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The surveyor was: ‘/K u\%

Surveyor: 19192

This report is the result of an unannounced Fire
and Life Safety re-certification survey conducted
at Fircresl School Pal "A” on 5/13/20156 by a
representative of the Washington State Patrol,
Fire’Protection Bureau. The survey was
conducted in concert with the Washington State
Department of Social and Heallh Services
{DSHS) health 'survey teams,

The facility has a total of 160 beds and at the
time of this survey the census was 132,

The existing section of the 2000 Life Safety
Code was used in accordance with 42 CFR
483.70,

The facility consisls of 10 building of single story
structure of Type 5-B construction with partial
second story office and mechanical space, exits
are fo grade. The facility is protected by a Type
13-D fire sprinkler-system in the living areas:and-
an automatic fire alarm system with corridor
smoke detection, All exits are to grade with
paved exil discharges {o the public way.

The facllity is not in compliance with the 2000
Life Safety Code as adopted by the Centers for
Medicare & Medicaid Services.

Donald L West
Depuly State Fire Marshal
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Continued From page 1
483.470()(1)() LIFE SAFETY CODE
STANDARD

The facility Is housed in a building where the
interior is Fully sheathed with lath and plaster or
other materlal providing a 15 minute thermal
barrier, including all portions of bearing walls,
bearing partitions, floor construction, and roofs,
All columns, beams, girders, and trusses are
similarly encased or otherwise provide not less
than a % hour fire resistance rating. 33.2.1.3.2.

Exception No. 1; Exposed stee! or wood
colurhins, girders, and beams (but not jolsts)
located in the basement.

Exception No. 2: Buildings of Type |, Type I
(2,2,2), Type Ii (1,1,1), Typs Il (2,1,1), Type IV
(1,1,1) construction (See 8.2.1)

Exception No, 3; Areas protected by approved
automatic sprinkler systems In accordance with
33.2.3.5,

Exception No. 4: Unfinished, unused, and

essentlally naccassible lofl, attic, or ¢crawl space,

Exception No. 5: Where the facility achieves an
E-score of three or less using the board and care
occupancies evacualion capability determination
methodology of NFPA 101A, Guide on
Alternative Approaches to Life Safety.

This Standard is not met as evidenced by:
Surveyor: 19192

Based upon observations and staff interviews on
5/13/205 between approximately 0900 and

K0011
KO011
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1430 hours the facilily has falled to maintain fire
reslsiive construction of the building capable of
resisting the passage of smoke and fire into other
compariments. This could allow the toxic product
of combustion to move out of a room and into
lhe exit access corridor and the smaoke
compartment which would endanger the
residents, staff and/or visitors within the facility,

The findings include, bui are not lirmited to:

1. in building 315 there are holes in the ceiling
and back wall,

2. Inthe 314 mechanical/electrical room there is
a large hole in the ceiling.

3. In 307 there are holes in the ceiling next to
the light fixture.

The above was discussed and acknowledged by
the facility safety officer.

483.470()(1)() LIFE SAFETY CODE
STANDARD

Doors are provided with latches or other
mechanisms suitable for keeping the doors
closed. No doors are arranged to prevent the
occupant from closing the door.  32.2,3.6.3,
32.2,3.6.4, 33.2.3.6.3, 33,2.3.6.4

Doars are self-closing or automatic closing in
accordance with 7,.2.1.8

Exeeption: Door closing devices are not requlred
In bulldings protected throughout by an approved
automatic sprinkler system in accordance with
32.2.3.5.1 and 33.2,3.5.2.

This Standard is not met as evidenced by:

K0o011

WR#00093116/WO#15051300124
WR#00093119/WOi#15051300127
WR#00093121/wO#15051300129

K0o18

05.13.201fr
05.13.201%
05.13.201p
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Surveyor; 19192 )
Roller Ialches are prohibited by CMS regulations
in all héalth care facilities.

This requirement is not mel as evidenced by:

Based upon observations and staff interviews on
5/13/2015 belween approximately 0900 and
1430 hours the facility has failed to maintain
doors without impediments to thelr closing and
latching. This coUld result in a delay in gefting
the door to the room closed in the event of a fire.
This could tesult in toxic products of combustion
getling into the room and Into the exil corridor
which would endanger the residents, staff and/or
visitors within the smoke compartment.

The findings include, but are not limited to;
WORK ORDERS SUBMITTED:

317 & 318

1. The fire doors separating the service hallway WRH#00093122/WO#15051300130 05.13.2015

on both sides were found wedged open.

21' The door o the fupslgirs gff:cc? areaand . Email sent to remind all managers about | 05.19.2015
$iorage arca wefe found wedgea open. net obstructing the proper operation of any

3134314 fire door.

1. The door to the upstairs office area was found The inspection of fire door operation will |  05.19.2015
wedged open and the door failed to latch closed, be checked weekly by the Safety Officer.

307 & 308 If any are found, they will be carrected at

1. The door to the laundry room was found that fime,

wedged open, this door has g magnetic hold
open device thaf appears to be non functional.

303 & 304
1. The door to the laundry room was found

wedged open, this door has a magnetic hold
open device that appears o be non functional.
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301 & 302
1. The door to the laundry room was found
wedged open, this door has a magnetic hold
open device that appears to be non functional,
The above was discussed and acknowledged by
the Facillty_ safety officer.
All work orders submitted by the Safety Officer..
They have a required completion date ofljSJ 2.2015.
The Safety Officer will submit an accounting of the acfual
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