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!

Surveyor: 29197
i This report is the result of an unanncunced Fire "
- and Life Safety re-certification survey conducted
at Discovery Nursing and Rehab of Vancouver on -
01/24114 by a representative of the Washington

State Patrol, Fire Protection Bureau. The survey

was conducted in concert with the Washington | R N
Siate Depariment of Social and Health Services | i

(DSHS) health survey teams. ! FER L 4 o

The facility has a total of 89 beds and at the time Fel - & 704

of this survey-the census was 70. o - L
The existing section of the 2000 Life Safety Code | WO KELED DEY

was used in accordance with 42 CFR 483 70
The facility is a one story structure of Type V
£(1.1,1) construction with exits to grade. The
fac:ailty is protected by a Type 13 fire sprinkler
system throughout and an automatic fire alarm
system with corridor smoke detection. All exits
are to grade with paved exit discharges to the f |
! public way. :
! The facility is not in substantial compliance with
| the 2000 Life Safety Code as adopted by the
Centers for Medicare & Medicaid Services.

| T
' Deputy State Fire Marsha

K 045 NFPA 101 LIFE SAFETY CODE STANDARD | K045 |
S$=D) ‘ %

H |

! lumination of means of egress, including exit 1

daschafge is arranged so that failure of any smgle

! lighting fixture (bulb) will not leave the area in ‘
darkness. {This does not refer to emergency

| fighting in accordance with section 7.8,)  19.2.8

i

i ' i

TITLE (XS) DATE
ﬂdm nsha ﬁj% /20 (£

cther safeguards provide sufficient proteciion to ‘me patients. (See instructions.) Except for nursing homes, the findings stated above are disct osable 90 days
following the date of survey whether or not & plan of correction is provided. For nursing homes, the zbove findings and plans of correction are disclosabie 14
days following the date these documents are made available to the faciiity. i deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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SUMMARY STATEMENT OF DEFICIENCIES

D
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K 045 Continued From page 1 K 045 |
This Standard is not met as evidenced by . K045
Stirveyor, 20197 1 @
Based upon observations and staff interviews on  Item 1. The emergency light in the
01124114 betW‘EGﬂ apprpx:mateiy .093‘0 and 1200 | kitchen will be replaced with a new
hours the facility has failed to maintain the ‘ L fixt
illumination: of the means of egress se that in the *- : IXture. ‘
event of the failure of a single bulb the means of ; |
' egress will remain illuminated. This could result 1 The Director of Maintenance (DOM}
' in tripping and fall injuries and/or delay in | - will inspect these lights monthly. |
evacuation of residents, staff and/or visitors. 1‘ ]
The findings include, but are not limited to: ﬁ . . . . \
1. The emergency light in the kitchen was : The DOM will _br¥ng these findings to
observed to not work when the test bution was ! the Safety Committee as well as the
pressed. 1 monthly QA meetings.
The above was discussed and acknowiedged by | The Administrator will ensure
the Direcior of Maintenance. ‘ ) :
_ 1 compliance. |
K (46| NFPA 101 LIFE SAFETY CODE STANDARD K 046 :
§8=D | T , . :
Emergency lighting of at least 1% hour duration is | Date of Completion 2/24/2014
provided in accordance with 7.9, 19.2.9.1. 3
i I K046
l '

)‘ | This Standard is not met as evidenced by:
3 Surveyor, 28197

| Based upon record review and staff interviews on

|

i

01124/14 between approximately 00930 and 1200 1

hours the facility has failed to maintain records of |

testlng for the emergency batiery backup fighting.

| This could result in the failure of the battery

\ powered backup lighting in the event of a power
| outage and render the means of egress dark.
| This couid result in fripping and fall injuries to
residents, staff and/or visitors.

The f:ndmgs include, but are notlimited to:

' 1. There are no records of the required 90 minute

annuai testing of the emergency lighting.

' The above was discussed and acknowledged by

The Director of Maintenance (DOM)
will conduct a2 90 minute test of the
emergency lighting.

The DOM will conduct this test on an
annual basis as required. The DOM |
bring his findings to the Safety
Committee as well as to the monthly

QA meeting.

The Administrator will ensure i
compliance. '

Date of completion 2/24/2014
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K 046 Continued From page 2 | KO046! :
the Director of Maintenance. | i
| :
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