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INITIAL COMMENTS

This is the report of a2 complaint investigation at
. Avalon Care Center ar Northpoint located in
' Spokane, Washington.

]
. The complaint was self imitated by the Director of :
Nursing Services who reported to the Department
of Social and Health Service's Complaint |
Resolution Unit. The compiaint was received on

12-09-13 at approximately 1406 hours. The
complaint was assigned an Intake |D number of

The reporter reported that a sprinkler on the wet
pipe fire sprinkler system had activated in the :
dishwashing area of the main kitchen at
approximately 1230 hours on 12-06-13. There
were no injuries and the system was repaired on
the same day and the system is operational.

The investigation revealed that the probabie

: cause of the sprinkier activation was due to the
sprinkler haad and piping being in close proximity
i to a cold air vent providing air infc the kitchen
‘area, Several days of single digit temperatures

| preceded the activation.

The time of the incident was approximately 1215
hours and many residents were having lunch in
the dining room  Interviews with staff indicated
the the residents were secured in the dining room
through the closing of doors and those enroute to -
the dining room were placed in rooms and doors
closed.

Staff responded in accordance with the |
- emergency plan of the building.

Sprinkler contracter was contacted and ‘
responded immediately and made repairs and the |
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system was back in service approximately 2
hours after activation.

No Violgtions observed.

ef State Fire Marshal
Nursing Home Surveyor
15826

The Surveyor was from:;
Washington State Patrol

. Fire Protection Bureau

143302 East Law Lane
Kennewick, WA. 993337-2011
Telephone: (608) 734-7028
FAX: {809} 734-7046
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