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K 000/ INITIAL COMMENTS K 000

Surveyor: 19192

On May 15, 2013 an unannounced fire and life
safety code recertification survey was conducted
at Manor Care Gig Harbor located at 3309 45 th
Court NW Gig Harbor WA, 98335 by a
representative of the Washington State Patrol,
State Fire Marshal's Office.

This survey was conducted using the existing
section of the 2000 life safety code in
accordance with 42 CFR 483.70.

This facility is a single story type V-A structure
with exiting direct to grade level, the building is
protected throughout by a full NFPA 13 fire
sprinkler system and an automatic smoke
detection system throughout.

The facility has a total licensed capacity of 120
| residents with a census today of 88.

The facility is not in compliance at this time.
M M2®4’
Deputy State Fire Marshal

K 018| NFPA 101 LIFE SAFETY CODE STANDARD Kots| 2<€ ne¥t PG
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Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 134 inch solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There
-is.no impediment to the closing of the doors.
>907r§ ?/re provided with a means suitable for
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Any deficiency statement\énding with an asterisk (*) denotes\e-déficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 80 days 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 disciosable 14 days following the
date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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keeping the door closed. Dutch doors meeting
19.3.6.3.6 are permitied. 19.3.6.3
Roller latches are prohibited by CMS regulations
in all health care facilities.
This Standard is not met as evidenced by: . Ce R
Surveyor: 19182 K Ol Ths ‘S—kq'f\ ol
During the facility tour on May 15, 2013 from oy lbeem et
0830 to 1130 it was observed that the facility
failed to maintain the fire rated doors in the D) A Yhee < ClosanTs
building capable of self closing and latching tight ; ' . o -
to the frame, this has the potential for the b« Ve been e lce
passage of smoke throughout the corridors in the | » e have
event of a fire. These findings were 2) B CloSh ve€S
acknowledged at the time of the survey by the i . — ected
facility maintenance director and the regional | L [Seer inipc
director. The findings were: f o - §
° | 3y C\osures ol P o
1. The door to the Occupational Therapy room o et \j j mSPc?,H <
failed to close and latch. A et e tirnd
2. The double doors into the sports cafe failed to > M o n L
close and latch when the coordinator was used to ¢ o1 ol ed Brc
ciose the doors. Re vUICES
3. The double doors into the memory care dining 1 STy
room failed to close and latch when the W\ L enCE nS/‘hﬂEnd_S
coordinator was used to close the doors. | L’") Led 15
K 068 NFPA 101 LIFE SAFETY CODE STANDARD | Kose| Luill BE ‘”{{ o
$S=D oBnp tomdee
Cooking facilities are protected in accordance | ymle Phecin e rece
with 9.2.3.  19.3.2.6, NFPA 96 (TSpens 0 NOah 3 Ll -
Diftcror  Sagm |
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This Standard is not met as evidenced by: FALSs St dasr dhes
Surveyor: 19192 E e et -
During the facility tour on May 15, 2013 from noy il
0830 to 1130 it was observed that the facility )) Hooct mS?d )ﬂ aN
failed to maintain the range hood suppression < Coim
system in accordance with NFPA 96, this has the Wi ¢ \ / } )2,
potential for the suppression system to fail in the 1)
event of a fire, this finding was acknowledged at +
the time of the survey by the facility maintenance ,2/) i SENE Qe )
director and the regional di . The findi /
wlas: regional director. The finding 'PO S" €0ﬁ _,\/M i IB
1. The range hood suppression system is past
due for confidence testing,the last test was 3) )4 nnl,wb( 75);154'7‘ 2n S
conducted on 1/10/2012.
N tentinoe o be
NOTE: The range hood is in the process to be P{ S rno-e r/'(
replaced in the near future. e D
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 ‘4) N + r—e/:or&“‘
SS=B Cot U e Yo r

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This Standard is not met as evidenced by:
Surveyor: 19192

During the facility tour on May 15, 2013 from
0830 to 1130 it was observed that the facility
failed to maintain the building free of the use of
power strip devices in resident room, this has the
potential for overloading of the electrical system,
and also presents a tip hazard, these findings !
were acknowledged at the time of the survey by !
the facility facility maintenance director and
regional director. The findings were:

,\O Gx A G e
i 147 Sk dord has
Reen e -
’\ Power S5 rero¥ed |
"2) 1| Oey T o0 1nS pedted
3) B SFatf edicated & ol o
he%) Y‘em(ddff u,'h// b.e\j»c
l“)o NeW) &dm . Ss5en Foi o h;.:»
“”> Eowtive Yy eom ) nS pectians
Yoo s wotl be V‘eferr't’(i
RAD - main i r e b\/&-\mK

1. In resident room #313 there is a power strip in ! : /
use. ‘ VS Pons b 24 /5
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2. In resident room #406 there is a power strip in |
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