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' Surveyor: 34731 ' A submission of this plan of
’ ; . | correcti . i
' This report is the result of an unannounced Fire 3 ection does not constitute an
- and Life Safety re-certification survey conducted || CemESaha the part of the facility
 at Issaquah Nursing and Rehabilitation Center on | | asto the accuracy of the surveyor’s

 February 23, 2015, by a representative of the findings, the conclusions drawn there
' Washington State Patrol, Fire Protection Bureau. | | from. nor are the d i

The survey was conducted in concert with the | s scv_ope = : Sl
| Wiadhingion Stale Depastment of Soclal and | regarding any_deﬁcwncy cited
| Health Services (DSHS) health survey teams. correctly applied.

! Issaquah Nursing and Rehabilitation Center has a
| total of 140 beds and at the time of this survey

the census was 108. = :
| | - The Facility will be to filing an

| The existing section of the 2000 Life Safety Code | extension waiver for this citation.
| was used in accordance with 42 CFR 483.70. Additional time will be needed to
| ‘

- complete th i
| The facility is a one story structure with basement | 1 P e Pt
| of Type V construction with exits to grade. The |
| facility is protected by a Type 13 fire sprinkler

K 062 Life Safety Code Standard

' system throughout and an automatic fire alarm | - A Certified fire sprinkler Company
‘ system and smoke detection. All exits are to : - (AAA Fire and Safety) has
i \gNr:fe with paved exit discharges to the public | - completed a comprehensive
| - assessment of the fire sprinkler
' The facility is not in compliance with the 2000 Life | ~ heads. The facility will be replacing

' Safety Code as adopted by the Centers for , - sprinkler heads based on AAA Fire
aid-Services and Safety’s comprehensive

assessment to assure that the facility

| is in compliance and maintaining the

| fire sprinkler system per regulation.

Deputy State F|re Marshal ' During the comprehensive
K 062 NFPA 101 LIFE SAFETY CODE STANDARD | K062 | assessment AAA Fire found
SS=F evidence that the system was

Required automatic sprinkler systems are .
| continuously maintained in reliable operating
condition and are inspected and tested
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. lf deﬁmencues are cut an appro plan of correction is requisite to continued

program participation. Wi

FORM CMS-2567(02-99) Previous Versions Obsolete 3 /.5“ ‘é /47/ &%121 If continuatigs 1of2
/ (1
/ .




Printed: 02/23/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
505004 B. WING 02/23/2015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

ISSAQUAH NURSING AND REHABILITATION C{ 805 FRONT STREET
ISSAQUAH, WA 98027

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY ~ PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | CW;;TEQ 10N
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 062 Continued From page 1 - K082
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA 25,
975

This Standard is not met as evidenced by:

Surveyor: 34731 installed in 1967, making it 50 years
This requirement is not met as evidenced by: old.

| Based upon observations and staff interviews on |

' February 23, 2015, between approximately 12:30 |
p.m. and 3:00 p.m. Issaquah Nursing and The Maintenance Director will

' Rehabilitation Center has failed to maintain the | validate that the sprinkler system is

fire sprinkler system as required. This could

| result in the failure of the fire sprinkler systemto | maintained per regulation, reporting

' operate properly in the event of a fire and allow | issx.Jes or trends identified W_it?l the

 the fire to increase in size and intensity which , sprinkler systems to the Facility
would endanger the residents, staff and/or visitors | Safety Committee. Any issues
within the faciltty. identified will be corrected with the

' The findings include, but are not limited to: ; consultation of an approved Certified
1. A mixed variety of emergency fire sprinkler | Vendor.
- heads are mounted inside the facility within the
' same compartments including resident rooms,
' corridors, and dining hall. . . r
2. The facility was reportedly constructed in 1961 TheNauscratde. ivator il e
and 1963. The facility failed to provide | responsible for validating
documentation when the emergency fire sprinkler compliance.
| system was installed which might be over 50 ‘
years of age and require either approved testing | '
or replacement.

|
The above was discussed and acknowledged by
| the maintenance director.
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