
access to required exits. This deficient action will be monitored to
. 1d aff fFand 37 ensure that the deficient practice
pra.ctlce could atfect staff and up to does not recur. Maintenance
residents. or designee will monitor smoke
detectors monthly times three
Findings include: months., Audits will be preser]ted
to Quality Assurance Committee
) ) for review until 100% compliance
Based on an observation with the is achieved. Date of Compliance
Maintenance Technician #1 on 07/19/16 8/18/16
at 11:14 a.m., there was a two inch gap at
the top of the sliding corridor doors for
the 2nd floor Clean Linen room.
Furthermore, Exception # 6, requirement
(a) of the LSC Section 19-3.6.1 was not
met because the 2nd floor Clean Linen
room was not protected by an electrically
supervised automatic smoke detection
system. Based on an interview at the time
of observation, the Maintenance
Technician #1 acknowledged the
aforementioned condition and provided
the measurements.
3.1-19(b)
K 0018 NFPA 101
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SS=D LIFE SAFETY CODE STANDARD
Bldg. 01 Doors protecting corridor openings in other
than required enclosures of vertical
openings, exits, or hazardous areas shall be
substantial doors, such as those constructed
of 13/4 inch solid-bonded core wood, or
capable of resisting fire for at least 20
minutes. Clearance between bottom of door
and floor covering is not exceeding 1 inch.
Doors in fully sprinklered smoke
compartments are only required to resist the
passage of smoke. There is no impediment
to the closing of the doors. Hold open
devices that release when the door is
pushed or pulled are permitted. Doors shall
be provided with a means suitable for
keeping the door closed. Dutch doors
meeting 19.3.6.3.6 are permitted. Door
frames shall be labeled and made of steel or
other materials in compliance with 8.2.3.2.1.
Roller latches are prohibited by CMS
regulations in all health care facilities.
19.3.6.3
1. Based on observation and interview, K 0018 1. What corrective action will be 08/18/2016
the facility failed to ensure 1 of 1 accomplished for those residents
. . . found to have been affected by
Maintenance office corridor doors did not deficient practice. a.Wire has
have an impediment to latching. This been removed from Maintenance
deficient practice could affect staff only. Door 7/19/16. b. Rooms 022, 012,
020, 026, AHU#1 door closer and
.. . latching device have been added
Findings include: to doors.
2.How other residents having
Based on observation and interview on potential to be affected by the
07/19/16 at 2:38 p.m., the Maintenance _Sdamte_’f,dzﬂc'ednt p;ratctlce W':! be
Technician #1 acknowledged the corridor ;§;L|3i||a£e t\;vk:n.czr.l':r? Ie:Iuedit of
door to the Maintenance office door was facility doors will be completed to
held open by a piece of wire which ensure there are no impediments
prevented the corridor door from closing on doors to prevent proper
.. latching. b. An audit of facility
and latching into the door frame. doors will be completed to ensure
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 4AMUR21 Facility ID: 002982 If continuation sheet Page 4 of 16
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that all doors latch properly. 3.
3.1-19(b) What measures will be put into
’ place or systemic changes will be
made to ensure that the deficient
2. Based on observation and interview, practice does not recur. a. All
the facility failed to ensure 5 of 18 Lower staff will be in-serviced on
Level rooms positively latched into the doors for proper latching and the
. . . use of impediments. 4.How the
door frame. This deficient practice could . : .
corrective action will be
affect staff only. monitored to ensure that the
deficient practice does not recur.
Findings include: a.Maintenance or designee will
monitor all doors for any
) ) impediments and proper
Based on observation with the latching monthly times three
Maintenance Technician #1 on 07/19/16 months, Audits will be presented
between 1:20 p.m. to 1:56 p.m., the to Quality Assurance Committee
. . for review until 100% compliance
following was discovered: . .
) . is achieved. Date of
a) The Mechanical room 022 did not Compliance 8/18/16
have positively latching hardware
installed.
b) The Maintenance room double doors
latched into each other but did not have
positively latch into the frame.
c¢) The Boiler room 020 double doors
latched into each other but did not have
positively latch into the frame.
Additionally, both doors had door stops
installed.
d) The Basement Storage AHU #1 room
double doors latched into each other but
did not have positively latch into the
frame.
e) The Cleaning room 026 double doors
latched into each other but did not have
positively latch into the frame.
Based on interview at the time of each
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 4AMUR21 Facility ID: 002982 If continuation sheet Page 5 of 16
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observation, the Maintenance Technician
#1 acknowledged each aforementioned
condition.
3.1-19(b)
K 0025 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bidg. 01 Smoke barriers shall be constructed to
provide at least a one half hour fire
resistance rating and constructed in
accordance with 8.3. Smoke barriers shall
be permitted to terminate at an atrium wall.
Windows shall be protected by fire-rated
glazing or by wired glass panels and steel
frames.
8.3, 19.3.7.3,19.3.7.5
Based on observation and interview, the K 0025 1. What corrective action will be 08/18/2016
facility failed to ensure 1 of 1 ceiling accomplished for those residents
. L. . found to have been affected by
smoke barriers was maintained to provide deficient practice. Ceiling tile
a one half hour fire resistance rating. have been replaced per
LSC 8.3.2 requires smoke barriers shall maintenance on 7/19/16.  2.How
be continuous from an outside wall to an other residents having poter?tllal to
d Il This defici . be affected by the same deficient
outside wall. This deficient practice practice will be identified and
could affect staff and up to 12 residents. what corrective action will be
taken. An audit of all ceiling tile
Findings include: will be completed to ensure there
' are no other missing ceiling tile in
) ) facility. 3. What measures will
Based on observations with the be put into place or systemic
Maintenance Technician #1 on 07/19/16 changes will be made to ensure
at 1:48 p.m., there were three ceiling tiles that the deficient practice does
. not recur. Maintenance
missing in the Wellness Room. Based on . . .
] ] ) ] staff will be in-serviced on
interview at the time of observation, the replacement of ceiling tile to
Maintenance Technician #1 maintain 1/2 hour fire rating.
acknowledged the aforementioned 4.How the corrective action will
.- be monitored to ensure that the
condition. - .
deficient practice does not recur.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 4AMUR21 Facility ID: 002982 If continuation sheet Page 6 of 16
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Maintenance or designee will
3.1-19(b) monitor all facility ceiling
tile monthly times three months,
Audits will be presented to Quality
Assurance Committee for review
until 100% compliance is
achieved. Date of Compliance
8/18/16
K 0029 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 One hour fire rated construction (with o hour
fire-rated doors) or an approved automatic
fire extinguishing system in accordance with
8.4.1 and/or 19.3.5.4 protects hazardous
areas. When the approved automatic fire
extinguishing system option is used, the
areas are separated from other spaces by
smoke resisting partitions and doors. Doors
are self-closing and non-rated or
field-applied protective plates that do not
exceed 48 inches from the bottom of the
door are permitted.  19.3.2.1
Based on observation and interview, the K 0029 1. What corrective action will be 08/18/2016
facility failed to ensure the corridor door accomplished for those residents
. found to have been affected by
to 1 of 1 fuel fired Kitchen and 1 of 1 deficient practice. Dining Room
Generator room, both hazardous areas, and Generator doors now latch to
was provided with a self-closer and frame, installed electronic strikes
would positively latch into the frame. |ntq existing ngb. Z'HOW other
. . . residents having potential to be
This deficient practice could affect staff affected by the same deficient
and up to 22 residents. practice will be identified and
what corrective action will be
Findings include: taken. All doors that enter to
hazardous will be audited for
. . self-closer by Maintenance or
Based on observation with the designee. 3. What measures
Maintenance Technician #1 on 07/19/16 will be put into place or systemic
at 12:10 p.m. then again at 1:25 p.m., a changes will be made to ensure
set of double doors latched into each thit the deR;lzlgntt practice (_1”053
other but neither of the doors latched into not recur. Mainienance will be
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 4AMUR21 Facility ID: 002982 If continuation sheet Page 7 of 16
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the frame in the Kitchen. Then again, a inseviced on doors that enter to
set of double doors latched into each hazardous areas for self.close.r.
K . 4 How the corrective action will
other but neither of the doors latched into be monitored to ensure that the
the frame in the Generator room. deficient practice does not
Additionally, one of the doors had a recur. Maintenance or designee
manual latch and failed to self-close will audit door closers monthly
times three months, Audits will be
when tested. presented to Quality Assurance
Based on interview at the time of Committee for review until 100%
observation, the Maintenance Technician compliance is achieved. Date
#1 acknowledged the aforementioned of Compliance 8/18/16
condition.
3.1-19(b)
K 0050 NFPA 101
SS=C LIFE SAFETY CODE STANDARD
Bldg. 01 Fire drills include the transmission of a fire
alarm signal and simulation of emergency
fire conditions. Fire drills are held at
unexpected times under varying conditions,
at least quarterly on each shift. The staff is
familiar with procedures and is aware that
drills are part of established routine.
Responsibility for planning and conducting
drills is assigned only to competent persons
who are qualified to exercise leadership.
Where drills are conducted between 9:00
PM and 6:00 AM a coded announcement
may be used instead of audible alarms.
18.7.1.2,19.7.1.2
Based on record review and interview, K 0050 1. What corrective action will be 08/18/2016
the facility failed to conduct quarterly fire accomplished for those residents
. . found to have been affected by
drills at unexpected times for 3 of 4 deficient practice. A new Fire
quarters. This deficient practice affects Drill Schedule was developed for
all staff and residents. the rest of 2016 and for the year
2017 Completed on
.- . 7/28/16. 2.How other residents
Findings include: having potential to be affected by
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the same deficient practice will be
Based on record review of the "Fire Drill |dept|f|eq and what corrective
" . . action will be take.
Log" forms with the Maintenance Fire Drills will be reviewed by
Technician #1 on 07/19/16 at 10:56 a.m., Administrator for proper fire
three sequential first shift fire drills took drill times monthly. 3. What
place between 1:25 p.m. and 1:45 p.m. measures will be pUt, into place or
systemic changes will be made to
for three of the last four quarters. Then ensure that the deficient practice
again, three sequential second shift fire does not recur. Maintenance or
drills took place between 2:35 a.m. and designee will be in-serviced on
3:00 a.m. for three of the last four time of fire drills and reports to
. . . Administrator every month.
quarters. Based on interview at the time 4 How the corrective action will
of record review, the Maintenance be monitored to ensure that the
Technician #1 acknowledged the deficient practice does not recur.
aforementioned condition. Maintenance or designee wil
monitor Fire Drills for proper
times monthly times three
3.1-19(b) months, Audits will be presented
3.1-51(¢c) to Quality Assurance Committee
for review until 100% compliance
is achieved.
Date of Compliance 8/18/16
K 0051 NFPA 101
SS=D LIFE SAFETY CODE STANDARD
Bldg. 01 A fire alarm system is installed with systems
and components approved for the purpose
in accordance with NFPA 70, National
Electric Code and NFPA 72, National Fire
Alarm Code to provide effective warning of
fire in any part of the building. Fire alarm
system wiring or other transmission paths
are monitored for integrity. Initiation of the
fire alarm system is by manual means and
by any required sprinkler system alarm,
detection device, or detection system.
Manual alarm boxes are provided in the path
of egress near each required exit. Manual
alarm boxes in patient sleeping areas shall
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: AMUR21 Facility ID: 002982 If continuation sheet Page 9 of 16
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not be required at exits if manual alarm
boxes are located at all nurse's stations.
Occupant notification is provided by audible
and visual signals. In critical care areas,
visual alarms are sufficient. The fire alarm
system transmits the alarm automatically to
notify emergency forces in the event of fire.
The fire alarm automatically activates
required control functions. System records
are maintained and readily available.
18.3.4,19.3.4,9.6
Based on observation and interview, the K 0051 1. What corrective action will be 08/18/2016
facility failed to ensure 1 of 1 smoke accomplished for those residents
. . . found to have been affected by
detector in the 2nd floor Soiled Utility deficient practice.
and 1 of 1 smoke detector in the Dietary Smoke detectors moved in
Break room was not installed where air second floor soiled utility
flow would adversely affect the room and first floor kitchen break
. . . room to accommodate proper air
operation. NFPA 72, 2-3.5.1 requires in flow. 2.How other residents
spaces served by air handling systems, having potential to be affected by
detectors shall not be located where air the same deficient practice will be
flow prevents operation of the detectors. 'de_nt'f'ec_j and what correctlvg
. . . action will be taken. An audit of
This deficient practice could affect staff the building will be completed by
only. Maintenance to ensure smoke
detectors are in place to assure
Findings include: proper air flow. 3. What
measures will be put into place or
systemic changes will be made to
Based on observation with the ensure that the deficient practice
Maintenance Technician #1 on 07/19/16 does not recur.
at 11:11 a.m. then again at 12:04 p.m., Maintenance will be in-serviced
the 2nd floor Soiled Utility room had a gg@gf&‘jﬁ:ﬁ?ﬁ&t °;S,T§V'ﬁhe
smoke detector located fifteen inches corrective action will be
away from an HVAC vent. Then again, monitored to ensure that the
the Dietary Break room had a smoke defnqent practice doc.as not recur.
. Maintenance or designee will
detector located ten inches away from an monitor smoke detectors monthly
HVAC vent. Based on interview at the times three months, Audits will be
time of each observation, the presented to Quality Assurance
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 4AMUR21 Facility ID: 002982 If continuation sheet Page 10 of 16
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Maintenance Technician #1 Committee for review until 100%
acknowledged the aforementioned comphgnce is achieved.  Date of
. . Compliance 8/18/16
condition and provided the
measurements.
3.1-19(b)
K 0068 NFPA 101
SS=D LIFE SAFETY CODE STANDARD
Bldg. 01 Combustion and ventilation air for boiler,
incinerator and heater rooms is taken from
and discharged to the outside air.  19.5.2.2
Based on observation and interview, the K 0068 1. What corrective action will be 08/18/2016
facility failed to ensure 1 of 1 laundry accomplished for those residents
. i found to have been affected by
room was provided with intake deficient practice. Air Handler
combustion air from the outside for Unit 5(AHU) is the Catherine
rooms containing fuel fired equipment in Kasper make up air unit brings in
o . )
accordance with LSC Section 19.5.2.2. t100 % fresh EUts'de ar atntfw A
. . . empers air by passing it throug
This deficient practice could affect staff chilled coils in the summer and
only. heating in the winter please see
graphic The laundry room in
Findings include: question receives this 100%
' outside air 2.How other residents
) ) having potential to be affected by
Based on an observation with the the same deficient practice will be
Maintenance Technician #1 on 07/19/16 identified and what corrective
at 1:46 p.m., the laundry room had fuel action will be taken. System is
fired d th no fresh air intak working no one is affected 3.
e ryers w1 ) no ires a.1r Intake. What measures will be put into
Based on interview at the time of place or systemic changes will be
observation, the Maintenance Technician made to ensure that the deficient
#1 acknowledged the aforementioned practice does not recur. System
diti is on a preventive maintenance
condition. program 4.How the corrective
action will be monitored to
3.1-19(b) ensure that the deficient practice
does not recur.
Maintenance or designee will
monitor monthly Date of
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Compliance 8/11/16
K 0072 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 Means of egress shall be 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 shall obstruct
exits, access thereto, egress there from, or
visibility thereof shall be in accordance with
7.1.10.18.2.1, 19.2.1
Based on observation and staff interview, K 0072 1. What corrective action will be 08/18/2016
the facility failed to maintain the means accomplished for those residents
. . found to have been affected by
of egress free from obstructions in 1 of 5 deficient practice.
stairwells. This deficient practice could Obstruction has been removed
affect staff, visitors, and at least 16 from stairwell and signs posted
residents No Storage in This Area gn
7/19/16.  2.How other residents
o ' having potential to be affected by
Findings include: the same deficient practice will be
identified and what corrective
Based on observations with the a;\tlon Vé"tl bftrtwaksn:ld' ilb
. .. n audit of the building will be
Maintenance Technician #1 on 07/19/1.6 completed by Maintenance to
at 11:04 a.m., a cardboard box filled with ensure stairwell are free from
air conditioner filters was stored at the obstructions. 3. What
top of the center stairwell. Based on measures will be put into place or
. . he ti fob . h systemic changes will be made to
1nte.rv1ew at the tlm‘? 9 observation, the ensure that the deficient practice
Maintenance Technician #1 does not recur.
acknowledged the aforementioned All staff will be in-serviced
condition maintaining egress free from
obstruction. 4.How the
corrective action will be
3.1-19(b) monitored to ensure that the
deficient practice does not recur.
Maintenance or designee will
monitor stairwells for
obstructions monthly times three
months, Audits will be presented
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to Quality Assurance Committee
for review until 100% compliance
is achieved. Date of Compliance
8/18/16
K 0130 NFPA 101
SS=D MISCELLANEOUS
Bldg. 01 OTHER LSC DEFICIENCY NOT ON 2786
Based on observation and interview, the K 0130 1. What corrective action will be 08/18/2016
facility failed to maintain 1 of 1 laundry accomplished for those residents
. . found to have been affected by
linen chute. LSC 4.6.12.1 requires deficient practice. Door
whenever or wherever any device, was serviced and now closes /
equipment, system, condition, latches. 2.How other residents
arrangement, level of protection, or any having potentlle.xl to be af_reCte(_j by
her feature i ired f i the same deficient practice will be
other feature 1s required for compliance identified and what corrective
with the provisions of this code, such action will be taken.
device, equipment, system, condition, An audit of the building will be
arrangement, level of protection, or other completed by Maintenance to
f hall thereafter b . | ensure there are no gaps in
ea‘Fure.s a e.rea er. ¢ con 1n'uous y laundry chute doors. 3. What
maintained. This deficient practice could measures will be put into place or
affect staff only. systemic changes will be made to
ensure that the deficient practice
Findi include: does not recur.
Indimgs metude: Maintenance will be in-serviced
on proper latching of laundry
Based on observation with the chute doors.  4.How the
Maintenance Technician #1 on 07/19/16 corrective action will be
£11:02 th d floor laund monitored to ensure that the
at 11.0<a.m., the secon ] oor faundry deficient practice does not recur'.
chute door left a quarter inch gap when Maintenance or designee will
tested. Based on interview at the time of monitor laundry chute
observation, the Maintenance Technician doorfhch‘tZ!3t/ tlml(lest; three od
. months, Audits will be presente
#1 ac'k.nowledged the aforementioned to Quality Assurance Committee
condition. for review until 100% compliance
is achieved. Date of
3.1-19(b) Compliance 8/18/16
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K 0144 NFPA 101
SS=C LIFE SAFETY CODE STANDARD
Bldg. 01 Generators inspected weekly and exercised
under load for 30 minutes per month and
shall be in accordance with NFPA 99 and
NFPA 110.
3-4.4.1 and 8-4.2 (NFPA 99), Chapter 6
(NFPA 110)
Based on record review and interview, K 0144 1. What corrective action will be 08/18/2016
the facility failed to ensure 1 of 1 accomplished for those residents
found to have been affected by
emergency generators was allowed a 5 deficient practice. Facility added
minute cool down period after a load test. a column to Generator log sheet
LSC 19.2.9.1 refers to LSC 7.9 which for cool down period 8/9/16.
refers to LSC 7.9.2.3 which requires 2'H°W_ other residents having
be i lled dand potential to be affected by the
generators to be nstalled, tested an same deficient practice will be
maintained in accordance with NFPA identified and what corrective
110, Standard for Emergency and action will be taken.
Standby Power Systems, 1999 Edition. dAn aud|ttoft.Ger;eratorlLdog and
. ocumentation for cool down
NFP_A 110,4-2.4.8 Tm}e Delay on period will be initialed per
Engine Shutdown requires that a Administrator monthly. 3. What
minimum time delay of 5 minutes shall measures will be put into place or
be provided for unloaded running of the systemic changes will be made to
E p S Iv (EPS . ensure that the deficient practice
mergency (?Wer upply ( ) pr.19r to does not recur. Maintenance will
shutdown. This delay provides additional be in-serviced on documentation
engine cool down. This time delay shall for generator log, cooled down
not be required on small (15 kW or less) period.  4.How the corrective
. led pri This deficient action will be monitored to
alr'C(.)O cd prime movers. ) 1S delicien ensure that the deficient practice
practice could affect all residents, as well does not recur. Maintenance
as staff and visitors in the facility. or designee will monitor generator
log sheet for cool down
.. . . period monthly times three
Findings include: months, Audits will be presented
to Quality Assurance Committee
Based on record review with the for review until 100% compliance
Maintenance Technician #1 on 07/19/16 Ics: achllfeved_ o 8ﬂaete of
at 10:40 a.m., the generator log form omplance
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documented the generator was tested
monthly for at least 30 minutes under
load, however, there was no
documentation on the form that showed
the generator had a cool down time
following its load test. Based on
interview at the time of record review,
the Maintenance Technician #1
acknowledged the aforementioned
condition.
3.1-19(b)
K 0147 NFPA 101
SS=E LIFE SAFETY CODE STANDARD
Bldg. 01 Electrical wiring and equipment shall be in
accordance with National Electrical Code.
9-1.2 (NFPA 99) 18.9.1, 19.9.1
Based on observation and interview, the K 0147 1. What corrective action will be 08/18/2016
facility failed to ensure 2 of 2 flexible accomplished for those residents
. found to have been affected by
cords w.ere not used as a sub.stltute for deficient practice. Oxygen
fixed wiring. NFPA 70, National concentrator has been removed
Electrical Code, 1999 Edition, Article from surge protector and plugged
400-8 requires that, unless specifically into wall electrical outlet.
itted. flexibl 4 d cables shall Extension cord removed from
permitted, flexible cords and cables sha room. 2.How other residents
not be used as a substitute for fixed having potential to be affected by
wiring of a structure. This deficient the same deficient practice will be
practice affects staff and up to 37 'de_nt'f'ec_i and what correctlvg
4 action will be taken. An audit of
residents. the building will be completed by
Maintenance to ensure medical
Findings include: devices are plugged directly into
electrical wall unit. An audit of
. . the building will be completed by
Bas.ed on observatlo.n.wnh the Maintenance to ensure no
Maintenance Technician #1 on 07/19/16 extension cords are used in
at 11:49 a.m. then again at 1:40 p.m., a building. 3. What measures will
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surge protector was powering an oxygen be put into place or systemic
concentrator in resident room 286. Then changes W'!I ,be made .to ensure
. . d . that the deficient practice does
again, an extension cord was powering a not recur. Al staff will be
sump pump in the Kasper exhaust room. in-serviced on proper procedures
Based on interview at the time of each used to plug in medical
observation, the Maintenance Technician equ;prr;ent an:.ex;eqz!on co;d:
. are to be used in building. 4.How
#1 acknowledged each aforementioned the corrective action will be
condition. monitored to ensure that the
deficient practice does not recur.
3.1-19(b) Maintenance or designee will
monitor medical equipment for
proper electrical outlets and any
use of extension cords, monthly
times three months, Audits will be
presented to Quality Assurance
Committee for review until 100%
compliance is achieved. Date
of Compliance 8/18/16
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