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| Cane, Phil

| An unanncunced Life Safety Code Compiaint

! Survey was conducted at Wesley Homes Health
i Center, Des Moines Washington, on May 29,
2014 by staff from the Washington State Patrol,
Fire Protection Bureau, WSP Beilevue District
Office.

The 2000 existing edition of the Life Safety Code
was utitized for the survey in accordance to 42
CFR 483.70: Requirements for Long Term Care
(LTC).

This complaint alleges the facility failed to notify
the Office of the State Fire Marshal (OSFM) the
tacility had completed the K147 deficiencies
noted during the initial survey conducted May 1,
2013 by the expiration date (May 1, 2014) of a
temporary waiver granted by CMS on June 3,
2013

The surveyor contacted the Maintenance Director
and discussed the K147 deficiencies identified

during the May 1, 2013 survey. The Maintenance
Director stated that once the replacement devices !
were available, a survey of the entire facility was
conducted and ali the corded devices were |
replaced with approved wall mounted devices.. |

The facility had completed the full scope of the
POC by the date of waiver expiration and was
expecting a follow-up survey to be conducted by
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days following the date these documents are made available fo the facility. i deficiencies are cEed an approved plan of correction is requisite to continued

program participation.
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the OSFM, and had not sent confirmation of
completion of the POC.

The facility is in compliance with the Life Safety
Code 2000 Edition as adopted by CMS.

i
; The Surveyor was:
ol

Phil Cane |
Deputy State Fire Marshal
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