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(1) Each facility shall conform with the
requirements of R432-4-1 through R432-4-22,
with the exception of R432-4-8(1)(b).

| This STANDARD is not met as evidenced by:

Based on observation during the fire safety
inspection conducted on 05/06/2015, the facility
did not provide integrated smoke detection at all
required locations in accordance with NFPA 72,
The National Fire Alarm Code.

Findings:

Observation and inspection of the data/computer
room revealed the room houses the facility fire
alarm control panel. The room was not protected
by an integrated smoke detector.

This observation was made in the presence of
the facility manager.
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On 05/06/15 a scheduled relicensure survey was See 2 7
conducted at the facility. The facility was
surveyed according to abortion clinic rules
R432-600. Regulatory non-compliance was
identified and deficiencies were cited.
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(5) All emergency electrical power systems shall Aureau ot Health Facility Licen; ing,
be maintained in operating condition and tested Certification and Residant Assessment
as follows:
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equipment shall be functionally tested every 30
days and load tested at least annually, for 90
minutes.

This STANDARD is not met as evidenced by:
Based on observation during the fire safety
inspection conducted on 05/06/2015, the facility |
did not maintain emergency lighting and exit
fixtures to be in reliable operating condition as
required.

Findings:
1. The exit sign above the door accessing the

garage area was observed to be not illuminated
as both internal light bulbs were not functioning.

2. The east side exit sign was observed to have
only one of the two internal light bulbs functioning.

These observations were made in the presence
of the clinic manager. |

G2420 R432-600-30(4) Water Supply G2420

(4) There shall be grab bars at each toilet, |
bathtub, and shower used by patients.

This STANDARD is not met as evidenced by: |
THIS IS ACLASS Il DEFICIENCY:

Based on observation and interview, it was
determined the facility failed to provide grab bars ‘
at all toilets used by patients.

| Findings Include:
i On 05/06/15 at 1:30 pm, a patient bathroom was '
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observed that lacked grab bars at the toilet.

On 05/06/15 at 1:45 pm, an interview was
initiated with the facility manager, who
acknowledged the lack of grab bars at the toilet.
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