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K 054 : NFPA 101 LIFE SAFETY CODE STANDARD : K054|1.a)Smoke detector at nurses' 12/15/11
SS=E : station #2 was moved to meet
- All required smoke detectors, including those ; 36" requirements of air return
| acti_uati_ng do_or hold-open devices,_ are approved, | I on 12/13/11. :
i maintained, inspected and tested in accordance | b)Smoke detector at nurses' i
' with the manufacturer's specifications.  9.6.1.3 station #2 medication room was |

moved to the 36" requirements |

of air supply diffuser omn :

12/13/11,

¢)Smoke detector installed ;

within 5 feet of double |
|
|

t
i

I This STANDARD is not met as evidenced by:
. Based on observation and record review, itwas |
- determined the facility failed maintain and inspect |
| all smoke detectors
! !
i The findings included:

cooridor doors with magnetic
hold open devices between
patient rooms 52 and 54 on

, 12/15/11.
t Observations during the initial tour on 12/12/11 d)Smoke detector in corridor
| revealed the following: outside of the therapy . '
! a. At 9:.08 AM, the smoke detector at nurse department moved to meet the !
| station 2 was not installed at least 3 feet from the 36" requirements of air supply|
; air return. | diffuser on 12/13/11. |
i b. At 9:11 AM, the smoke detector at the nurse | e)Biannual sensitivity test '
| station 2 medication room was not installed at performed 12/13/11.

least 3 feet from the air supply diffuser. 2. Maintenance supervisor and

c. At 10:17 AM, there was no smoke detector was assistance maintenance. was :
. located within 5 feet of the double corridor doors | in-serviced concerning !
i between patient rooms 52 and 54 as required for ! standard requirements 12/14/11 !

|

doors with magnetic hold open devices.
d. At 1:34 PM, the smoke detector in the corridor
outside of the therapy depariment was not
; installed at least 3 feet from the air supply
, diffuser. 1

by the facility Administrator.

3. Fire sensitivity contract was
reviewed 12/14/11 to ensure
coverage for biannaul

i
sensitivity testing by Owner/ f

Review of the facility's annual fire alarm testing

Operator, Regional Administrator,
| reports in the Administrator's office, on 12/12/11 and Facility Administrator:
i at 11:05 AM, revealed the facility failed to conduct 4. Maintenance supervisor shall |
| biannual sensitivity testing on all smoke detectors monitor for fire inspection |
l" as required. The last sensitivity testing was done and sensitivity testing and i
1 in 2009, [ report to performance |

. |
| improvement committee quarterly.

|

|
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Any deficiency statement ending with an asterisly@i denotes a deficiency 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 disclosable 90 days
following the date of survey whether or not a plar of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these decuments 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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K 054 | Continued From page 1
’r
1 The finding was acknowledged by the
Administrator and verified by the Maintenance

i
|
i
|
I
1

i Supervisor at the exit conference on 12/12/11.

K 054
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