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K 000 INITIAL COMMENTS K 000
Surveyor: 19192 The following written allegation of
This report is the result of an unannounced Fire compliance is intended to meet the
and L.ife Safety re-certification survey conducted | requirements for a plan of
at University _F’!ace Care Cen,ter on 11/7/2014 by correction under state and federal
a representative of the Washington State Patrol, law and is not an admission th
Fire Protection Bureau. The survey was aw and IS not an admission that
conducted in concert with the Washington State the survey findings are correct
Department of Social and Health Services or that they rise to the level of
(DSHS) health survey teams. deficiencies under applicable law.
The facility has a total of 120 beds and at the K-012
time of this survey the census was 99. e
The existing section of the 2000 Life Safety The penetrations in the
QOd% was used in accordance with 42 CFR ‘ basement Ceuing will be
483.70. fixed by 11/28/14. The hole
The facility is a sing story structure, with a in the wall of resident room
basement of Type V-A construction with exits to 105 was fixed on 11/7/14.
grade. The facility is protected by a Type 13 fire
sprinkler systern throughout and an autormnatic No other issues were noted.
fire alarm system with corridor smoke detection.
All exits are to grade with paved exit discharges The Maintenance Director
to the public way. .
and /or designee was
The facility is not in compliance with the 2000 inserviced on the
Life Safety Code as adopted by the Centers for requirement.
Medicare & Medicaid Services.
Audits will be conducted by
the Maintenance Director or
The surveyor was: designee to determine
ongoing compliance. Results
M VQ/ uﬁ%*w“ will be forwarded to Quality
Shal L West Asgurance Committee for
Deputy State Fire Marshal review of trends/patterns.
KO12I NFPA 101 LIFE SAFETY CODE STANDARD Ko12
ORATORY DIRECTOR'S OFy PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 04) DATE

,,,,,,,,, UAMMW AT IN|

/ ‘/I’-I 14

Any deficiency statement ending with an astene.k (") denotes a deficiency which the institution may be excused from correcting providing it is determm@d that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days foliowing 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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K012 Continued From page 1 KO12 )
88=E Correction Date: 11/28/14
Building construction type and height meets one and on-going
of the following. 19.1.6.2, 19.1.6.3, 19.1.6 .4,
19.3.5.1 Administrator or designee
will be responsible for
compliance.
This Standard is not met as evidenced by: K-147
Surveyor: 19192 -
Building construction type and height meets one . .
of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4, The extension cord in
19551 resident room 104 bed two
was removed on 11/7/14. The
This requiremnent is not met as evidenced by: power strips in central supply
Based upon observations and staff interviews on were remci)ved at the time it
111712014 between approximately 0830 and 1030 was noted.
hours the facility has failed to maintain fire
resistive construction of the building capable of No other issues were noted.
r:esis;ﬁng the passage of mm!)ke a‘nd ﬁre‘inm~ other Audits will be conducted by
mmpartme’nm. 1 hrs could allow the tox;p produc.i the Maintenance Director or
of combustion to move out of a room and into desi d .
the exit access corridor and the smoke esignee to etgrmme
compartment which would endanger the ongoing compliance. Results
residents, staff and/or visitors within the facility. will be forwarded to Quality
The findings include, but are not limited to:
1. In the basement there is sheetrock missing Ass.urance Committee for
from the ceiling due to a water leak. review of trends/patterns.
2. Inresident room #105 there is a hole in the
wall where the door handle punched the door Correction Date: 11/28/14
stop thru. and on-going
The above was discussed and acknowledged by o )
| the facility Administrator. Administrator or designee
K 147 NFPA 101 LIFE SAFETY CODE STANDARD K 147 | Will be responsible for
55=8 compliance.
Electrical wiring and equipment is in accordance
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K 147| Continued From page 2 K147
with NFPA 70, National Electrical Code. 8.1.2

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

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This requirement is not met as evidenced by:

Based upon observations and staff interviews on
117712014 between approximately 0830 and 1030
hours the facility has failed to restrict the use of
multi-plug outlets (power strips) to providing
power to permitied electrical equipment. This
could result in a fire from overheating of the plug
strip due 1o the heavy power draw endangering
the residents, staff and/or visitors within the
facility.

The findings inciude, but are not limited to:

1. Inresident roomn #104 there is an extension
cord in use at bed #2 by the TV.

2. Inihe basement central supply there were two
power strips connected together. (THIS
DEFICHENCY WAS CORRECTED AT THE TIME
OF SURVEY)

The above was discussed and acknowledged by
the facility Administrator.
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