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This report is a result of an unannounced Federal
Life Safety re-certification survey conducted at
Toppenish Nursing and Rehabilitation Center,
802 W. 3rd Street, Toppenish, WA on January 9,
2014 by staff from the Washingion State Patrol,
Fire Protection Bureau, Union Gap Detachment,
This inspection was conducted in cooperation
with the Survey Team from the Washington Staie
Department of Social and Health Services ;
(DSHS). R A

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

The Long Term Care 75 bed facility, census of 58
was provided by the Maintenance Director and
verified by the Charge NMurse. The facility is a one
story building consisting of construciion type V- 1
hour, The facility was bullt in 1962, The facility is
fully sprinkied with an automatic fire alarm system
in place. Exit discharge points are o grade have
been provided with an all weather surface and
iead to a public way.

The facility is not in substantial compliance with
the Life Safety Code 2000 Edition as adopted by
C.M.S.

The Surveyor was:

“ Deputy State Fire Marshal
28058

The Surveyor was from:
Washington State Patrol i
Fire Protection Bursau

2716 Rudkin Road i
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Any deﬁceizﬂ; statement ending with an ast%) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeduards provide sufficient protectio 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 pian of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program pariicipation. ] i
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Where Alcohol Based Hand Rub (ABHR)
dispensars are installed in a corridor:

o The corridor is at least 6 feat wide

o The maximum individual fiuid dispanser
capacity shall be 1.2 iiters (2 liters in suites of
rooms}

o The dispensers have a minimum spacing of 4 ft
from each ofher

o Not more than 10 gallons are used in a single
smoke comparment oulside a storage cabinet.
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Union Gap, WA 88303-1785
Telephone: (509} 575-2190
FAX (509) 576-3002
Z /WM
| R S
28058 _
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 F 147 The nursing home is
sg=p| . = T o Catety
Electrical wiring and eguipment is in accordance per;ati‘r'}g undgr ali e+Sa ety
with NFPA 70, National Elecirical Code. 8.1.2 continuing watver for the use
of flexible cord and power
strips frorm the Center for
This Standard is not met as evidenced by: Medicare & Medicaid Selr\f'ices p 3)
The facility has failed to ensure that the facility is dated March 25, 20443This. (2=
free of electrical hazards. This could aliow for an waiver is effective for 3 three B
electrical fire to start and thus expose residents, o . ‘
visitars, and staff 1o the threat of smoke and fire. vear period, endsﬁ.g on March
‘ 22, 2016. The facility
Thz findings include, but are not limitad to: continues the original safety |
o . . plan of documenting monthly
The facility is currently using power strips as a . . f flexib! d
permanent source of powar, Inspections of tiexibie cor
and power strips. 1/14/14 o4
. This finding was observed and discussed with the f "‘/ 7 "1?[
| Maintenance Director.
K 211: NFPA 101 LIFE SAFETY CODE STANDARD K211
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K 211} Continued From page 2 K211
. o Dispensers are not instalied over or adjacent to
an ignition source. - . .
o If the floor is carpeted, the building is fully P21 T“e_ nursing home has
sprinkiered.  18.3.2.7, CFR 403.744, 418.100, relocated the two alcohol
460.72, 482.41, 483.70, 4B3.623, 485.623 based hand rub (ABHB!}
dispensers. Any future
instaliation of (ABHB)
dispensers will be instalied a
minimum of 6 inches awa
This Standard is'not met as evidenced by: fro lectrical vay -
The facility has failed io ensure that _ m a?n & gef:tr%ca sourcg
Alcohol-Based Hand Sanitizers (ABHS) are not inciuding the drip line. The
within 6 inches of an elecirical source. This Maintanance Director has in-
could allow 2 fire fo start and thus expose S ke .
residents, visiiors, and s{aff to the risk of fire. serviced th? Housekeeping
staff to re-fill, only dispensers
The findings inciude, but are not limifed o: that meet the distance
_ requirements of 6” from a
During the survey tour on January 9, 2014 Oq The
between the hours of 3:00 and 4:0C, | observed P \:‘ver Source. o
ABHS to close to slectrical sources in the Mairitenance Director will
foliowing locations. audit dispense locations twice
1. At 3:00pm, ! observed that the hand sanitizer @ year and keep a record of
in the southwest hali conference room has the his findings in the automated
ABHS unit to close io an electrical outiet. tracking system known as L
2. At 3:45pm, | observed that the southwest hall TELS. 1/14/14 jw/f-{.ij;
across from the nurses stafion has the ABHE unit T !
dripline {o close 1o an electrical swiich.
These findings were observed and discussed with
the Maintenance Direciar.
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