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E 000 Initial Comments E 000

 This facility is in substantial compliance with 

Appendix Z-Emergency Preparedness for All 

Provider and Supplier Types Interpretive 

Guidance 483.73, Requirements for Long Term 

Care (LTC) Facilities.

 

K 000 INITIAL COMMENTS K 000

 LIFE SAFETY CODE 101:2012

THIS FACILITY IS NOT IN SUBSTANTIAL 

COMPLIANCE WITH THE MINIMUM LIFE 

SAFETY CODE REQUIREMENTS AS 

SURVEYED UNDER CMS-2786R.

 

K 345 Fire Alarm System - Testing and Maintenance

CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance 

A fire alarm system is tested and maintained in 

accordance with an approved program complying 

with the requirements of NFPA 70, National 

Electric Code, and NFPA 72, National Fire Alarm 

and Signaling Code. Records of system 

acceptance, maintenance and testing are readily 

available.

9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72

This REQUIREMENT  is not met as evidenced 

by:

K 345 9/12/19

SS=E

 Based on observations and interview on 

08/15/19, in the presence of the Maintenance 

Director and Regional Plant Operations Director, 

it was determined that the facility failed to 

maintain the fire alarm system in accordance with 

NFPA 72.

This deficient practice was evidenced by the 

following:

 Preparation and/or execution of this plan 

of correction does not constitute an 

admission or agreement by the Provider 

of the truth of the facts alleged or 

conclusion set forth in the Statement of 

Deficiencies.  This plan of correction is 

prepared and/or executed because the 

provisions of Federal and State Laws 

require it.  

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

09/12/2019Electronically Signed

Any deficiency statement ending with an asterisk (*) 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 plan of correction is provided.  For nursing homes, the above findings and plans of correction are disclosable 14 

days following the date these documents 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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On 08/15/19 at 11:40 AM, the surveyor observed, 

in the old physical therapy room located across 

from occupied resident rooms , that 

two of two smoke detectors were wrapped with 

blue-painters tape. The room was currently being 

renovated and unoccupied at the time of the 

observation.   The tape applied to the two smoke 

detectors would delay the device from activating 

the fire alarm system in that room in the event of 

a smoke or fire condition.

An interview was conducted with the Maintenance 

Director and Regional Plant Operations Director 

at the time of the observation. The Maintenance 

Director and Regional Plant Operations Director 

both acknowledged that the two smoke detectors 

were taped due to a current renovation of the 

room, and that the tape should have been 

removed at the end of the work day. 

The Administrator was notified of the deficiency at 

exit. 

NJAC 8:39-31.1(c)

NJAC 8:39-31.2(e)

NFPA 70, 72

K345 E

The blue-painters tape was removed from 

the two smoke detectors noted in the 

Statement of Deficiencies on 8/15/19 by 

the Director of Maintenance and integrity 

of the smoke detectors were confirmed.

All residents have the potential to be 

affected by this practice. Director of 

Maintenance/designee inspected all 

smoke detectors in the facility to ensure 

that they are not covered and that there 

was nothing else to potentially delay the 

device from activating the fire alarm 

system in that room in the event of a 

smoke or fire condition. No issues were 

noted. 

The Administrator/ Designee provided 

in-service education to the renovation 

project manager on maintaining maintain 

the fire alarm system in accordance with 

NFPA 72, including the need to remove 

any covering from the smoke detector 

when the area is unoccupied and ensure 

that nothing could potentially delay the 

device from activating the fire alarm 

system in the event of a smoke or fire 

condition . A new system was 

implemented whereas the Maintenance 

Director/ designee will check any 

renovation area at the end of each 

workday to ensure that any covering has 

been removed from the smoke detector 

and that nothing could potentially delay 

the device from activating the fire alarm 

system in the event of a smoke or fire 

condition. 

The Administrator/Designee will perform a 

weekly audit on the renovation area to 

assure that all smoke detectors are 
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K 345 Continued From page 2 K 345

uncovered when not being occupied. The 

Administrator/Designee will review the 

results of the audits, including actions 

taken for any identified issues, at the 

monthly Quality Assure Performance 

Improvement meeting.  The audits will 

continue for a period of at least three 

months or until the Quality Improvement 

Performance Improvement Committee 

has identified substantial compliance.
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