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03/19/2013

K 000! INITIAL COMMENTS K 000

| Surveyor: 19192 ! .
On March 19, 2013 an unannounced fire and life
safety code re-certification survey was conducted
at Nisqually Valiey Care Center located at 9414
| 357 th st S McKenna WA, 98558 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 ‘ R E C E I V E D

483.70. ; .

|  APR 03203
This facility is a two story type V-A structure with ' i
exiting from the upper floors through exterior : FIRE P ROTECTIO N
stair cases and direct to grade from the first floor. | ; B U RE AU
The building is protected throughout by a full 4 e !
NFPA 13 fire sprinkler system and an automatic g
smoke detection system. :

!.l The licensed capacity is 83 with 3 census today
i of 42,
{

}
i

Following are the deficiencies cited as a resuit of

this survey: This plan of correction is being submitted in

accordance with specific regulatory
/Z &&ﬁL—- requirements. {t shall not be c'onstrucd as an
admission of any deficiency cited.
A ] .

Deputy State Fire Marshal 1 K040

1

l

!

|

K 040{_ NFPA 101 LIFE SAFETY CODE STANDARD K 040 The facility has completed the FSES. And will |
SS=E‘ Exit access doors and exit doors used by health review FSES on routine basis. Findings will be lx
! : forwarded to QA. :

] care occupants are of the swinging type and are ?

[ at least 32 inches in clear width. 1 9.2.3.5 Administrator will be responsible for 3

' 1 compliance.

' Donald West approved FSES. '

| ' ; . April 17, 2013 '

i This Standard is not met as evidenced by: !t Completion Date: Aprt |

LABO! O;QY DIRECTCR'S PROV\OERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE !0(5) DATE
o : Administator B (2002

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safequards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days fMan the
date of survey whether or not a pian of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14 days foliowing the
date these documents are made avallable to the facility. It deficiencies afe cited, an approved pian of correction is requisite to continued program participation.
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K 040 Continued From page 1

Surveyor: 19192

to the exterior stair cases do not meet the

| potential for the delay of evacuating the

time of the survey by the facility maintenance

| the exterior stair case measures 27 inches of

; clear width. ' '
2. The door to the west exit from the second

’; floor o the exterior stair case measures 29

| inches of clear width.

K 144! NFPA 101 LIFE SAFETY CODE STANDARD
SS=F|

| Generators are inspected weekly and exercised

§ under foad for 30 minutes per month in
i accordance with NFPA ©9. 3.441.

i
[
|
]
|
|

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

0830 to 1130 it was observed that the facility
| failed to maintain the emergency generator in

has the potential to delay the starting of the

finding was acknowledged at the time of the

During the facility tour on March 19, 2013 from
0830 to 1130 it was observed that the exit doors

requirements set forth in NFPA 101, this has the

residents from the second fioor in the event of a

K 040

fire. These findings were acknowledged at the
director and Administrator. The findings were.

"1 1. The north exit door from the second floor to

| During the facility tour on March 19, 2013 from

| accordance with NFPA 99 and NFPA 110, this

K 144

generator should it fail in a power outage. This

K144
Annunciator panel will be installed.
Staff will be inserviced on instailed panel.

Maintenance Director will test panel monthly
and results will be forwarded to QA.

Maintenance Director will be responsibie for
compliance.

Completion Date: April 17, 2013

i
|
!
|
]
!
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K 144 Conlinued From page 2 K 144
survey by the facility maintenance director and
the Administer. The finding was: i
1. There is no remote annunciator panel or |
derangement signal at a normally attended
location.
K 147! NFPA 101 LIFE SAFETY CODE STANDARD K 147 |
SS=F K147 |
Electrical wiring and equipment is in accordance Electrical strips wi ide ‘}
with NFPA 70, National Electrical Code. 9.1.2 Electricalsrips will be removed from resdents |
|
Maintenance Director will complete monthly
check and results will be forwarded to QA. %
This Standard is not met as evidenced by:
Surveyor: 19182 Maintenance Director will be responsible for |
During the facility tour on March 19, 2013 from | compliance.. ]
0830 to 1130 it was observed that the facility ! . o
failed to maintain the facility free of the use of | Completion Date: April 17, 2013
power strip devices, this has the potential for the
circuits to be over loaded, this finding was
| acknowledged at the time of the survey by the
' facility maintenance director and the |
| Administrator. The finding was: '
1. In resident rooms throughout the facility there i
are power strip devices operating a variety of
i electronic appliances.
|
1 x
|
.! H
| | |
F ORM CMS-2567(02-99) Previous Versions Obsolete 8NBR21  cantinuation sheet Page 3 of 3

80/88 39Vd WAN 33v0 ATIVNOSIN 8pBE-85P-BIE T¢:ET £ETB82/8C/E8



