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- An unannounced Life Safety Code Complaint _
- Investigation Survey was conducted at Park West
Care Center, Seattle Washington, on December
- 3, 2014 by staff from the Washington State

| Patrol, Fire Protection Bureau, WSP- Bellevue

. Existrict Office.

The 2000 existing secticn of the Life Safety Code
- was ulilized for the survey in accordance to 42
- CFR 483.70: Requirements for Long Term Care.

. Park West Care Center is a 137 bed facility with a |
‘ census of 97 consisting of a Tyvpe A, 3 story

{ structure built in 1981 and has 2 separate

- basements. The faciiity is fully sprinkled with an
| automatic fire alarm system in place. Exit

, discharge points are to grade and have an

| altb-weather surface and lead to a public way.

. The complaint investigation was conducted in

- eonjunction with the CMS Survey. During the

- Complaint Investigation the surveyor interviewed
| the facifity Administrator, Maintenance Personne |
- and personnel in the area the fire occurred ’
| surveyor was also able to interview members of

! the Survey team that were present during the fire. |

| The resuits of the Complaint investigation are as |
follows: ‘

. 1) The fire occurred in a HVAC standalone unit,
. from an electricat short inside the unit iiself.

- 2) Response to the emergency situation was

- prompt and per the facility emergency plan.

| 3) The unit was immediately reroved from the
L area following assessment by the jocal AHJ.
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. 4) The unit has been replaced with a new HVAC,
. not refurbished or used.

| 5 No residents, staff or visitors were harmed
| during the gvent.

- It appears this event could not have been

¢ prevenied as it was an internal failure of the

- HVAC unit. The facility has an equipment

' maintenance program that was followed including
. this specific device. The response to this event by
 facility staff indicates to surveyor the fire drills are
being conducted in a manner so as 10 adequately
frain staff to respond {o fire emergencies.

Ph;i Cane
i Deputy State Fire Marshal
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