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KOO0 INITIAL COMMENTS K 000
|
Surveyor: 19192
This report is the result of an unannounced Fire
and Life Safety re-certification survey conducted
gt Josephine Sunset Home on 1/7/2015 by a The submissicn of this plan of correction
representative of the Washington State Patrol, does not constitute admission by the
Fire Protection Bureau. The suivey was provider of any fact or conclusion set
condiscied in concert with the Washington State forth in the statement of deficiency.
- Departrent of Social and Health Services . This plan of correction is being
 {D8HS) health survey teams. submitted because it is required by law.
|

The facility has a {otal of 160 beds and at the
time of this survey the census was 157.

The existing section of the 2000 Life Safety
Code was used in accordance with 42 CFR
483.70.

The facility is a two story structure of Type V-A
construction with exiis to grade. The facility is
nrotected by a Type 13 fire sprinkler system
throughout and an automatic fire alarm system
with corridor smoke detection. All exits are to
grade with paved exit discharges to the public
wWay.

The facility is not in compliance with the 2000

Life Safety Code as adopted by the Centers for |
Medicare & Medicaid Services.

The surveyor was:

(4

JAN S 7015
Donald L Woest
Deputy State Fire Marshal FRE PRE_\;E_NT’LON
K 018 NFPA 101 LIFE SAFETY CODE STANDARD K018 m\“S“ON
S8=E
LABORATORY DIRECTOR'S OR PROVIDER/SUDPLIER REPRESENTATIVE'S SIGNATURE TITLE X8 DATE

//ZM/&MM/&& /4/3{ s st 8y (52015

Any deficiency statermnent ghding with an asterisk (*) denctes a deficiency which the inatitution may be excused from correcting providing it is determined that othey
safeguards provide sufficient protection to the patlents. (See instructions.} Except for nursing homes, the findings stated above are disclosable 80 days foliowing the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plang of correction are disciesable 14 days following the
gate these documents are made aveliabie to the facility. If deficiencies are cited, an approved plan of correction is requisite fo continued program participation.
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K 018| Continued From page 1 K018
Dioors protecting corridor apenings in other than
reguired enclosures of vertical openings, exits, or K018
 hazardous areas are substantial doors, such a8 |
those construcied of 1%4 inch solid-bonded core ) . ) -
wouod, or capable of resisting fire for at least 20 The doors identified at the time
minutes. Doors in sprinklered buildings are only of survey were adjusted for [~ -8
required to resist the passage of smoke. There proper closure during the
is no impediment 10 the closing of the doors. ; i
Doors are provided with a means suitable for nspection.
keeping the door closed. Dutch doors mesting
1 19.3.6.3.6 are permitted.  18.3.6.3 Maintenance staff has conducted
s . rounds to ensur CIT e
Roller latches are prohibited by CMS regulations u, e proper door [3)13
in all health care facilities. closure and adjustments
completed as indicated.
i
Facility staff has been inserviced
to notify maintenance personnel i
of impediments to proper door 33
closure/latching so that
adjustments can be performed as
This Standard is not met as evidenced by: indicated.
Survayor: 18182
Doors protecting corridor openings in other than T X .
required enclosures of vertical openings, exits, or he mamte.nance s_uperv!sor
hazardous areas are substantial doors, such as and/or designee will audit closure | .5,
those constructed of 1% inch solid-bonded core of 20 random doors throughout
wood, or capable of resisting fire for at least 20 the facility on a monthly basis and | 0#s60: Ne
) : . o PN
minutes. Doors in sprinklered buildings are only y Y i J j

: Doors are provided with & means suitable for
| keeping the door closed. Dutch doors meeting
119.3.6.3.6 are permitted.

required to resist the passage of smoke. There
is no impedimeant to the closing of the doors.

18.3.8.3

Rotler latches are prohibited by CME reguiations
in all health care facilities.

report findings to the QA
Committee monthly.
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This requirement is not met as evidenced by

Based upon observations and staff interviews on
/772015 between approximaiely 0830 and 1330 K 056
hours the facility has failed to maintain doors
without impediments to thelr closing and latching.
This could result in a delay in getling the door to
the room ciosed in the event of a fire, This couid
result in toxic products of combustion getting o
the room and into the exit corfidor which would
endanger the residents, staff and/or visiiors
within the smoke compattment,

! The fingings include. but are not limited to

1. The door to the olean linen room in the rehab
unit drags on the floor and vwill not close.
2. The door to the emergency water supply
closet failed to close and latch.
. The door to the east social services office
failed to close and laich.
4. The door to the vending machine room failed
to close and latgh.

THESE DOORS WERE CORRECTED AT THE
TIME OF THE SURVEY.

The above was discussed and acknowledged by
the Administrator and Maintenance director.

K (56| NFPA 101 LIFE SAFETY CODE STANDARD K 056 Maintenance staff has conducted
facility rounds for the presence of 1 2114

if there is an automatic sprinkler system, it is mixed and standard sprinkier

installed in accordance with NFPA 13, Standard
for the |nstallation of Sprinkleyr Systems, 1o
provide complete coverage for all portions of the
building. The system is properly maintained in indicated.
secordance with NFPA 25, Standard for the
inspection, Testing, and Maintenance of

Sprinkler coverage has bee

at the entrance next to the
therapy gym. A qualified
sprinkler service inspected
sprinkler heads in the
multipurpose room/chapel

along with sprinkler head

manufacturer literature.

inspection of other facility

and determined sprinkler
coverage to be present.

heads and a qualified sprin

identified instalied sprinkier
heads as quick response units.
Please refer to the attached letter
from the vendor confirming this

Maintenance staff has conducted

entrances with outside overhangs

AND PLAN OF CORRECTION IDENTIEICATHN MUMBER: COMPLETED
BHLT R BLOWING GHUTIZ0NE
NAME OF PROVIDER G SUPPLIER STREET ADDRESS, CITY. STATE, ZIF OODE
JOBEPHINE SUNSET HOME G901 272ND PLACE NORTHWEST
STANWOOD, WA 98242
G | SUMMARY STATEMENT OF DEFICIENGIES i I FROVIDER'S PLAN OF CORRECTION
PREFIX  {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL REGULATORY|  PREFIX (EACH CORFECTVE ACTION SHOULD BE
TAG OR LSC IDENTIFYING INFORMATION; TAG CROSS REFERENCED TO THE APPROPRISTE
| ‘ DEFICIENGY)
K 18| Continued From page 2 K018

instatied in the outside overhang

n b2y
the NN
and
%%'5%45'
VoS

kler

service has replaced units as

£

|
|
Water-Based Fire Protection Svstems. it is fully ‘
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K 056 Continued From page 3 K 058
supervised. There is g reliable, adequate water
supply for the system. Reguired sprinkler
systems are equipped with water flow and
tamper switches, which are electrically K 056
connected io the buiiding fire alarm system.
19.3.5
Maintenance staff has been
inserviced regarding the presence (305
of sprinkler coverage in entrances t
This Standard is not met as evidenced by: with outside overhangs.
Surveyor: 18192 Maintenance staff has been
if there is an automatic sprinkler system, it is : : ; s
) ; : ’ inserviced regarding not mixin —
installed in accordance with NFPA 13, Standard ! garding H TR T SR
for the Instaliation of Sprinkier Systems, {0 quick response and standard
provide complete coverage for all portions of the response units.
"building, The system is properly maintained in
accordance with NFPA 25, Standard for the Th int .
Inspection, Testing, and Maintenance of € main gnance s'up‘erwsor YAy
Water-Based Fire Protection Systems. It is fully and/or designee will inspect work *
supervised. There is a reliable, adequate water done by qualified sprinkler C‘}ﬂgoi 4
z supply for the Sy§tem. Rﬁaquwed sprinkler service vendors to ensure
| systems are equipped with water flow and ’ )
tamper switches, which are electrically compliance. The maintenance
connected to the building fire alarm system. supervisor will report findings to
19.3.5 the QA Committee monthly.
This requirement is not met as evidenced by:
Based upon cbservations and staff interviews on
171720115 between approximately 0930 and 1330
hours the facility has failed to provide fire
sprinkier protection te all required areas of the
facility. This could result in a fire not being
contained to the area of ongin and could
endanger residents, staff and/or visitors,
The findings include, but are not limited to:
1 1. Inthe outside overhang next to the therapy
FORM CMS-2567(02-99) Previous Versions Obsolete ZH3H21 if costinuation sheet Page 4 of 6
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K 0561 Confinued From page 4 K 056
Gym there is no sprinkler coverage.
2. inthe mult purpose/chapel room there is a
ik of guick response and standard response
sprinkler heads. ; K 062
The above was discussed and acknowledged by |
the facility Administrator and Maintenance The sprinkler head above boiler RS
director. #2 has been replaced. The server
S5=E ot
Required automatic sprinkler systems are room has been relocated.
continuously maintained in reliable operating
condition and are inspected and tested Maintenance staff has conducted
periodically.  19.7.6, 46,12, NFPA 13, NFPA rounds to identify painted {34487
25,8.7.5 . .
sprinkier heads and units have
been replaced as indicated.
This Standard o Maintenance staff has conducted
is Standard is not met as evidenced by: . )
Surveyor: 19162 round§ and determm.ed t?_\ere are (1245
Required automatic sprinkler systems are no sprinkler obstructions in other
continuously maintained in reliable operating electrical rooms.
condition and are inspected and tested
ggngd_}cgiiy. 19.7.6, 4.6.12, NFPA 13, NFPA Maintenance staff has been
’ % inserviced to ensure sprinkler »3105
This requirement is not met as evidenced by: heads remain free of paint.
Maintenance staff has been
' Based upan observations and staff interviews on inservi_ced to el-'!sure sprinkler b3poig
172015 between approximately 0930 and 1330 heads in electrical rooms are
hours the facility has failed {o maintain the fire unobhstructed.
sprinkier system as reguired. This could result in
the failure of the fire sprinkler system {o operate |
properly in the event of a fire and aliow the fire to
increase in size and intensity which would
endanger the residents, staff andfor visitors
within the facility.
The findings include, but are not Hmited to:
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K 082: Continued From page 5 K062
.‘ \
1. The sprinkler head above boiter #2 in the | ‘
kroifer room appears to have been painted.
2. The sprinkler head in the elecirical room Th int .
across from the WEST B/C nurses station is € main e.nance superwsor TETRRT-Y
obstructed by a shelf with servers. and/or designee will inspect u
. completed painting projects and C}}”f}(ﬂf\‘ﬁ
The ab‘olve Was.d;lscussed and agknowiedged by report to the QA Committee
the facility Administrator and Maintenance )
director. monthly. The maintenance
; supervisor and/or designee will
inspect electrical rooms monthly
and report findings to the QA
Committee.
i
i
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