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Provider #: 135071

RE: FACILITY FIRE SAFETY & CONSTRUCTION SURVEY REPORT COVER
LETTER

Dear Mr. Deloach:

On August 24, 2016, a Facility Fire Safety and Construction survey was conducted at Safe
Haven Care Center of Pocatello by the Department of Health & Welfare, Bureau of Facility
Standards to determine if your facility was in compliance with State Licensure and Federal
participation requirements for nursing homes participating in the Medicare and/or Medicaid
programs. This survey found that your facility was not in substantial compliance with Medicare
and Medicaid program participation requirements. This survey found the most serious deficiency
to be a widespread deficiency that constitutes no actual harm with potential for more than
minimal harm that is not immediate jeopardy, as documented on the enclosed CMS-2567,
whereby significant corrections are required.

Enclosed is a Statement of Deficiencies and Plan of Correction, Form CMS-2567, listing’
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided
listing licensure health deficiencies. In the spaces provided on the right side of each sheet, answer
each deficiency and state the date when each will be completed. Please provide ONLY ONE
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completion date for each federal and state tag in column (X5) Completion Date to signify when
you allege that each tag will be back in compliance. NOTE: The alleged compliance date must
be after the "Date Survey Completed" (located in field X3) and on or before the "Opportunity to
Correct" (listed on page 2). After each deficiency has been answered and dated, the administrator
should sign the Statement of Deficiencies and Plan of Correction, CMS-2567 Form in the spaces
provided and return the originals to this office. If a State Form with deficiencies was issued, it
should be signed, dated and returned along with the CMS-2567 Form.

Your Plan of Correction (PoC) for the deficiencies must be submitted by September 15, 2016.
Failure to submit an acceptable PoC by September 15, 2016, may result in the imposition of
civil monetary penalties by October 5, 2016.

Your PoC must contain the following:

e What corrective action(s) will be accomplished for those residents found to have been
affected by the deficient practice; ‘

e How you will identify other residents having the potential to be affected by the same deficient
practice and what corrective action(s) will be taken;

¢ What measures will be put into place or what systemic changes you will make to ensure that
the deficient practice does not recur;

¢ How the corrective action(s) will be monitored to ensure the deficient practice will not recur,
i.e., what quality assurance program will be put into place; and,

e Include dates when corrective action will be completed.

e The administrator must sign and date the first page of both the federal survey report, Form
CMS-2567. If a State Form was issued as well, it should also be signed, dated and returned.

All references to federal regulatory requirements contained in this letter are found in Title 42,
Code of Federal Regulations.

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid
Services (CMS) if your facility has failed to achieve substantial compliance by September 28,
2016, (Opportunity to Correct). Informal dispute resolution of the cited deficiencies will not
delay the imposition of the enforcement actions recommended (or revised, as appropriate) on
September 28, 2016. A change in the seriousness of the deficiencies on September 28, 2016,
may result in a change in the remedy.
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The remedy, which will be recommended if sﬁbstantial compliance has not been achieved by
September 28, 2016, includes the following:

Denial of payment for new admissions effective November 24, 2016.
42 CFR §488.417(a)

If you do not achieve substantial compliance within three (3) months after the last day of the
survey identifying noncompliance, the CMS Regional Office and/or State Medicaid Agency must
deny payments for new admissions.

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your
provider agreement be terminated on February 24, 2017, if substantial compliance is not
achieved by that time.

Please note that this notice does not constitute formal notice of imposition of alternative
remedies or termination of your provider agreement. Should the Centers for Medicare &
Medicaid Services determine that termination or any other remedy is warranted, it will
provide you with a separate formal notification of that determination.

If you believe these deficiencies have been corrected, you may contact Mark P. Grimes,
Supervisor, Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder
Street, PO Box 83720, Boise, ID 83720-0009, Phone #; (208) 334-6626, Fax #: (208) 364-1888,
with your written credible allegation of compliance. If you choose and so indicate, the PoC may
constitute your allegation of compliance. We may accept the written allegation of compliance
and presume compliance until substantiated by a revisit or other means. In such a case, neither
the CMS Regional Office nor the State Medicaid Agency will impose the previously
recommended remedy, if appropriate.

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will
recommend that the remedies previously mentioned in this letter be imposed by the CMS
Regional Office or the State Medicaid Agency beginning on August 24, 2016, and continue until
substantial compliance is achieved. Additionally, the CMS Regional Office or State Medicaid
Agency may impose a revised remedy(ies), based on changes in the seriousness of the
non-compliance at the time of the revisit, if appropriate.

In accordance with 42 CFR §488.331, you have one opportunity to question cited deficiencies
through an informal dispute resolution process. To be given such an opportunity, you are
required to send your written request and all required information as directed in Informational
Letter #2001-10. Informational Letter #2001-10 can also be found on the Internet at:



Robert Deloach, Administrator
September 2, 2016
Page 4 of 4

http://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederal Programs/NursingFa
cilities/tabid/434/Default.aspx

Go to the middle of the page to Information Letters section and click on State and select the
following:

BES Letters (06/30/11)

2001-10 Long Term Care Informal Dispute Resolution Process
2001-10 IDR Request Form

This request must be received by September 15, 2016. If your request for informal dispute
resolution is received after September 15, 2016, the request will not be granted. An incomplete
informal dispute resolution process will not delay the effective date of any enforcement action.

Thank you for the courtesies extended to us during the survey. If you have any questions, please
contact us at (208) 334-6626, option 3.

Sincerely,
Nate Elkins, Supervisor
Facility Fire Safety and Construction

NE/}
Enclosures
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The facility is a single story, type V(111)
construction with a large bagemaent. The facility
was originally buil/completed in 1870, A
refurbishment was completed in 2000 with a
further renovation/expanston that was completed
in October, 2014, |t Is fully sprinkierad and has
complete smoke detection in corridors and open
spaces. Currently [t s licensed for 84 SNF/NF
beds.

The fallowing defleiencles were cited durlng the
annual fire/life safety survey conducted on August
24, 2016. The facility was surveyed under the
LIFE SAFETY CODE, 2000 Editien, Existing
Health Care Occupancy, in accordance with 42
CFR 483.70.

The Survey was conducted by:

Linda Chanay
Health Facility Surveyor
Facility Fire Safety and Constriction

Nate Elkins
Supervisar
Facility Fire Safety and Construction
K 018! NEPA 101 LIFE SAFETY CODE STANDARD K 018
S5=E

Doors protecting carridar openings in other than
required enclosures of vertical openings, exits, or
hazardous areas shall be substantlal doors, such
as those constructed of 13/4 inch solld-bonded
cors wood, or capable of reslsting fire for at least
20 minutes. Clearance between bottom of door
and floor covering Is not exceediftg 1 Inch. Doors
In fully sprinklerad smoke compartments are only
required to resist the passage of smaoke. There Is
)

A
LABORATORY DIRECTOR'S OR PROVAER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE T (xeyoATE
/M Ak fpet /(//f 4- 10/11/2016

Any deficl&ay statement Ending®ith an asterisk (*) denotes a deficlancy which the Institution may be excused from somracting providing i is determined that
pther safequards provide sufficient protactlon lo the patienta, (See instructions,) Except far nurslng homes, the findings stated above are disclosable 90 days
following lhe date of survay whether or not a plan of correction s provided. For nursing homes, the abava findingz and plans of corraction are disclosabie 14
daya following the date these documents ara made avallable to tha facility. If deficlencies are cited, an approved plan of carrection Is requisite to continued
program participatlon,

FORM CMS-2567 (02-98) Pravious Versions Otaclets Evenl ID: KG2121 Facllity ID; MDS001520 If continuation sheat Page 1 of 28
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no impediment to the closing of the doors. Hold
open devices that release when the deoor is
pushed or pulled are permitted, Doors shall be
provided with a means suitable for keeping the
door closed. Duteh doors meeting 18.3.6.3.8 are
permitted, Door frames shall be labsled and
made of steel or other materials in compliance
with 8.2.3.2.1, Reller latches are prohibited by
CMS regulations in all health care facilities.
19.36.3

This STANDARD s not met as evidanced by:
Based on observation, operational testing, and
interview, the facility failed to maintain doors that
protect corridar operings. Failure to maintain
corridor deors could allow smoke and dangerous
gases to pass freely between compartments. This
deficlent practice has affected 48 residents, staff,
and visitors on the date of survey. The facliity is
llcenaed for 84 SNF/NF beds with a census of 81
on the day of survey,

Findings jnclude:

1.) During the facility tour on August 24, 2016
from approximately 8,30 AM to 4:30 PM,
observation of the doors at the Seaside Dining
Room and Regident Rooms 8 and 43 revealed
the doors would not latch when operated. When
asked the Administrator and Maintenance
Suparvisor stated that the facility was unaware
the doors would not lateh or required to latch,

2.} During the facility tour on August 24, 2016
from approximately 8:30 AM to 4:30 PM,
ghservation of the corridor doors to the following
areas revealed they would not close properly
leaving a gap when closed between the leading
edge of the doot and the door frame which would
not resiat the passage of amole,

K18

This Issue has the potential to affect the
health and safety of all the residents In
the facility. The door latches on
resident rooms 8 and 43 will be
repaired so they function properly.
The following room doors have been
i repaired: Administrator & DNS offices,
i Activities office, Resident rooms {5, 12,
20, and 30). After determining the
hinges on the aforementioned rooms
were functioning properly, it was
determined weather stripping would be
applied to these door frames in order to
resist the passage of smoke.

Further, the facility will perform
quarterly checks on all resident and
office doors throughout the facility in
order to maintain campliance with this
regulation, The doors throughout the
building will be added to the weekly
room rounds and the results of the
room rounds will be presented in the
monthly quality assurance meeting.
The administrator or maintenance
supervisor is responsible for compliance
with this regufation.

10/05/2016

FORM Civi3-2567(02-99) Previous Versions Obsclete Evant [D: KG2121
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Administrators Office
Director of Nursing Office

) Activities Office
1 Resldent Room 9

Resldent Room 12

Resident Room 20

Resldent Room 30

When asked, the Adminiatrator and Maintenance
Supervisor stated that the facility was unaware
that the doors were not closing properly.

Actual NFPA standard:

NFPA 101

19.3.6.3 Corridor Doors.

19,3.8.3.1"

Doors protecting corridor openings in other than
required enclosures of vertlcal apenings, exits, or
hazardous areas shall be substantial doors, such

! as those constructed of 13/4-in. (4.4-cm) thick,

solid-bonded core wood or of construction that
resists firg for not Jess than 20 minutes and shall
be constiucted to reslst the paasage of smoke.
Compliance with NFPA 80, Standard for Fire
Doors andg Fire Windews, shall not be required.
Clearance betwaen the hattom of the door and
the flaar covering not exceeding 1 in. (2.5 ¢im)
shall be permitted for coiridor doors,

Exception No. 1; Doors o tollet rooms,
bathrooms, shower rooms, sink ciosets, and
similar auxlllary spaces that do nat contain
flammable or ¢caombustible ratetials,

Exception N, 2; [n smoke compartments
protected throughout by ah approved, supervised
automatic sprinkler syster in accordance with
19.3.5.2, the door construction requiremnents of
19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed to resist the passage of
smoke,

FORM CMS-2567(02-88) Pravicus Werskons Obsclate

Event Ik KG2121

—
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19.3.6.3.2*

Doora shall be provided with a means suitable for
keeping the door clused that is acceptable to the
authorily having Jurigdiction. The device used
shall be capable of keeping the door fully closed if
a force of 5 [bf (22 N) is applled at the [atch edge
of the door, Roiter latches shall be prohibited on
corrldor doors in buildings nat fully protected by
an appraved automatic sprinkier system in
accordatice with 16.3.6.2,

Excaption No. 1: Doors to tollet rooms, !
bathrooms, shower rooms, sink closets, and
similar auxiliary spaces that do not contain
flammable or combustible materials.

Exceplion No. 2; Existing roller latches
demonstrated to keep the door closed against a
foree of 5 |bf (22 N) shall be permitted to be kept
in senvice.

K 026 | NFPA 101 LIFE SAFETY CODE STANDARD K025
85=E

Smoke barriers shall be construcied to provide at
least a one half hour flre resistance rating and
constructed in accordance with 8.3. Smoke
barriers shall be permitted fo terminate af an
atrium wall. Windows shall be protected by
firé-rated glazing or by wired glass panels and
steel framaes.

8.3, 18.3.7.3,19.3.75

This STANDARD is not met ag evidenced by:
Based on observation and interview, the facility
failed to ansure smoke resistive properias of
smoke barriers were maintained. Fallure to
ensure srmoke barriers resist the passage of
srmoke would allow smoke and dangerous gases
o pass freely between smoke compartments.

| This deficient practice affected 37 residents, staff
and visitors on the date of the survey. The facility

FORN CMS-2667(02-39) Previous Varsions Obgoleta Evant [0: KG2121 Facility 10; MOS001620 If continuation sheet Paga 4 of 25
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is licensed for 84 SNF/NF beds and had a census K25

of 81 on the day of the survay,
e ae Y This issue has the potential to affect the

Findings include: health and safety of all the residents in

e [ L
1,) During the facility tour on August 24, 2016 the facility. The wall penetrations in
from 8:30 AM to 4:30 PM, observation of the resident rooms 13 and 14 by Cape Cod
storage closet off of the Cape God corrldor have been repaired and covered, Also,
adjacent to resident rooms 13 and 14 found ions in ceiling of the
muitiple penetrations in the walls from newly the wall penetrations in ceiling o

Installed drywall and circular holes where pipe | bathroom in room 30 have been

, had been refmoved. Also a 2" circular hale in the . covered and repaired. Additionally, the
ceiling. Whan asked the Mairtenance Supervisor i etration (hole} in the bathroom
statad that the facility was unaware of the ,  wall penetration { } a ;
penetrations, near the nurse’s station in the

2.) During the fallty tour on August 24, 2016 behavioral health corridor have been

from 8:30 AM to 4:30 PM, abservation of resident covered and repaired. Finally, the wall
room 30 revealed an approximately 8" X 8" hole penetration in resident room 34
In the bathroom celling. bathroom has been covered and
3.) During the facility tour on August 24, 2016 tepaired. The wall conditien
j from 8:30 AM to 4:30 PM, observation of the . (penetrations) throughout the building
i bathroom near the Nurses Station in the will be added to the weekly room
behavioral health corrider revealed an -
approximately 2° X 3" hole in the wall rounds and the resuits of the room
rounds will be presented in the monthly
4.) During the faellity tour on August 24, 2018 quality assurance meeting,
from 8;30 AM to 4:30 PM, observation of the
bathroom ih resident room 34 revealed an . Further, the facility will perform

' " " inth I
approximataly 2“ X 12" hole in the wa quarterly checks on all resident and

When asked, the Maintenance Supervisor stated office room walls throughout the facility

that the facility was unawase of the penefrations. | in order to maintain compliance with
Actual NFPA standard: this. regulation. The adminlistrator or
© malntenance supervisor is responsible :
19.3.7.3 . for compliance with this regulation. 10/05/2016

| Any required smoke barrier shal} be constructed |

; 1
FORM CMS-2667(02-99) Previous \ieraions Obaalele Event ID;KG2124 Facility 'D: MDED01620 If continuation sheet Page 5 of 25
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In accordance with Section 8,3 and shall have a
fire resistance rating of not leas than 1/2 hour,
Excaption No. 1: Whare an atrjum is used,
srmoke barriers shall be permitted to terminate at
an atrium wall cohstructed in accordance with
Exception No. 2 to 8.2.5.6(1). Not [ess than two
separate smoke compartments shall be provided
oh each floor,

Exception No. 2% Damgers shall not be required
in duct penetrations of smoke barriers in fully i
ducted heating, ventilating, and air conditioning
systems where an approved, supervised

i autornatic sprinkler system in accordance with
19.3.5.3 has been provided for smoke
cumpariments adjacent to the smoke barrier,

8.3.2* Continuity.

Srmoke barriers required by this Code shali be
gontinuous from an outside wall to an outside
wall, from afloor to a floor, or from & smoke
harrier o a smoke barrier or a combination
thereof. Such barriers shall be continuous
through all congealed spaces, stch as those
found above a eeiling, including interstitial
spaces.

Exception: Asmoke barrier required for an
occupied space below an interalitial space shall
not be reguired to extend through the interstitial
: space, provided that the construction assetmbly
forming the bottom of the interstitial spaca
provides resistance to the passage of smoke
equal to that provided by the smoke harrier

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD KQzg
88=D
One hour fire rated consfruction (with o hour
fire-rated doors) or ah approved autornatic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous areas. When

B

FORM CMS-2547(02-99) Prevkug Versions Obsclele Event 10:KGziz1 Facility iD: MDS001820 If continuation sheet Pags 6 of 26
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field-applied protective plates that do not exceed
48 Inches from the bottom of the door are
permitted.  19.3.2.1

This STANDARD s not met as evidenced by:
Based on observation, operational testing and
interview, the faclfity failed to ensure that
hazardous areas were protected with self-closing
doaors. Fatlure to provide self-closing doors for
hazardous greas would allow smoke and
dangerous gases to pass freely into corridors and
hinder egress of occupants during a fire event.
This deficlant practice affectad 8 residents, staff
: and visitors on the date of the survey. The facility
‘{5 licensed for 84 SNF/NF heds with a census of
81 on the day of the survey.

Findings include:

During the facility tour on August 24, 2016, from
3:30 AM to 4:30 PM, observation and operational
tasting of the kitchen doar:

The door was being held open with a dose wedge
The door did not have a self-closing device

The doaor would net close ard ssal properly

When asked, the Administrator ahd Maintenance
Supervisor stated that the fagility was unaware
that the door ceuld not be held apen, heeded to
have a sglf-closing device or wouldn't close/seal
completsly.

Actual NF PA standard:

NFPA 101
: 3.1 GENERAL DEFINITIONS

(X4 1D SUMMARY STATEMEMT OF DEFICIENGCIES o PROVIDER'S PLAN OF CORRECTION {x5)
PREFIA, (EACH DEFICIENGY MUST BE PREGEDED BY FULL, . PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
186 REGULATORY OR LSC |IDENTIFYING INFORMATION) ' TAG CROSS-REFERENCGED TO THE APPROPRIATE DATE
i DEFIGIENGY) '
l
K 029 | Continued From page 6 K029’
the approved automnatic fire extinguishing system
option is used, the areas are geparatad from
other spaces by smoka resisting partitions and
doors. Doors are self-closing and non-rated or K29

This issue has the potential to affect the
health and safety of all the residents in
the facility. The door 1o the kitchen (as
well as the remaining fire doors in the
facility) will be repaired in order for the
door to properly be self-closing. All
self-closing and fire doors throughout
the building will be added to the weekly
raom rounds and the results of the
room rounds will be presented in the
manthly quality assurance meeting.
The administrator or maintenance
supervisor is responsible for compliance
with this regulation.

10/20/2016
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K 029

. An area of a structurs or bullding that poses a
: degree of hazard greater than that nermal to the
- general oecupancy of the building ar structure,

appliances.

i 19.3.2.1 Hazardous Areas.

| extinguishing system in accordance with 8.4.1.
: The automatic extinguishing shall be permitted to

Continued From page 7
3.9,13.2 Area, Hazardous,

such ag areas used for the storage or use of
combustibles or flammables; taxic, noxious, or
corrosive materials; or heat-producing

Any hazardous areas shall be safeguarded by a
fire barrier having a 1-hour fire resistance rating
or shall be provided with an autormatic

be in accordance with 19.3.5.4. Where the
sprinkler option is used, the argas shall be
separated from other spaces by smoke-resisting
partitions and doors. The doors shall be
self-closing or automatic-closing. Hazardous
areas shall include, but shall not be restricted to,
the following: '

(1) Bailer and fuel-fired heater rooms

{2} Ceniral/bulk laundries larger than 100 2. {9.3
m2) ‘
{3) Paint shops

(4) Repair shops

(5) Soiled linen rooms

(6) Trash collection rooms

{7) Rooms or spaces |arger than 50 fi2 (4.6 m2),
including repair shops, used for storage of
cotmhbustible supplies and eguipment In quantities
dested hazardous by the authority having
jurisdietion

(8} Laboratories employlng flammable or
combustible materlals in quantities less than
those that would be considered a severs hazard,

K029

|
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K 038 Continued From page 8 K 038’
K038 C NFPA 101 LIFE SAFETY CODE STANDARD K038
58=D |
! Exit access is arrenged so that exits are readily
accessible at all times in accordance with section
71, 18.2.1 K38
This STANDARD is not met as evidenced by: . ) .
Based on aperational testing, observation and This issue immediately affects the
!interview, the facliity failed to ensure that a residents on the Cape May hallway but
' delayed egress exit door was properly signed, | th tanti
i Failure o post the required sign for a delayed i also has the potential to aﬁed’the .
| agress door could hinder the safe evacuation of | health and safety of all the residents in
rasidents during a fire or other emergency. This ‘ " . , :
deficient practice affected 6 residents in 1 wing of the facility. The facllity cr.ezflted >ghage
! the building an the dats of the survey. The facility informing residents and visitors the exit
Lis licensed for 84 SNF/NF bads and had a census Is a 15 second delayed access door. All
of &1 on the day of the survey. building exit/entrance doors with a
| Findings Include: wander guard system throughout the
During the facility Auqust 24 2016 § bullding will be added to the weekly
uring the facility tour on August 24, rom
appraximately 08:30 AM to 4:30 PM, operational room rounds aer the results of ‘the
testing of the exit door in the Cape May corridor . room rounds will be presented in the
revealed that it was a 15 second delayed egress monthly quality assurance meeting,
1 exit. Upan obsarvation of the door and adjacent . :
| arem it was discovered that there was no This issue has the potential to _affect t.he
carreaponding signage. When asked, the health and safety of all the residents in
Administrator and Maintenance Supervisar stated | the facility. The administrator or
the facility was not aware the door was required : icor i :
to have a sign indicating that it was delayed malntena{u:e SUD?NIS?F 13 respo-nmble
Bgress. for compliance with this regulation,
Actual NFPA standard:
NFPA 101
18.2.1 General.
Every aisle, passageway, corridor, exit discharge, 10/05/2016
" exit focation, and access shall be in accordance
with Chapter 7.
Exception: As modified by 19.2.2 through
19.2.11.
Facility I: MD3001620
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JATE

K038

{ throughout by an approved, supsrvised automatic
 fire detection system in accordance with Seclion
"1 9.6, or an approvad, supervised automatle -

Continued From page 9

7.2.1.6.1 Delayed-Egress Locks,

Approved, listed, delayed-egress locks shall be
permitted to be installed on doors serving low and
ordinary hazard contents in buildings protected

sprinkler system in accordance with Section 8.7,
and where permitted in Chapters 12 through 42,
provided that the following criteria are met.

{(a) The doors shall unlock upon actuation of an
approved, supervised automatic sprinkler system
in accordance with Section 8.7 or upon the
actuation of any haat detector or activation of not
tmare than two smoke detectors of ah approved,
supervised autornatic fire detection system in
accordance with Section 9.6.

(b} The doors shal unlock Upon loss of power
controlling the fack or locking mechanism.

{c) Anlmreversible process shall release the loek |
within 18 seconds upon application of a foree to
the release device required In 7,2,1.5.4 that shall
not be required to exceed 15 Ibf (67 N) nor be
requirad to be continuously appiied for more than
3 seconds. The initiation of the release process
shall activate an audible signal in the vicinity of
the doer, Once the doar lock has been released
by the application of force to the releasing device,
relacking shall be by manual means only.
Exception: Where approved by the authority
having jurisdiction, a delay not exceeding 30
seconds shall be permitted.

(d) * On the door adjacent to the release device,
there shall be a readily visible, durable sign in
letters not less than 1 in. {2.5 cm) high and not
less than 1/8 in. (0.3 cm)} in stroke width on a
contrasting background that reads as follows:
PUSH UNTILALARM SOQUNDS, DOOR CAN BE
OPENED IN 15 SECONDS

K038,
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. SUMMARY STATEMENT OF CEFICIENCIES

: condueting drills Is assighed only to competent

|
3

- on each shift. The staff is familiar with procedures

_fira avant. This deficlent practice affected all

. Findings Include:

and ls aware that drills are part of established
routine, Respansibility for planning and

persons who are gualified to exercise leadership. |
Where drilfs are conducted between 8:00 PM and .
6:00 AM a coded announcernent may be Used |
instead of audible alarms. i
18.7.12,18.7.1.2

This STANDARD is not met as evidenced by:
Based on record review and Interview, the facility
failed to provide documentatlon of fire drills on all
shifts quartarly. Failure to perform fire drills on
each shift quarterly could result in confusion and
hinder the safe evacuation of residents during a

residents, staff and visitars on the date of survey.
The facility is licensed for 84 SNF/NF beds and
had & census of 81 on the day of the survey.

During record review conducted at the facllity on
August 24, 2016, inspection of the fire drill reports
revealad that the facility was missing fire dril]
documentation on first and third shifts for second
quarter 2018, When asked, the Administrator and
Maintenance Supervisar hoth statad that thay
were new to their positiona and were unaware
that fire drills had not been performed during
thoss time frames.

Actual NFPA Standard:

{(X4) 10 19 PROVIDERS PLAN QF GORRECTION i (x5)
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX {EAGH GORRECTIVE ACTION SHOULD BE { COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE  «  DATE
DEFICIENGY) |
K 080 | NFPA 101 LIFE SAFETY CODE STANDARD K 050
S55=F
Fire drills include the transmlssion of a fire alarm [
signal and simulation of emergency firs !
conditions. Flye drills are held at unexpectsd
times under varying condifions, at least quarterly K50

This issue has the potential to affect the
health and safety of all the residents in
the facility. Fire drills are conducted
each shift, at least quarterly and the
documentatlon is stored so it is readily
available even during the circumstance
of turnover. This information will be
accessed no less than quarterly and
reviewed or audited for completeness
{whether electronically or manually)
and the results wlll be presented for the
prior quarter to the governing board of
the SNF and Hospital for review. The
Administrator and Maintenance
Supervisor are responsible for the
compliance and record keeping with
this regulation.

10/05/2016

|

i
3
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SAFE HAVEN CARE CENTER OF POCATELLD

K R50 | Continued From page 11 ' K 050
NFPA 101 ?
18.7.1.2

Fire drills In health care occupancies shafl Include
the transmission of a fire alarm signal and
simulation of emergenay fire conditlons. Drills
shall be conducted guarterly on each shift to
famifiarize facility personne! (nurses, interns,
maintenance englneers, and administrative staff)
with the signals and emergency action required
under varied conditions. When drills are
canducted bafween 9:00 p,m. (2100 hours) and
6:00 a,m, (0600 hours), a coded announcement ' ;
shall be parmitted to be used instead of audible | [
alarms.

Exceptian: infirr or bedridden patients shall not
be required to be moved during drills to safy
areas or ta the exterlor of the building.

K 062 NFFA 101 LIFE SAFETY CODE STANDARD K 062
58=F

Required autamatic sprinkler systems are
| continuously maintained in reliable operating
: condition and are inspected and testad
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA 25,
9.7.6 062
This STANDARD iz not met as evidenced by:
'Btaseq nn“r]ec?rd'nrgv;e):v,do?sgrvatiotn ar:jd This issue has the potential to affect the
interview, the faciflty failed to inspect an . .
maintain sprinkler systems in rellable aperating health and safaety of EI“-th& residents in
condition. Failure to inspect and test sprinklers the facility. An inspection record for
coulld resucljt with inefl_dequatet sTp;inkclierrsyst?m the annual sprinkler inspection will be
operation during & fire event, This deficien , ,
practice affected all residents, staff and visitors scheduled and the documentation il
on the date of the survey. The facility is licensed be maintained so it is readily availahle
for 84 SNF/NF beds and had a census of 81 on l
|

the day of the survey.

Findings Include:

L. a |
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K 062 | Continued From page 12 K 062;

1.) During record review conducted on August 24,
2018, the facility was unable to produce an
inspection record for an annual sprinkler
inspection. When asked, the Administrator and
Maintenhance Superviscr stated that thay were

: bath hew to thelr positions and unable to locate
the docurnentation.

even during the ¢ircumstance of
turnover. This information gathered
annually, will be presented to the
governing body of the SNF and Hospital
! on the quarter following the annual

1 2.} During the facility tour conducted on August | ' inspection.

1 24, 2016 from 8:30 AM to 4:30 PM, observation i

i of sprinkler pendants found that resident rooms i Also, the escutcheon rings for resident
14 and 34 had missing escutcheon rings. When rooms 14 and 34 have beeg replaced.

asked, the Administrator and Maintenance i ,
Supervisor stated that the facility was unaware | '_AS a restult of Fh? annual sprinkler
that the escutcheen rfings were missing. inspection, missing components have

been replaced or repaired where

Actual NFPA standard: applicable. Sprinkler escutcheons

NEPA 25 throughout the building will be placed
2-2.1 Sprinklers. - on maonthly facility rounds and the
2-2.1.1% E o ‘
Sprinklers shall be inspected frorm the flaor level results report.ed to administration, and
annually. Sprinklers shall be free of corrosion, to the governing hody of the SNF and
foreigh materials, paint, and physical damage and Hospital. The Administrator and

shall be installed in the proper orientation (e.g., ; ‘
upright, pendan, or sidewall). Any sprinkler shall Mainte rjance Supervisor a_re

be replaced that is painted, corroded, damaged, responsible for the compliance and
lmaded, or in the Impropet orientation. record keeping with this regulation.
Exception No. 1% Sprinklers installed in
concealed spacss such as above suspended
ceilings shall net require inspection.
Exception No. 2 Sprinklers installed In areas that! 10/05/2016
are Inaccessible for safety considerations dueto |
process operations shall be Ihspectad during
. @ach scheduled shutdown.

NFPA 13
3-2.7 Escutcheon Plates,

3-2.7.1 | %
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K 062 | Confinued From page 13 K062
Nonmetallic escutehaon plates shall be listed.
3-2.7.2¢
| Escutcheon plates used with a recesssed or
i flush-type sprinkler shall be pari of a listed
sprinkler assembly.
K 068 | NFPA 101 LIFE SAFETY CODE STANDARD K 068,
§3=D | !
Smoking regulations are adopted and inciude no
! less than the following provisions:
1
E K66

(1) Smoking is prahibited in any room, ward, or
compartment where ftammable fiquids,
combustible gases, ar oxygen is used or stored
*and in any other hazardous location, and such

| area Is posted with signs that read NO SMOKING
. or with the International symbol for no smoking.

This issue has the potential to affect the
health and safety of all the residents in
the facility. The facility has multiple
approved cigarette and ash receptacles.
As the regulation reads, the smoking
teceptacles are to be cohstructed from
“noncombustibie” materials, the facility
is confident the correct receptacles are
Ih use. However, the facility has
procured metal receptacles in order to
effectively empty the current

(2} Smoking by patients classified as not
responsible [s prohibited, except when under
direct stpervision.

(3) Ashtrays of noncombustible material and safe
design are provided in all areas whers smoking is
i permifted.

' (4) Metal containers with self-closing cover

| This STANDARD s not met as evidenced by:
| Based pn obssrvation and interview, the facillty

devices into which ashtrays can be emptied are
readily available to all areas where smoking is
pertnitted.  18.,7.4

failed to provide metal containers with salf-clesing
devices in desighated smoking aress. Failure to
equip smaoking areas with proper disposal
receptacles would expose residents to Increased
risk of fire associated with the practice of
smoking. The deficient practice affected residents
that utilize the smoking area and staff on the day

receptacles for trash ¢ollection and
disposal purposes. Facility will monitar
by including the receptacles on
housekeeping inventory sheet in the
housekeeping office, Housekeeping
staff have also been trained on their
use. The Administrator and
Maintenance Supervisor atre
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K 066

- equipped with a metal container with &
. self-closing cover, When asked, the Maintenance

: placed at all major entrances, secondary signs

Continued From page 14

of survey. The facility is licensed for 84 SNF/NF
beds with a census of 81 on the date of survey.

Findings include:

During the facility tour on August 24, 2016 from
8:30 AM to 4:30 PM, observation revealed the
residents designated smoking area was not

Supervisor statad the facility was not aware fhe
smoklng areas required a self-closing metal
container, |

Actual NFFA standard:

19.7.4* Smokingd.

Smaking regulations shall be adopted and shall
include not tess than the following provisions:
(1) Smoking shall be prohibited in any room,
ward, or compartment where flammable liquids, |
combustible gases, or oxygen |s Used or stored |
and in any other hazardous location, and such |
areas shall be posted with slgns that read NO
SMOKING or shall be posted with the
international symbol for no smeking.

Exception: In health care cccupancies where
smoking is prohibited &nd aighs are prominantly

with language that prohibits smoking shall not be i
requirad, !
{2) Smoking by patients classified as not
respansible shall be prohibitad.

Exception: The requirement of 19.7.4(2) shall not
apply where the patient Is under direct
supervision.

: (3) Ashtrays of noncombustible materlal and safe

design shall be provided in all areas where
smoking Is permitted. g

K 066

responsible for the compliance and
record keeping with this regulation.

10/20/2016

1

I
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K 086 Continued From page 15 ! K08
(4) Metal containers with self-closing cover ?
devices into which ashtrays can be empftied shall
be readily available to all areas where smoking is
permitted.
K 083 | NFPA 101 LIFE SAFETY CODE STANDARD K 069}(
88=0 d

|

' This STANRARD s not met as evidenced by:

E 2.) During record review conducted on August 24,

" documentation.

Cooking facilties are profected in accordance
with®.2.3,  19.3.2.6, NFPA 86

Based on record review and interview, the facility
failed to ensure the kitchen ansul systemwas !
properly maintained and Inspected semi-annually, |
Failure to maintain and inspect the ansul system
on a semi-annual basis could result In
malfunction or insufficlent supprassion duting a
firs event, This deficient practice affected
residents, staff and visitors on the date of the
survey. The facility is licensed for 84 SNF/NF i
beds and had a census of 81 on the day of the
survey.

Findings include:
1,) During record review conducted on August 24,
2016, the facility was unable to produce records

for an ansul system inspection for the first
semi-annual inspection of 2016,

2018, the facility was unable to producs records
for the annual kltchen hood cleaning.

When asked, the Maintenance Superviser stated
that the facility was unaware of the missing

Actual NEPA standard:

K69

This issue has the potential to affect the
health and safety of all the resldents in
the facility. The facility maintenance
supervisor will diligently make every
effort to acquire the proper
documentation for the annual sprinkler
service as well as the hood cleaning, If
the documentation Is not available, a
hew inspection/ service will be ordered
as well as an annual hood cleaning by a
qualified service provider, A quarterly
evaluation for this requirement will be
added to the monthly environmental
rounds and a quarterly report filed with
the governing body for review. The
Administrator and Maintenance
Supervisor are responsible for the
compliance and record keeping with
this regulation.

10/20/2016
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K 08¢, Continued From page 16 K069,
I
'NFPA 88

i 8-2* Inspection.

g An inspection and servicing of the

i fira-extinguishing system and listed exhaust

i hoods containing @ canstant or fire-actuated
water system shall be made at [2ast evary 6

months by properly trained and qualified persons.

! 8-3 Cleaning.

| 83,1

i Hoods, grease removal devices, fans, ducts, and
i gther appurtenances shall be cleaned to hare
metal at frequent intervals prior to surfaces
becoming heavily contarninated with grease or
oily sludge. After the exhaust system is cleansd
"to bare metal, it shall not be coated with powder
or other substance. The entire exhaust system
shali be inspected by a properly trainad, qualified,
and certlfled company ot person(s) acceptable to |
the authority having jurisdiction in accordance |
with Table 8-3.1,

Table 8-3.1 Exhaust System Inspection Schedule

Type or Velums of Gooking Frequency
Frequency

Systems serving moderate-volume cocking

operations Semlannually

K 076° NFPA 101 LIFE SAFETY CODE STANDARD i K076

88=D : ;

Medical gas storage and administration areas
shall be pratected In accordance with NFPA 99, ?
Standard for Health Care Facilties.

3,000 cu.ft. are enclosed by a ahg-hour
separalion.
{h) Locations for supply systems of greater than

(a) Oxygen storage locations of greater than , ) ‘
i
i
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K 076} Continued From page 17 K076 ’
| 3,000 cu.ft, are vented fo the outside. I
| 4-3.1.1.2 (NFPA99), 8-3.1.11.1 (NFPA 89), g
18.3.24, 18.3.2.4 ‘ ‘
This STANDARD s not met as evidenced by:
Based on observation and interview the facility K76
failed to ensure oxygen cvlinders were secured . )
and stored in a safe manner. Failure to secure This issue has the potential to affect the
and maintaln cylinders can resul(fi in physical health and safety of all the residents in
! damage to the cylinder and could create an | il o
| oxygen enriched atmosphere. This deficient ; 5hf facility. The fac'l"ty has ensured all
practice affected staff and visitors on the date of E” style oxygen canisters are properly
the survey. The facility is licensed for 84 beds and secured for storage to protect them
had a census of 81 on the day of the survey. from damage and will function properly
Findings Include: when needed. Securing the oxygen
‘ N (24 2015 § canisters will be added to the monthly
During tha facility tour on August 24, rom environmental rounds
8:30 AM to 4:30 PM, an "E" style oxygen tarnk lation is maintat 10 assure the
was found in the basement not properly secured regulation js maintained. This
in a cylinder stand or cart. When asked, the information will be presented to the
Maintenance Supervisor stated he was unaware gaverning bod -
\ : y on a quarterly basis as
f the freestanding gas cylindecs, .
orine 9 gas oy well. The Administrator and
Actual NFPA standard: Maintenance Supervisor are
responsible for the compliance and
NFPA 99 record keening with th.p an
4-3,1.1.1 Cylinder and Container Management. eeping with this regulation.
Cylinders in service and in storage shall be |
individually secured and located to prevent falling
or baing knocked over. 10/05/2016
(a) * Cylinders or supply containers shall be ;
constructed, fested, and maintained in :
accordance with the U.S. Departrnent of
Transportation specifications and regulations.
(b) Cylinder contents shall be identifiad by
attachad fabels or stencils naming the !
: components and giving thelr propottians. Labels |
and stencils shall be lettered In accordance with }
CGA Pamphlet C-4, Standard Method of Marking l

Lo

FORM CMS-2567{02-99) Pravlous Verslons Obsolate

Event ID:KG2121

Facifty [D: MDS001620 H contlnuslion sheet Page 18 of 25




0CT/17/201

6/MON [1:46 PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

FAY No,

P, 020

PRINTED: 10/13/2018

FORMAPPROVED

OME N, 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPFLIER/CLIA (X2) MULTIPLE CONSTRUGTIDN {X3) DATE SURVEY
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 02 - ENTIRE STRUGTURE COMPLETED
135071 B. WING 08/24/2018
NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiF CODE
1200 HOSPITAL WAY
SAFE HAVEN CARE CENTER QF PQCATELLO . POGATELLO, 1D 83204
HHID | SUMMARY STATEMENT OF DEFIGIENCIES m FROVIDER'S PLAN GF CORRECTION w |
PREFIX ! (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATDRY OR LSC IDENTIFYING INFORMATION) TAG ! CROS5-REFERENCED TO THE APPROPRIATE  ;  DATE
I DEFICIENGY) !
K 076 | Continued From page 18 K 076,
Portable Compressed Gas Containers to |dentify [
the Material Contained,
(c) Contants of eylinders and containers shall be
identified by reading the labels prior to use. :
Labels shall not be defaced, altered, or removed. i
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144 - i
§8aF
Generators inspected weekly and exercised
under foad for 30 minutes per month and shall be
in accordance with NFPA 99 and NFPA 110,
3-4.4.1 and 8-4.2 (NFPA 99), Chapter 6 (NFPA ' K144
110) :
This STANDARD is not mat as svidenced by, . This issue has the potential to affect the
Based on record review and interview, the facility health and saf _
failed to ensure the generator of the Emergancy ealth and safety of all the residents in
Power Supply Systerm (EP38) was inspected the facllity. The facility generator(s) are
weekly and tested monthly in accordance with inspected and tested for 30 minutes
NFPA 110. Failure fo inspect and test EPSS h week as well hi ‘
generaters could result in alack of system each week as well as a monthly (oad
reliability during a power loss. This deficlent check to ensure proper functionality
practice affected 81 residents, staff and visitors during emergencies and the
oh the date of the survey. The facility is licensed S
for 84 SNF/NF residents and had a census of 81 documentation will be filed and stored
on the day of the survey. and presented to the governing body at
i o least quarterly. Additionally, records
Findings inojude: will be kept for the review of the Vice
1) During review of the the facllity generator President of Facility Management on
.t Inspection and testing reporta conduetad on Ilne in the TELS system maintained by
August 24, 20186, records indicated eight (8) .
missing weekly Inspections for the following | maintenance personnel. The
weeks: : i Maintenance supervisor has
-Novatmber 1, 8, ?nd 15 2015 responsibility for compliance with thls
-December 7, 2016 .
May 17 and 24, 2016 regulation.
-June 15 and 26, 2016
‘ 2) During review of the the facility generater 10/05/2016
! I
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i inspection and testing reparts conducted on
August 24, 2016, records indicated three (3)
missing monthly load teats for the following
months tn 2018

May

~lune

~July

Acfual NFPA standérd.‘

NFPA 99

' 3-4.4.1 Maintenance and Testing of Essential

i Electrical System.

3-4.4.1.1 Maintenance and Tasting of Alternate
Power Sourse and Transfer Swilches.

(a) Maintenance of Alternate Power Source, The
generator set or other alternate power source and
associated equipment, including all appurtenant
parts, shall he s0 maintained as to be capable of
supplying service within the shortest time
practicable and within the 10-second interval
specified in 3-4.1.1.8 and 3-4.3.1. Maintenance
shall be performed in accordance with NFPA 110,
Standard for Emergency and Standby Power
Systems, Chapter 6.

(b) Inspection and Testing.

1. * Test Criteria. Generator sets shall be tested
twelve (12) times a year with teating intervals
hetween not less than 20 days or exceeding 40
days. Generator sets serving emergency and
equlpment systems shall be in accordance with

' NFPA 110, Standard for Emergency and Standby
Power Systems, Chapter 6.

2. Test Conditions, The scheduled test under
load conditions ahall include a complete
sitnulated eold start and appropriate automatic
and manual fransfer of all essential electrical

i systern loads,

| 8. TestPersonnel. The scheduled tests shall be

{
H

|

|
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K 144 | Continued From page 20 K144 |

conducted by competent personnel. The tests are
heeded to kaep the machines ready fo function

i and, in addition, serve to detect causes of
malfunction and to train personnet in operating
proceduras,

3-3.4,3 Recordkeeping.

3-3,4.3.1* General.

A record shall be maintained of the lests required
by ihis chapter and associated repairs or
modification. At a minimum, thia record shall
contain the date, the rooms or areas tested, and
an indication of which iterns have met or have
failed to meet the performance requiremenis of
thia chapter,

NFFA 110 Chapter 6
6-4 Operational Inspection and Testing.
6-4.1*
Level 1 and Level 2 EPSSs, including all
appurtenant components, shall be inspected
weekly and shall be exercised under load at least
inonthly,

Exception: If the generator set is Used for
standby power or for peak load shaving, such use
shall be recorded and shall be permitted to be
sithstituted for scheduled operations and testing
of the generator set, provided the appropriate
! data are recorded,
i B-4.2%
Generator sets in Level 1 and Level 2 service
shall be exercised at least once monthly, fora
minirurn of 30 minutes, using one of the
following methods:
(m) Under opsiating temperature conditions or at
. not less than 30 percent of the EPS hameplate

rating
i (b) Loading that maintains the minimum exhaust
| gas temperatures as recommended by the

FORM CMS-2587(02-98) Pravious Versions Qbsalale

Evanl |; KG2121

Faclilty I0: MDSC01820

If continuatlon shaet Pege 21 of 25



00T/17/2016/MOK [1:47 PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MERIGAID SERVICES

FAY No, P,

023

PRINTED: 10/13/2016
FORM APPROVED
OMB NO. 0938-0391

STATEMENT QF DEFICIENGIES (%1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE GCONSTRUGTION (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING 02 - ENTIRE STRUGTURE . COMPLETED
138071 B VNG 08/24/2018
NAME CF PROVIDER OR SUPFLIER STREET ADCRESS, CITY, STATE, ZIP CODE
. v 1200 HOSPITAL WAY
SAFE HAVEN CARE CENTER OF POCATEL'LD POCATELLO, ID 83201
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D i PROVIDER'S PLAN QF CORREGTION . XS)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORREGTIVEACTION SHOULD BE ~ © COMPLETION
TAG REGULATORY OR LEC [DENTIF YING INFORMATION) TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
| .
K 144 | Continued Fram page 21 K 144
manufactuter : i |
The date and time of day for reguired testing shall | '1 i
be decided by the owner, basead on facility ! i i
operations. |
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 '
§8=F
Electrical wirng and equipment shall be in
aceordance with National Electrical Code. 9-1,2
(NFPA89) 18.9.1, 19.9.1 K147
This STANDARD [ not met as evidenced by o .
Basad on observation and interview, the facility This issue has the potential to affect the
fajled to ensura electrical wiring was in health and safety of all the residents in
_accordance with the Netlional Electngal Cocllg. the facility. AJl RPTs in use with
Exposura of open elactrical connections, wiring, . . dand
or improper use of fiexible cords, could result in appliances will be removed an
fires by arclng or electrocution, The deficient replaced with high wattage outlets that
practice was wide s.pread throughout thg facllity meet the nationa! electrical code.
and affected 81 residents, staff, and visitors on tionall iate blanks ha
the dats of strvey. The fadillty is licensed for 84 Additionally, appropriate blanis have
| SNF/NF beds and had & ¢ensus of 81 the day of been pravided for missing covers in the
survey. electrical panels. Thls requirement to
Findings include: inspect RPT usage will be added to
: . manthly environmental rounds. The
: ;') Dugrié\g E‘J {aﬁ"gyotg‘;; O”bAUQUStF 24, 201? | results of these rounds will be
rom 8; o 4 , observation reveale
appliances plugged in to Relocatable Power Taps presented ?nd evaluated qua'rterly to
| (RPTs) belng used as @ substitute to permanent the governing body. The maintenance
- wirlng in the fol[owingtgr.elas‘»: o o supervisor and administrator are
:gg:ig;r:agsgﬁc#gg:e:ir gé)?w?j,lti?\e I.g arator responsible for compliance with this
-Ellizabeth Corridor Nurses Station, regulation.
Refrigerator
-Office behind Elizabeth Corridor Nurses
Sfatlon, Air Conditioner i
-Basement Laundry Office, Microwave
-Basement Health Information Office,
Refrigarator 10/20/2016

l
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“Wharf Dining Room, Microwave plugged Into
a 50’ extension cord which was then plugged in to
an RPT
: When asked, the Malntenance Supervisor stated
 the facllity was unaware of the appilances belng
plugged in to relocatable power taps.

2.) During the facility tour an August 24, 2016
from 8:30 AM to 4:30 PM, chservation of the
electrical panels in the following areas revealsd
missing blank covers exposing the interior of the
glectrical panels:

=Kitchen Corridor, twa (2) panels missing two !
(2) blanks each. '

-Lift parking aleove in hehavioral health
haliway, panel missing ane (1) blank,

-Basement Laundry panel, missing one (1)
blank.
When asked, the Malntenance Supervisor stated '
the facility was unaware of the covers missing . i
from the panels,

3.) During the facility tour on August 24, 2016
from 8:30 AM to 4:30 PM, observation of the
Relocatahle Pawer Tap being used at the
Flizabeth Corridor Nurses Station revealed that
{he cord had been wrapped tightly and bound with
zip ties, When asked, the Administrator and
Maintenance Supervisor stated the faclity was
unawate that the cord had been wound and
baund,

Actual NFPA Standard:

1,) NEPA 70, 400-8. Uses Not Permitted

1 Unless specifically permitted in Section 400-7,
i flexible cords and cables shall not be used for the !
following:

1. As a substitute for the fixed wiring of a

i
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K 147 | Continued From page 23 K147 i
|
| structure

2. Where run through holes In walls, structural
ceilings suspended ceilings, dropped cefiings, or
floors
3. Where run through doorways, windows, or
similar openings :
| 4. Where attached to building surfaces
| Exception: Flexible cord and cable shall be
| permitted to be attached to bullding surfacesin =~ |
i accordance with the provisions of Section 364-8
5. Where congealad behind building walls,
structural cgilings, suspehded eallings, dropped
ceilings, or floors
8. Where Installed in raceways, except as
! otherwise permitted in this Code !
i Also refer to UL Online Certifications Directoty ;
XBYS,Guidelnfo Relocatable Power Taps

2.) NFPA 70, 110.12 Mechanical Execution of
Work,

Electrical equipment shall be installed in a neat |
and workmanlike manner.

(A} Unused Openings. Unused cable or raceway
openings in boxes, raceways, auxiliary gutters,
cabinets, cutout boxes, meter socket enclosuras, ;
equipment cases, or housings shall be effectively ?
closed to afford protection substantially aquivalent ;
to the wall of the equipment. Where metallic
plugs or plates are used with nonmetallic
enclosures, they shall be recessed at least 6 mm
(¥ In.) from the outer surface of the enclasure,

3.) NFPA 70, 110-3. Examination, Identification,
installation, and Use of Equipment

{z) Examination. |n judging equipment, : 5
cohsiderations such as the following shall be '
evaluatad:

1. Suitability for installation and use in conformity |
with the provisions of this Code
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Continugd From page 24
FEN; Suitability of equipment use may be

ldentified by a descrlption marked on or provided

with a product to identify the suitabllity of the
product for a specific purpose, environment, or
application. Suitability of equipment may be
evidenced by listing or labeling.

2. Mechanical strength and durability, including,
for parts designed to enclose and protect other
gquipment, the adequacy of the protection thus
providad

3. Wire-bending and conhectioh space

4, Electrical ingulation

5, Heating effects tinder normal conditions of use
and also under abnormal conditions likely to arise
in service

8, Arcing effects

7. Classification by lype, size, voltage, current
capacity, and specific uss

8. Other factors that contribute to the practical
safeguarding of persons using or likely to come in
contact with the equipment

K147

"
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