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Surveyoi 18192
- On September 27, 2013 an vnannounced
complaint inspection was conducted for
: complaint intake #2872433 a fire in a resident
[ room suction machine by a representative of the
Washington State Patrol, State Fire Marshal's
; Office, following are the findings of this
| inspection.

|
i Upon arrival at the facility contact was made with
Cthe new maintenance director and administrator,
cboth where not employed at the time of the
incident and was fimited to the knowledge of the
Cincident. another staff memiber was able 1o track
- down the incident reporis from the incident, the
- machine in question has already been discarded
from the Taciity.

The snmdent Hi question ocourred on 9/5/2013
apprex 1430 hrs at which time a staff ﬂmmbe
entered the room 105 and smelied an electrical
fire smell coming from the room that staff
member summoned help from another staft to
find the location of the smell and started
unplugging machined=s in the room, they found
a suction mache that had been turned off with
what appeared to be & small fire in a contajned
switch on the machine, at this poiat the staff

another staff secured a fire exinguisher but
when they returned to the room the flame was
out so they removed the machine to the extenor
of the bullding.

The fire departiment arrived and determined that
the fire was out, the fire department response

- was delayed due to a faulty fire alarm panel that
falled to send the signal to the monitoring
lag@ncy

¢

pulled the fire alarm {o notify the fire department, ‘
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safeguards provide sufticient protection to the palients. (See instructions 3 Except for nursing homes, the findings stated above are disclosable 90 days following the

date of survey whether of not a ptan of correction is provided. For nursing homes, the sbove findings and plang of correction are disclosabis 4

4 days following the

date these documents are made avajiable to the facility. I deficiencies are cited, an approved plan of correction is reguisite to continued program patticipation
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ttime, although the contractor is still replacing the i
- smoke heads with addressable heads the system | |
is still functioning. :

No further action required by the State Fire
Ma;shai at this time,

Doniidond.

. Depu%y State Fire Marshal

|
{ Thete was no harm to residents and no damage ! ’
1o the structure, the fire systems are operational |
at this timme and the facility is in compliance. ;
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K 006 Continued From page 1 = K 000 |
! The city of Tacoma fire marshal ordered the | |
| facility to replace the existing fire alarm panel
-and placed the facility on fire watch. ’
" The new panel is installed and operational at this I
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