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INITIAL COMMENTS

This report is a result of an unannounced Fire
and Life Safety Complaint POST Investigation
conducted at Columbia Basin Hospital Nursing
Home, located at 200 Nat Washington Way,
Ephrata, WA by a representative of the
Washington State Fire Marshal's office. The
complaint from the Department of Social and -
Heaith Services, (Complaint Resolution Unit) has
a Intake ID number of 2959182 and was received
on 02-10-2014.

The facility has falled to correct the K87 citation
noted on the initiat Complaint Investigation on
February 11, 2014,

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

Based upon a observations and interviews with
the Administrator and the Plant Manager,
Columbia Basin Hospital Nursing Home is notin
compliance with the Life Safety Code 2000
Edition as adopted by C.M.S.

The Surveyor was;

Maria C. Valladares
Deputy State Fire Marshal
Nursing Home Surveyor
28058

The Surveyor was from;
Washington Staté Patrol

Fire Protection Bureau

2715 Rudkin Road

Union Gap, WA, 98903-1795
Telephone: (508) §75-21980
FAX: {509) 576-3002
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- with portable heaters.

i

‘ Investigation of complaint revealed that on Feb

Heating, ventilating, and air conditioning comply
with the provisions of section 9.2 and are installed
in accordance with the manufacturer's
specifications,  19.5.2.1, 9.2, NFPA 90A,
19.5.2.2

This Standard is not met as evidenced by:

The facility has failed to provide an approved

heating system to the occupied areas of the

nursing home. This could expose residents to

excessive cold/hot temperatures and thus expose
physical harm.

Investigation of complaint revealed that on Feb |
05, 2014 the facility's temporary heating system
falled and temperatures in resident rooms
dropped to 60 degrees. On this date, the facility
provided each resident room with oil heaters that
do not exceed 212 degrees and have a tip-over
safety feature. A total of 6 rooms were provided

07, 2014 one of the residents wanted to move the
heater and received hurns to both hands that
blistered. On Feb 07, 2014 the Plant Manager
removed all the portable heaters from all the
resident rooms. On Feb 07, 2014 by 11:30am
Plant Manager had installed two 12" tubes about
25 feet long thru a resident room (empty) window
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Continued From page 2

connected to an indirect propane heater that
sends heated 100% outside air to provide heat
into the resident corridor.

Investigation of complaint revealed that in
November 2012 the boilers went out in the
nursing home section of the hospital due to
construction. The construction crew then
installed an indirect propane heater on the roof
top and 10 water heaters to temporarily replace
the heat into the nursing home.

The findings include, but are not limited to:

1. Investigation of complaint revealed that the
temporary heating solution in November 2012
was not submitted to DOH Construction Review
Board for approval.

2. Investigation of complaint revealed that the
temporary heating solution now provided by the
two 12" tubes into a resident room has not been
submitted to DOH Construction review board for
approval.

3. Investigation of complaint revealed that the
both the November 2012 and the current
temporary heating must to be installed to comply
with the NFPA 101 Life Safety Code 9.2 and the
manufactures

specifications.

These findings were observed and discussed with
the Plant Manager and the Administrator.
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