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1. Observalion, on 12/15/115 at 10:39 AM, with
Maintenance Director #1 and Maintenance
Director #2 revealed the twenlty-five (25) foot long
canvas entrance canopy, localed at Entrancs A,
was connected {o the entrance porch and was not
protected by automatic sprinkler coverage.

Interview, on 12/15/15 at 10:41 AM, with
Maintsnance Direclor #1 and Maintenance
Director #2 revealed they were aware of the
requirement for complete sprinkler coverage for
all parts of the building, but were not aware the
enlranca canivas canopy localed at Entrance A
would be required !o be protecled by automatic
sprinkler coverage.

2 Observation, on 12/15/15 at 11:15 AM, with
Maintcnanea Director #4 and Maintenance
Director #2 revealed the twelve (12) foot by
twelve (12} foot wood framed entrance canopy
that was constructed naxt to the porch located at
Enlranca B was not prolected by aulomatic
sprinkler coverage.

Interview, on 12/15/15 at 11:17 AM, with
Mzintenance Direclor £1 and Maintenance
Director #2 revealed they were aware of the
requirement for complete sprinkler coverage for
all parts of the buiicing, but were not aware the -
wood framed entrance canopy located at
Enirance B would be raquired io be protected by
automatic sprinkler caverage,

The census of ona-hundred and seventy-saven
(177) was verified by the Administrator on
12/15/15. The findings were acknowledged by the
Administrator and verified by the Assistant
Administralor at the exit interview on 12/15/15.

obtained a quote for the automatic
sprinkler system for both Entrance A and
Entrance B on January 27, 2016. The
facility Maintenance Director and or
Maintenance Assistant will ctomplete
daily visual observation with a rounding
audit of both Entrance A and B for 2
weeks to Include weekends, then 3 times
a week for 2 weeks, then wezkly for 5
months with cosrective action upon
discovery.

The Maintenance Director and or

Malntenance Assistant will submit a
summary of the audit findings for 6
months to the Quality Improvement

Committee consisting of the
Administrator, Assistant Administrator,
Director of Nursing, Activity Directos,
Housekeeping Supervisor, MDS
Coordinator, Maintenance Supervisor,
Director of Dining Services, Health
information Manager Coordinaton, Soctai
Service Director, Business Office Manager
and Medical Director for any additional
follow-up and/or In-servicing needs untll
the issue is resolved and ongoing
thereafter.
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in accordance with Saction 9.7,

following principles:

activalion time and distribution.

Referenica: NFPA 101 (2000 Edition)

19.3.5.1. Where required by 19.1.6, health care
faciiities shall be protected throughout by an
approved, supervised automatic sprinkier system

9.7.1.1. Each automatic sprinkler system required
by another section of this Code shall be in
accordance with NFPA 13, Standard for the
instailation of Sprinkler Systems.

Reference: NFPA 13 (1999 Edition)

5-1.1. The requiremants for spacing, jocation,
and position of sprinklers shall be hased on the

(1) Sprinklers Installed throughout the premisas
(2) Sprinklers loczted so as not o excead
maximum protection area per sprinkler

(3) Sprinklers positioned and located so as to
provide satisfactory performance with respect to
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