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Life Safety Code and Emergency Preparedness Survey 
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Plan of Correction 

1 
 

Plan of Correction submitted as a document attachment in compliance with Center for 
Clinical Standards and Quality/Survey & Certification Group All Facilities Letter 17-34-ALL 
 

E 000 
This Plan of Correction is the response by Laguna Honda Hospital and Rehabilitation Center ("LHH" or 
“facility”) as required by regulation, to the Statement of Deficiencies and Plan of Correction (CMS-2567) 
issued by the California Department of Public Health on January 9, 2020 and received by the facility on 
January 15, 2020 as part of the Life Safety Code and Emergency Preparedness Survey. The submission of 
this Plan of Correction does not constitute an admission of the deficiencies listed on the Summary 
Statement of Deficiencies or an admission to any statements, findings, facts, and conclusions that form 
the basis of the alleged deficiencies.  
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E006 
CFR: 483.73 Plan Based on All Hazards Risk Assessment  
(a) Emergency Plan, the [facility] must develop and maintain an emergency preparedness plan that 
must be reviewed. and updated at least every 2 years. The plan must de the following: 

(1) Be based on and include a documented, facility-based and community-based risk 
assessment, utilizing an all-hazards approach. 
(2) Include strategies for addressing emergency events identified by the risk assessment. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain a complete 
written emergency preparedness plan. This was evidenced by the failure to include missing residents in 
the facility's risk assessment. This affected 753 of 753 residents and could result in a delay in adequate 
response in the event of an emergency. 
 
Corrective Actions: 
1. The facility will update its policy and procedure LHHPP 70-01 B3 Resident Evacuation plan to 

include protocols on how to identify and locate missing residents during an emergency as part of 
the facility’s risk assessment.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

The Emergency Preparedness Committee will review the emergency plan at a minimum 
annually. Policies and procedures will be reviewed at a minimum annually through the 
Emergency Preparedness Committee, Hospital Executive Committee (HEC), and the Joint 
Conference Committee (JCC), the Governing Body. 

 
2. All LHH staff will receive an in-service on updated Emergency Preparedness Plan (EPP). The 

Department of Education and Training will monitor staff compliance.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported quarterly to Performance Improvement and Patient Safety 

Committee (PIPS) and the Medical Executive Committee (MEC), these committees shall 
report overall compliance to the JCC until three consecutive months of 95% compliance or 
greater has been achieved.  
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E015 
CFR: 483.73 Plan Based on All Hazards Risk Assessment  
(b) Policies and procedures. [Facilities] must develop and implement emergency preparedness policies 
and procedures, based on the emergency plan set forth in paragraph (a) of this section, risk assessment 
at paragraph (a)(1) of this section, and the communication plan at paragraph {c) of this section. The 
policies and procedures must be reviewed end updated every 2 years (annually for LTC). At a minimum, 
the policies and procedures must address the following:  

(1) The provision of subsistence needs for staff and patients whether they evacuate or shelter in 
place, include, but are not limited to the following: 

(i) Food, water. medical and pharmaceutical supplies 
(ii) Alternate sources of energy to maintain the following: 

(A) Temperatures to protect patient health and safety and for the safe and 
sanitary storage of provisions. 

(B) Emergency lighting. 
(C) Fire detection, extinguishing, and alarm systems. 
(D) Sewage and waste disposal. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to provide policy and 
procedures for alternate sources of energy to maintain temperatures to protect resident’s health and 
safety and for the safe and sanitary storage of provisions and policy, emergency lighting, fire detection, 
extinguishing, and alarm systems, and for sewage arid waste disposal. This could result in the failure to 
protect 753 of 753 residents during a disaster. 
 
Corrective Actions: 
1. The facility will obtain provisions for sewage disposal during an emergency and will make that 

part of the EPP. 
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020 and ongoing. 
 

2. The facility will update its policy and procedure LHHPP 70-01 A2 Emergency Preparedness to 
include alternate sources of energy to maintain temperatures to protect resident’s health and 
safety and for the safe and sanitary storage of provisions, emergency lighting, fire detection, 
extinguishing, and alarm systems. The facility will obtain provisions for sewage disposal during an 
emergency and will make that part of the EPP. 
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

The Emergency Preparedness Committee will review the emergency plan at a minimum 
annually. Policies and procedures will be reviewed at a minimum annually through the 
Emergency Preparedness Committee, HEC, and the JCC, the Governing Body. 

 
 
 
 



 

375 Laguna Honda Blvd., San Francisco, CA 94116-1411 
Provider ID: 555020 

Life Safety Code and Emergency Preparedness Survey 
Date of Survey Completed 01/09/2020 

Plan of Correction 

4 
 

Plan of Correction submitted as a document attachment in compliance with Center for 
Clinical Standards and Quality/Survey & Certification Group All Facilities Letter 17-34-ALL 
 

3. All LHH staff will receive an in-service on updated EPP. The Department of Education and Training 
will monitor staff compliance.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 

Compliance shall be reported quarterly to PIPS and MEC, these committees shall report 
overall compliance to the JCC until three consecutive months of 95% compliance or 
greater has been achieved.  
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E018 
CFR: 483.73 Procedures for Tracking of Staff and Patients 
(b) Policies and procedures. The [facilities] must develop and implement emergency preparedness 
policies and procedures, based on the emergency plan set forth in paragraph (a) of this section, risk 
assessment at paragraph (a)(1) of this section, and the communication plan at paragraph (c) of this 
section. The policies and procedures must be reviewed and updated at least every 2 years (annually for 
LTC). At a minimum, the policies· and procedures must address the following: 

[(2) or (1)] A system to track the location of on-duty staff and sheltered patients in the [facility's] 
care during an emergency. If on-duty staff and sheltered patients are relocated during the 
emergency, the [facility) must document the specific name and location of the receiving facility 
or other location. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain a complete 
written emergency preparedness plan. This was evidenced by the failure to provide policy and 
procedure that included a system to track the location of on-duty staff during and after an emergency. 
This could result in the failure to protect 753 of 753 residents during a disaster. 
 
Corrective Actions: 
1. The facility will update its policy and procedure LHHPP 70-01 B1 Emergency Response Plan 

Appendix A to include a system to track the location of on-duty staff during and after an 
emergency.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

The Emergency Preparedness Committee will review the emergency plan at a minimum 
annually. Policies and procedures will be reviewed at a minimum annually through the 
Emergency Preparedness Committee, HEC, and the JCC, the Governing Body. 

 
2. All LHH staff will receive an in-service on updated EPP. The Department of Education and Training 

will monitor staff compliance.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 

Compliance shall be reported quarterly to PIPS and MEC, these committees shall report 
overall compliance to the JCC until three consecutive months of 95% compliance or 
greater has been achieved.  
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E020 
CFR: 483.73 Policies for Evac. and Primary/Alt. Comm.  
(b) Policies and procedures. The [facilities] must develop and implement emergency preparedness 
policies and procedures, based on the emergency plan set forth in paragraph (a) of this section, risk 
assessment at paragraph (a)(1) of this section, and the communication plan at paragraph (c) of this 
section. The policies and procedures must be reviewed and update at least every 2 years (annually for 
LTC). At a minimum, the policies and procedures must address the following: 

[(3) or (1 ), (2), (6)] Safe evacuation from the [facility], which includes consideration of care and 
treatment needs of evacuees; staff responsibilities; transportation; identification of evacuation 
location(s); and primary and alternate means of communication with external sources of 
assistance. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the 
Emergency Preparedness policies and procedures. This was evidenced by the failure to provide policy 
and procedure for safe evacuation that included transportation and primary and alternate means of 
communication with external sources of assistance. This could result in the failure to protect 753 of 753 
resident during a disaster. 
 
Corrective Actions: 
1. The facility will update its policy and procedure LHHPP 70-01 B1 Emergency Response Plan to 

include safe evacuation that includes transportation and primary and alternate means of 
communication with external sources of assistance. LHH will coordinate with the San Francisco 
Department of Public Health (DPH) as per the Public Health Emergency Preparedness and 
Response (PHEPR) plan to obtain a copy of the reference coordination points.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

The Emergency Preparedness Committee will review the emergency plan at a minimum 
annually. Policies and procedures will be reviewed at a minimum annually through the 
Emergency Preparedness Committee, HEC, and the JCC, the Governing Body. 

 
2. The facility has updated its policy and procedure LHHPP 70-01 B3 Resident Evacuation Plan to 

include transportation of residents to alternate sites.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

The Emergency Preparedness Committee will review the emergency plan at a minimum 
annually. Policies and procedures will be reviewed at a minimum annually through the 
Emergency Preparedness Committee, HEC, and the JCC, the Governing Body. 
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3. All LHH staff will receive an in-service on updated EPP. The Department of Education and Training 
will monitor staff compliance.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 

Compliance shall be reported quarterly to PIPS and MEC, these committees shall report 
overall compliance to the JCC until three consecutive months of 95% compliance or 
greater has been achieved.  
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E022 
CFR: 483.73 Policies/Procedures for Sheltering in Place  
(b) Policies and procedures. The [facilities] must develop and implement emergency preparedness 
policies and procedures, based on the emergency plan set forth in paragraph (a) of this section, risk 
assessment at paragraph (a)(1) of this section, and the communication plan at paragraph (c) of this 
section. The policies and procedures must be reviewed and updated at least every 2 years (annually for 
LTC). At a minimum, the policies and procedures must address the following: 

[(4) or (2),(3),(5),(6)] A means to shelter in place for patients, staff, and volunteers who remain 
in the [facility). 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the 
Emergency Preparedness policies and procedures. This was evidenced by the failure to provide policy 
and procedure for sheltering in place. This could result in the failure to protect 753 of 753 residents 
during a disaster. 
 
Corrective Actions: 
1. The facility will update its policy and procedure LHHPP 70-01 B1 Emergency Response Plan to 

include sheltering in place for residents’, staff, and volunteers who remain in the facility.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

The Emergency Preparedness Committee will review the emergency plan at a minimum 
annually. Policies and procedures will be reviewed at a minimum annually through the 
Emergency Preparedness Committee, HEC, and the JCC, the Governing Body. 

 
2. All LHH staff will receive an in-service on updated EPP. The Department of Education and Training 

will monitor staff compliance.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 

Compliance shall be reported quarterly to PIPS and MEC, these committees shall report 
overall compliance to the JCC until three consecutive months of 95% compliance or 
greater has been achieved. 
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E026 
CFR: 483.73 Policies/Procedures for Sheltering in Place  
(b) Policies and procedures. The [facilities] must develop and implement emergency preparedness 
policies and procedures, based on the emergency plan set forth in paragraph (a) of this section, risk 
assessment at paragraph (a)(1) of this section, and the communication plan at paragraph (c) of this 
section. The policies and procedures must be reviewed and updated at least every 2 years (annually for 
LTC). At a minimum, the policies and procedures must address the following: 

[(8) ((6), (6){C)(iv), (7), or (9}] The role of the (facility) under a waiver declared by the Secretary, 
in accordance with section 1135 of the Act, in the i provision of care and treatment at an 
alternate care site identified by emergency management officials. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the 
Emergency Preparedness policies and procedures. This was evidenced by the failure to provide policy 
and procedure for the role of the facility under a waiver declared by the Secretary in accordance with 
section 1135 of the Act. This could result in the failure to protect 753 of 753 residents during a disaster. 
 
Corrective Actions: 
1. The facility will update its policy and procedure LHHPP 70-01 B1 Emergency Response Plan to 

include the role of the facility under a waiver declared by the Secretary in accordance with section 
1135 of the Act. More specifically, how LHH will provide care for residents when transferred to a 
different site, in accordance with section 1135 of the Act.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

The Emergency Preparedness Committee will review the emergency plan at a minimum 
annually. Policies and procedures will be reviewed at a minimum annually through the 
Emergency Preparedness Committee, HEC, and the JCC, the Governing Body. 

 
2. All LHH staff will receive an in-service on updated EPP. The Department of Education and Training 

will monitor staff compliance.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 

Compliance shall be reported quarterly to PIPS and MEC, these committees shall report 
overall compliance to the JCC until three consecutive months of 95% compliance or 
greater has been achieved. 
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E030 
CFR: 483.73 Names and Contact Information  
(c) The [facility must develop and maintain an emergency preparedness communication plan that 
complies with Federal, State and local laws and must be reviewed and updated at least every 2 years 
(annually for LTC). The communication plan must include all of the following: 

(1) Names and contact information for the following: 
(i) Staff. 
(ii) Entities providing services under arrangement. 
(iii) Patients' physicians 
(iv) Other [facilities]. 
(v) Volunteers. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain an emergency 
communication plan. This was evidenced by the failure to include the contact information for entities 
providing services under arrangement and other (Facilities). This affected 753 of 753 residents and could 
result in a delayed response to an emergency situation. 
 
Corrective Actions: 
1. The facility will update its policy and procedure LHHPP 70-01 B1 Emergency Response Plan under 

section Communication Plan to include contact information of entities providing services under 
prior arrangement, as well as contact information for key personnel during an emergency 
situation.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

The Emergency Preparedness Committee will review the emergency plan at a minimum 
annually. Policies and procedures will be reviewed at a minimum annually through the 
Emergency Preparedness Committee, HEC, and the JCC, the Governing Body. 

 
2. All LHH staff will receive an in-service on updated EPP. The Department of Education and Training 

will monitor staff compliance.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 

Compliance shall be reported quarterly to PIPS and MEC, these committees shall report 
overall compliance to the JCC until three consecutive months of 95% compliance or 
greater has been achieved. 
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E035 
CFR: 483.73 LTC and ICF/IID Sharing Plan with Patients 
[For ICF/IIDs at §483.475(c)]: (c) The ICF/110 must develop and maintain an emergency preparedness 
communication plan that complies with Federal, State and local laws and must be reviewed and 
updated at least every 2 years. The communication plan must include all of the following:  
[For LTC Facilities at §483,73(c)]: (c) The LTC facility must develop and maintain an emergency 
preparedness communication plan that complies with Federal, State and local laws and must be 
reviewed and updated at least annually. The communication plan must include all of the following:  

(8) A method for sharing information from the emergency plan, that the facility has determined 
is appropriate, with residents (or clients) and their families or representatives. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain an emergency 
communication plan. This was evidenced by the failure to include a method for sharing information 
from the emergency plan that the facility has determined was appropriate with residents and their 
families or representatives in the communication plan. This affected 753 of 753 residents and could 
result in a delayed response to an emergency situation. 
 
Corrective Actions: 
1. The facility will update its policy and procedure LHHPP 70-01 B1 Emergency Response Plan under 

section Communication Plan to include information that will be provided to the residents and 
their families or representatives of the facility’s response to an emergency situation.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

The Emergency Preparedness Committee will review the emergency plan at a minimum 
annually. Policies and procedures will be reviewed at a minimum annually through the 
Emergency Preparedness Committee, HEC, and the JCC, the Governing Body. 

 
2. Information from the emergency plan deemed appropriate by LHH will be shared with residents 

during Community Meetings on all neighborhoods; to their families or representatives during 
Resident Care Conferences; and to new residents and families or representatives during 
admission.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 

Compliance shall be reported quarterly to PIPS and MEC, these committees shall report 
overall compliance to the JCC until three consecutive months of 95% compliance or 
greater has been achieved. 
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3. All LHH staff will receive an in-service on updated EPP. The Department of Education and Training 
will monitor staff compliance.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 

Compliance shall be reported quarterly to PIPS and MEC, these committees shall report 
overall compliance to the JCC until three consecutive months of 95% compliance or 
greater has been achieved. 
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E039 
CFR: 483.73 EP Testing Requirements 
(2) The [LTC facility] must conduct exercises to test the emergency plan at least twice per year, 
including unannounced staff drills using the emergency procedures. The [LTC facility, ICF/11D) must do 
the following: 

(i) Participate in an annual full-scale exercise that is community-based; or  
(A) When a community-based exercise is not accessible, conduct an annual individual, 
facility based functional exercise. 
(B) If the [LTC facility) facility experiences an actual natural or man-made emergency 
that requires activation of the emergency plan. The LTC facility is exempt from engaging 
its next required a full-scale community-based or individual, facility based functional 
exercise following the onset of the emergency event.  

(ii) Conduct an additional annual exercise that may include, but is not limited to the following;  
(A) A second full-scale exercise that is community-based or an individual, facility based 
functional exercise: or 
(B) A mock disaster drill; or 
(C) A tabletop exercise or workshop that is led by a facilitator includes a group 
discussion, using a narrated, clinically-relevant emergency scenario, and a set of 
problem statements, directed messages, or prepared questions designed to challenge 
an emergency plan. 

(iii) Analyze the [LTC facility] facility's response to and maintain documentation of all drills, 
tabletop exercises, and emergency events, and revise the [LTC facility) facility's emergency plan 
as needed. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain an emergency 
preparedness training and testing program. This was evidenced by the failure to provide document to 
show that the facility participated in a community based disaster drill. This could result in the failure to 
protect 753 of 753 residents in the event of a disaster. 
 
Corrective Action: 
1. LHH experienced an actual activation of HICS during a community-based disaster (an extreme heat 

event in June 11, 2019). The facility will review the HICS documentation and develop an after-
action report.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020. 
 
2. The Emergency Preparedness Committee will develop and maintain a calendar of scheduled 

exercises to test the emergency plan at a minimum twice a year, of which one is a full-scale 
exercise.  
Responsible Person: 

Safety Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
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K 000 
This Plan of Correction is the response by Laguna Honda Hospital and Rehabilitation Center ("LHH" or 
“facility”) as required by regulation, to the Statement of Deficiencies and Plan of Correction (CMS-2567) 
issued by the California Department of Public Health on January 9, 2020 and received by the facility on 
January 15, 2020 as part of the Life Safety Code and Emergency Preparedness Survey. The submission of 
this Plan of Correction does not constitute an admission of the deficiencies listed on the Summary 
Statement of Deficiencies or an admission to any statements, findings, facts, and conclusions that form 
the basis of the alleged deficiencies.  
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K345 
CFR: NFPA 101 Fire Alarm System - Testing and Maintenance 
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. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the fire alarm 
system (FAS). This was evidenced by a trouble signal noted on the Fire Alarm Control Panel (FACP), by an 
alarm silence noted on the annunciators, and by the failure to provide documentation for a semi-annual 
fire alarm system inspection. This could result in a delay in communication in the event of a fire. This 
affected three of three buildings. 
 
Corrective Actions: 
1. The facility has contacted the fire alarm vendor on 01/09/20 for confirmation that the trouble 

shown on the system is due to an addition to the FAS as part of a current project under the 
jurisdiction of OSHPD. The vendor arrived on-site at LHH on 01/30/20 and located the bad 
addressable relay module on the roof controlling EF2. The vendor replaced the FAS module with 
the new SIGA-CR module and checked that the fire panel had returned to normal. 

a. Attachment One: Common Trouble Reset printout from the fire alarm panel indicating 
common trouble reset. 

b. Attachment Two: Image of the Main Fire Alarm Panel indicating a clear panel with no 
alarms or troubles. 

c. Attachment Three: Email confirmation from the vendor indicating the issue has been 
resolved. 

Responsible Person: 
Director of Facility Services. 

Completion Date: 
January 30, 2020 

 
2. The semi-annual fire alarm system inspections will be scheduled in the Facilities Preventative 

Maintenance (PM) program. The Safety Engineer will review the fire alarm system inspection 
reports semi-annually for completion. 
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

The Senior Stationary Engineer and Chief Stationary Engineer are responsible for 
monitoring compliance with fire alarm system inspections on a semi-annual basis. 
Compliance shall be reported to PIPS and MEC, these committees shall report overall 
compliance to the JCC, the Governing Body until three consecutive months of 95% 
compliance or greater has been achieved. 
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3. The Safety Engineer has amended the annual test and inspection report of the fire alarm system 
to include the semi-annual visual inspection of the initiating devices. 
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020. 
 

4. LHH will create a multi-disciplinary group Environment of Care (EOC) Committee which is focused 
on the continuous improvement of the environment of care and takes a collaborative approach to 
providing a safe, secure and comfortable environment to facilitate patient care. The EOC 
Committee shall conduct scheduled EOC rounds throughout LHH on a continuous basis to identify 
potential risks and test EOC-related staff knowledge and skills. 
Responsible Person: 

Chief Operating Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the Environment of Care Committee (EOC), 

quarterly to PIPS and MEC, these committees shall report overall compliance to the JCC, 
the Governing Body until three consecutive months of 95% compliance or greater has 
been achieved. 
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ATTACHMENT THREE 
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K353 
CFR: NFPA 101 Sprinkler System – Maintenance and Testing 
Sprinkler System. Maintenance and Testing Automatic sprinkler and standpipe systems are inspected, 
tested, and maintained in accordance with NFPA 25, Standard for the Inspection, Testing, and 
Maintaining of Water-based Fire Protection Systems. Records of system design, maintenance, inspection 
and testing are maintained in a secure location and readily available: 

a) Date sprinkler system last cheeked 
b) Who provided system test 
c) Water system supply source 

Provide in REMARKS information on coverage for any non-required or partial automatic sprinkler 
system. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the automatic 
sprinkler system. This was evidenced by the failure to maintain: sprinkler system component. This could 
affect the operation of the sprinkler system that could result in delay in extinguishing a fire. This 
affected one of three buildings. 
 
Immediate Corrective Action: 
1. Facility Services staff has adjusted the escutcheon on the sprinkler head back to its correct 

position.  
Responsible Person: 

Director of Facility Services. 
Completion Date: 

January 7, 2020. 
 
Corrective Action: 
2. LHH will create a multi-disciplinary group EOC Committee which is focused on the continuous 

improvement of the environment of care and takes a collaborative approach to providing a safe, 
secure and comfortable environment to facilitate patient care. The EOC Committee shall conduct 
scheduled EOC rounds throughout LHH on a continuous basis to identify potential risks and test 
EOC-related staff knowledge and skills. 
Responsible Person: 

Chief Operating Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
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3. Annual visual inspections of the sprinkler system in accordance with NFPA 25, 5.2 will be 
incorporated into the EOC rounds. The Safety Engineer is responsible for monitoring completion of 
inspections and any needed repair work.  
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved.  
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K355 
CFR: NFPA 101 Portable Fire Extinguishers 
Portable fire extinguishers are selected, installed, inspected, and maintained in accordance with NFPA 
10, Standard for Portable Fire Extinguishers. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the fire 
extinguishers. This was evidenced by missing monthly inspections for one portable fire extinguisher and 
a portable fire extinguisher that was obstructed. This could result in a malfunction of the portable fire 
extinguisher. This affected of three buildings. 
 
Immediate Corrective Action: 
1. The vital sign machine and medication cart were moved from obstructing the portable fire 

extinguisher by room 334 on South 3.  
Responsible Person: 

Unit Nurse Manager. 
Completion Date: 

January 7, 2020. 
 
Corrective Actions: 
2. The portable fire extinguisher on the second floor of the Pavilion Building located on the roof near 

the chillers was inspected and received its annual service.  
Responsible Person: 

Director of Facility Services. 
Completion Date: 

January 16, 2020. 
 
3. The portable fire extinguisher on the second floor of the Pavilion Building in the corridor near 

Room 2111 was inspected and received its annual service.  
Responsible Person: 

Director of Facility Services. 
Completion Date: 

January 16, 2020. 
 
4. LHH will create a multi-disciplinary group EOC Committee which is focused on the continuous 

improvement of the environment of care and takes a collaborative approach to providing a safe, 
secure and comfortable environment to facilitate patient care. The EOC Committee shall conduct 
scheduled EOC rounds throughout LHH on a continuous basis to identify potential risks and test 
EOC-related staff knowledge and skills. 
Responsible Person: 

Chief Operating Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
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5. Monthly visual inspections of all fire extinguishers will be conducted by Facilities staff. The Safety 
Engineer is responsible for monitoring completion of inspections and any needed repair work.  
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 

 
6. All LHH staff will receive an in-service regarding the use of portable fire extinguishers and the 

importance of ensuring that there are no obstructions to access or visibility of portable fire 
extinguishers.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported to PIPS and MEC, these committees shall report overall 

compliance to the JCC, the Governing Body until three consecutive months of 95% 
compliance or greater has been achieved. 

  



 

375 Laguna Honda Blvd., San Francisco, CA 94116-1411 
Provider ID: 555020 

Life Safety Code and Emergency Preparedness Survey 
Date of Survey Completed 01/09/2020 

Plan of Correction 

24 
 

Plan of Correction submitted as a document attachment in compliance with Center for 
Clinical Standards and Quality/Survey & Certification Group All Facilities Letter 17-34-ALL 
 

K363 
CFR: NFPA 101 Corridor - Doors 
Doors protecting corridor openings in other than required enclosures of vertical openings, exits, or 
hazardous areas resist the passage of smoke and are made of 1 3/4 inch solid-bonded core wood or 
other material capable of resisting fire for at least 20 minutes. Doors in fully sprinklered smoke 
compartments are only required to resist the passage of smoke. Corridor doors and doors to rooms 
containing flammable or combustible materials have positive latching hardware, Roller latches are 
prohibited by CMS regulation. These requirements do not apply to auxiliary spaces that do not contain 
flammable or combustible material. Clearance between bottom of door and floor covering is not 
exceeding 1 inch. Powered doors complying with 7.2.1.9 are permissible if provided with a device 
capable of keeping the door closed when a force of 5 lbf is applied. There is no impediment to the 
closing of the doors. Hold open devices that release when the door is pushed or pulled are permitted, 
Nonrated protective plates of unlimited height are permitted. Dutch doors meeting 19.3.6.3.6 are 
permitted, Door frames shall be labeled and made of steel or other I materials in compliance with 8,3, 
unless the I smoke compartment Is sprinklered. Fixed fire window assemblies are allowed per 8.3. In 
sprinklered compartments there are no restrictions in area or fire resistance of glass or frames in 
window assemblies. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the corridor 
doors. This was evidenced by a corridor door that was obstructed and corridor doors that failed to latch. 
This affected three of three buildings and could result' in the passage smoke and flames in the event of a 
fire. 
 
Immediate Corrective Action: 
1. The stool blocking the Laundry Room door to N2013 was immediately removed.  

Responsible Person: 
Unit Nurse Manager. 

Completion Date: 
January 6, 2020. 

 
2. Facility Services staff adjusted the door to N6046 to latch when self-closed. 
3. Facility Services staff adjusted the door to N4046 to latch when self-closed. 
4. Facility Services staff adjusted the door to N4051 to latch when self-closed. 
5. Facility Services staff adjusted the door to NM046 to latch when self-closed. 
6. Facility Services staff adjusted the air flow in the gift shop and the door to latch when self-closed. 
7. Facility Services staff adjusted the door to S526 to latch when manually closed. 
8. Facility Services staff adjusted the door to S425 to latch when manually closed. 

Responsible Person: 
Director of Facility Services. 

Completion Date: 
January 7, 2020. 
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Corrective Actions: 
9. All LHH staff will receive an in-service on policy and procedure LHHPP 70-01 C1 Fire Response Plan.  

Responsible Person: 
Nurse Educator. 

Completion Date: 
February 8, 2020 and ongoing. 

 Monitoring: 
  Compliance shall be reported monthly to the Nursing Quality Improvement Committee 

(NQIC), quarterly to PIPS and MEC, these committees shall report overall compliance to 
the JCC, the Governing Body until three consecutive months of 95% compliance or greater 
has been achieved. 

 
10. LHH will create a multi-disciplinary group EOC Committee which is focused on the continuous 

improvement of the environment of care and takes a collaborative approach to providing a safe, 
secure and comfortable environment to facilitate patient care. The EOC Committee shall conduct 
scheduled EOC rounds throughout LHH on a continuous basis to identify potential risks and test 
EOC-related staff knowledge and skills. 
Responsible Person: 

Chief Operating Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 

 
11. Facility Services staff will conduct semi-annual inspections of all self-closing and manually closing 

doors as part of the EOC rounds to ensure proper closing and latching. The Chief Engineer and 
Maintenance Supervisor are responsible for monitoring compliance with the completion of any 
generated work orders.  
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
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K372 
CFR: NFPA 101 Subdivision of Building Spaces – Smoke Barriers 
Smoke barriers shall be constructed to a 112-hour fire resistance rating per 8.5. Smoke barriers shall be 
permitted to terminate at an atrium wall. Smoke dampers are not required in duct penetrations in fully 
ducted HVAC systems where an approved sprinkler system is installed for smoke compartments 
adjacent to the smoke barrier. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the smoke 
integrity of the smoke barrier walls. This was evidenced by unsealed penetrations in the smoke barrier 
walls. This could result in the spread of smoke and fire in the event of a fire. This affected two of three 
buildings. 
 
Immediate Corrective Actions: 
1. The penetration in the smoke barrier wall in N1, elevator lobby west wall towards the Pavilion 

building has been caulked and sealed by Facility Services staff. 
2. The penetration in the smoke barrier wall on NM in the Cedar Suite has been caulked and sealed 

by Facility Services staff. 
3. The penetration in the smoke barrier wall on N1 in the Redwood Suite has been caulked and 

sealed by Facility Services staff. 
4. The penetration in the smoke barrier wall on S6 in the Marina Suite has been caulked and sealed 

by Facility Services staff. 
Responsible Person: 

Director of Facility Services. 
Completion Date: 

January 8, 2020. 
 
Corrective Actions: 
5. LHH will create a multi-disciplinary group EOC Committee which is focused on the continuous 

improvement of the environment of care and takes a collaborative approach to providing a safe, 
secure and comfortable environment to facilitate patient care. The EOC Committee shall conduct 
scheduled EOC rounds throughout LHH on a continuous basis to identify potential risks and test 
EOC-related staff knowledge and skills. 
Responsible Person: 

Chief Operating Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
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6. Facility Services staff performs a semi-annual inspection of the smoke barrier walls above the 
ceiling to check for any penetrations. The Safety engineer will review the inspection reports for 
completion. The Chief Engineer and Maintenance Supervisor are responsible for monitoring 
compliance with the completion of any generated work orders.  
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
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K541 
CFR: NFPA 101 Rubbish Chutes, Incinerators, and laundry Chutes 
(1) Any existing linen and trash chute. including pneumatic rubbish and linen systems, that opens 
directly onto any corridor shall be sealed by fire resistive construction to prevent further use or shall be 
provided with a fire door assembly having a fire protection rating of 1-hour, all new chutes shall comply 
with 9.5. 
(2) Any rubbish chute or linen chute, including pneumatic rubbish and linen systems, shall be provided 
with automatic extinguishing protection in accordance with 9.7. 
(3) Any trash chute shall discharge into a trash collection room used for no other purpose and protected 
in accordance with 8.4. (Existing laundry chutes permitted to discharge into same room are protected by 
automatic sprinklers in accordance with 19.3.5.9 or 19.3.5.7.) 
(4) Existing fuel-fed incinerator shall be sealed by fire resistive construction to prevent further use. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the required 
protective separation features for the laundry chute. This was evidenced by a laundry chute door that 
failed to positive latch. This affected one of three buildings. This could result in the spread of fire and 
smoke in the event of a fire in the chute. 
 
Immediate Corrective Action: 
1. The latch on the laundry chute door in room N1012 was repaired by Facility Services staff. 

Responsible Person: 
Director of Facility Services. 

Completion Date: 
January 6, 2020. 

 
Corrective Actions: 
2. LHH will create a multi-disciplinary group EOC Committee which is focused on the continuous 

improvement of the environment of care and takes a collaborative approach to providing a safe, 
secure and comfortable environment to facilitate patient care. The EOC Committee shall conduct 
scheduled EOC rounds throughout LHH on a continuous basis to identify potential risks and test 
EOC-related staff knowledge and skills. 
Responsible Person: 

Chief Operating Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
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3. Facility Services staff will conduct semi-annual inspections of the laundry chute doors as part of 
the EOC rounds. The Safety Engineer is responsible for monitoring completion of inspections and 
any needed repair work.  
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
February 8, 2020 and ongoing. 
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K741 
CFR: NFPA 101 Smoking Regulations 
Smoking regulations shall be adopted and shall include not less than the following provisions: 

(1) Smoking shall be prohibited in any room, ward, or compartment where flammable liquids, 
combustible gases, or oxygen is used or stored and in any other hazardous location, and such 
area shall be posted with signs that read NO SMOKING or shall be posted with the international 
symbol for no smoking. 
(2) In health care occupancies where smoking is, prohibited and signs are prominently placed at 
all major entrances, secondary signs with language that prohibits smoking shall not be required. 
(3) Smoking by patients classified as not responsible shall be prohibited. 
(4) The requirement of 18. 7,4(3) shall not apply where the patient is under direct supervision. 
(5) Ashtrays of noncombustible material and safe design shall be provided in all areas where 
smoking is permitted. 
(6) Metal containers with self-closing cover devices into which ashtrays can be emptied shall be 
readily available to all areas where smoking is permitted. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the 
designated smoking area. This was evidenced by cigarette butts being disposed on the ground and by 
the failure to protect the safety-type smoke poles. This could result in the increased risk of fire, and 
affected the designated smoking area. 
 
Immediate Corrective Action: 
1. The four dozen cigarette butts were removed from the ground of the designated smoking area. 

The covers of the safety-type smoke polls were replaced.  
Responsible Person: 

Director of Environmental Services. 
Completion Date: 

January 8, 2020. 
 
Corrective Actions: 
2. Cleaning of the designated smoking area will occur at a minimum three times per Day and PM 

shift. The smoke patrol staff shall inform the Environmental Services Department if additional 
cleaning of the designated smoking area is needed based on daily activity. 
Responsible Person: 

Director of Environmental Services. 
Completion Date: 

February 8, 2020 and ongoing. 
 

3. Residents will receive reminders of the ground rules when utilizing the designated smoking area 
as part of the neighborhood Community Meetings. 
Responsible Person: 

Director of Therapeutic Activities and Wellness. 
Completion Date: 

February 8, 2020 and ongoing. 
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4. Signage will be developed and posted in the designated smoking area indicating the ground rules. 
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020 and ongoing. 
 
5. LHH will create a multi-disciplinary group EOC Committee which is focused on the continuous 

improvement of the environment of care and takes a collaborative approach to providing a safe, 
secure and comfortable environment to facilitate patient care. The EOC Committee shall conduct 
scheduled EOC rounds throughout LHH on a continuous basis to identify potential risks and test 
EOC-related staff knowledge and skills. 
Responsible Person: 

Chief Operating Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
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K753 
CFR: NFPA 101 Combustible Decorations 
Combustible decorations shall be prohibited unless one of the following is met:  

o Flame retardant or treated with approved j tire-retardant coating that is listed and labeled for 
product.  

o Decorations meet NFPA 701.  
o Decorations exhibit heat release less than 100 kilowatts in accordance with NFPA 289.  
o Decorations, such as photographs, paintings and other art are attached to the walls, ceilings and 

non-tire-rated doors in accordance with 18.7.5.6(4) or 19.7.5.6(4).  
o The decorations in existing occupancies are in such limited quantities that a hazard of fire 

development or spread is not present. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain their facility 
free of combustible decorations. This was evidenced by the failure to keep their facility free of 
combustible decoration. This could lead to an increased spread of fire and affected one of three 
buildings. 
 
Immediate Corrective Action: 
1. The combustible decoration was removed from the Laboratory located in room P1171.  

Responsible Person: 
Clinical Support Services Manager. 

Completion Date: 
January 7, 2020. 

 
Corrective Actions: 
2. A memo was given to the Clinical Laboratory Department explaining no combustible decorations 

are permitted at LHH. Each Medical Evaluation Assistance was requested to sign in 
acknowledgement of the memo. 
Responsible Person: 

Clinical Support Services Manager. 
Completion Date: 

January 24, 2020. 
 
3. All LHH staff will receive an in-service on policy and procedure LHHPP 71-06 Facility Decorations.  

Responsible Person: 
Nurse Educator. 

Completion Date: 
February 8, 2020 and ongoing. 

 Monitoring: 
  Compliance shall be reported monthly to NQIC, quarterly to PIPS and MEC, these 

committees shall report overall compliance to the JCC, the Governing Body until three 
consecutive months of 95% compliance or greater has been achieved. 
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4. LHH management and supervisors will receive reminders of LHH policy and procedure LHHPP 71-
06 Facility Decorations stating cut trees or any flammable decorations are prohibited at LHH. 
Reminders will be provided during the months of October to December as part of the 
announcement section in Leadership Forum. 
Responsible Person: 

Manager of Administration. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported quarterly to PIPS and MEC, these committees shall report 

overall compliance to the JCC, the Governing Body until three consecutive months of 95% 
compliance or greater has been achieved. 

 
5. Residents will receive reminders of LHH policy and procedure LHHPP 71-06 Facility Decorations 

stating cut trees or any flammable decorations are prohibited at LHH. Reminders will be provided 
during the months of October to December as part of the neighborhood Community Meetings. 
Responsible Person: 

Director of Therapeutic Activities and Wellness. 
Completion Date: 

February 8, 2020 and ongoing. 
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K761 
CFR: NFPA 101 Maintenance, Inspection & Testing - Doors 
Fire doors assemblies are inspected and tested annually in accordance with NFPA 80, Standard for Fire 
Doors and Other Opening Protectives. Non-rated doors, including corridor doors to patient rooms and 
smoke barrier doors, are routinely inspected as part of the facility maintenance program. Individuals 
performing the door inspections and testing possess knowledge, training or experience that 
demonstrates ability. Written records of inspection and testing are maintained and are available for 
review. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the fire doors. 
This was evidenced by the failure of the Won doors that failed to operate upon the activation of the fire 
alarm system and fire doors that failed the annual inspection. This affected two of three buildings and 
could result in the inability to contain smoke and/or fire. 
 
Corrective Actions: 
1. Corrections/repairs have been completed by Facility Services staff for fire doors: 

a. Door Number N1-FD4 by the Cedar Suite Dining Room N1033; 
b. Door Number N2-FD13, entrance door towards Juniper Suites; and 
c. Door Number, NM-FD10, main door by laundry loading docks. 
Responsible Person: 

Director of Facility Services. 
Completion Date: 

January 14, 2020. 
Monitoring: 

All fire doors are labeled for identification, and annual inspections will be conducted by 
Facilities Staff to identify fire doors that do not fully latch when closed upon activation of 
the fire alarm system and to adjust the door and the door latching mechanism to 
positively latch when closed. The Maintenance Supervisor is responsible for monitoring 
compliance with the fire door inspections and completion of any generated work orders.  
 

2. Parts have been ordered to repair the WON door near P1132. The vendor will perform the repairs 
and place the door back in service as soon as parts arrive.  
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020. 
Monitoring: 

All WON doors are inspected for proper operation during quarterly fire drills. The Safety 
Engineer is responsible for initiating immediate repairs of any doors not operating 
correctly and shall notify the Chief Engineer of such repairs. The Chief Engineer is 
responsible for monitoring the status of all repairs to the WON doors.  
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3. Parts have been ordered to repair the WON door near P1111. The vendor will perform the repairs 
and place the door back in service as soon as parts arrive. 
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020. 
Monitoring: 

All WON doors are inspected for proper operation during quarterly fire drills. The Safety 
Engineer is responsible for initiating immediate repairs of any doors not operating 
correctly and shall notify the Chief Engineer of such repairs. The Chief Engineer is 
responsible for monitoring the status of all repairs to the WON doors.  

 
4. LHH will create a multi-disciplinary group EOC Committee which is focused on the continuous 

improvement of the environment of care and takes a collaborative approach to providing a safe, 
secure and comfortable environment to facilitate patient care. The EOC Committee shall conduct 
scheduled EOC rounds throughout LHH on a continuous basis to identify potential risks and test 
EOC-related staff knowledge and skills. 
Responsible Person: 

Chief Operating Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
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K918 
CFR: NFPA 101 Electrical Systems - Essential Electric System Maintenance and Testing 
The generator or other alternate power source and associated equipment is capable of supplying service 
within 10 seconds, If the 10-second criterion is not met during the monthly test. a process shall be 
provided to annually confirm this capability for the life safety and critical branches, Maintenance and 
testing of the generator and transfer switches are performed in accordance with NFPA 110.  
 
Generator sets are inspected weekly, exercised under load 30 minutes 12 times a year in 20-40 day 
intervals, and exercised once every 38 months for 4 continuous hours. Scheduled test under load 
conditions include a complete simulated cold start and automatic or manual transfer of all EES loads, 
and are conducted by competent personnel. Maintenance and testing of stored energy power sources 
(Type 3 EES) are in accordance with NFPA 111. Main and feeder circuit breakers are inspected annually, 
and a program for periodically exercising the components is established according to manufacturer 
requirements. Written records of maintenance and testing are maintained and readily available. EES 
electrical panels and circuits are marked, readily identifiable, and separate from normal power circuits. 
Minimizing the possibility of damage of the emergency power source is a design consideration for new 
installations. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain their diesel 
generators. This was evidenced by the failure to complete an annual fuel quality test. This could result in 
a generator malfunction during an emergency. This affected three of three buildings. 
  
Corrective Action: 
1. The annual fuel quality test was performed by the qualified vendor once the PO was issued. The 

report is still pending.  
Responsible Person: 

Director of Facility Services. 
Completion Date: 

January 15, 2020. 
 
2. The Senior Stationary Engineer is responsible for monitoring compliance with NFPA 110 Testing. 

Monthly test reports will be submitted to the Chief Stationary Engineer every month for follow-up 
as necessary. 
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020 and ongoing. 
Monitoring: 

Documentation of monthly inspections, monthly generator test results, and timely follow-
up will be evaluated quarterly and compliance reported to PIPS and MEC, these 
committees shall report overall compliance to the JCC, the Governing Body until three 
consecutive months of 95% compliance or greater has been achieved. 
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K919 
CFR: NFPA 101 Electrical Equipment - Other  
List in the REMARKS section any NFPA 99 Chapter 1O, Electrical Equipment requirements that are not 
addressed by the provided K-Tags, but are deficient. This information, along with the applicable Life 
Safety Code or NFPA standard citation, should be included on Form CMS-2567. Chapter 10 (NFPA 99). 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain their 
electrical wiring and equipment. This was evidenced by one faceplate cover that was cracked, This could 
result in an increased risk of an electrical fire and or electrical shock. This affected one of three 
buildings. 
  
Immediate Corrective Action: 
1. Facility Services staff replaced the cracked faceplate cover in S1012. 

Responsible Person: 
Director of Facility Services. 

Completion Date: 
January 7, 2020. 

 
Corrective Actions: 
2. LHH will create a multi-disciplinary group EOC Committee which is focused on the continuous 

improvement of the environment of care and takes a collaborative approach to providing a safe, 
secure and comfortable environment to facilitate patient care. The EOC Committee shall conduct 
scheduled EOC rounds throughout LHH on a continuous basis to identify potential risks and test 
EOC-related staff knowledge and skills. 
Responsible Person: 

Chief Operating Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 

 
3. Facility Services staff will conduct semi-annual inspections of electrical outlets, light switches and 

coverplates as part of the EOC rounds. The Safety Engineer and Senior Safety Engineer are 
responsible for completion of inspections. 
Responsible Person: 

Director of Facility Services. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
February 8, 2020 and ongoing. 
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K920 
CFR: NFPA 101 Electrical Equipment – Power Cords and Extension Cords 
Power strips in a patient care vicinity are only used for components of movable patient-care-related 
electrical equipment (PCREE) assembles that have been assembled by qualified personnel and meet the 
conditions of 10.2.3.6. Power strips in the patient care vicinity may not be used for non-PCREE (e.g., 
personal electronics), except in long-term care resident rooms that do not use PCREE. Power strips for 
PCREE meet UL 1363A or UL 60601-1. Power strips for non-PCREE in the patient care rooms (outside of 
vicinity) meet UL 1363. In non-patient care rooms power strips meet other UL standards. All power 
strips are used with general precautions. Extension cords are not used as a substitute for fixed wiring of 
a structure. Extension cords used temporarily are removed immediately upon completion of the 
purpose for which it was installed and meets the conditions of 10.2.4. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the electrical 
equipment and connections. This was evidenced by the unapproved use of a non-UL rated relocatable 
power tap and extension cord. This affected two of three buildings, and could potentially result 
electrical shock or the ignition of an electrical fire. 
  
Immediate Corrective Actions: 
1. The unapproved non-UL rated relocatable power tap was removed from N114B. The Unit Nurse 

Manager conducted environmental care rounds to inspect and ensure no other unapproved non-
UL rated relocatable power tap were being used on the unit. 
Responsible Person: 

Unit Nurse Manager. 
Completion Date: 

January 7, 2020. 
 
2. The unapproved extension cord was removed from S532B. The Unit Nurse Manager conducted 

environmental care rounds to inspect and ensure no other unapproved non-UL rated relocatable 
power tap were being used on the unit.  
Responsible Person: 

Unit Nurse Manager. 
Completion Date: 

January 7, 2020. 
 
Corrective Actions:  
3. Residents will receive information on the proper power strips to be utilized in patient care rooms 

to ensure they meet UL 1364 as part of the neighborhood Community Meetings. 
Responsible Person: 

Director of Therapeutic Activities and Wellness. 
Completion Date: 

February 8, 2020 and ongoing. 
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4. All LHH staff will receive an in-service on the proper power strips to be utilized in patient care 
areas and non-patient rooms.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported to PIPS and MEC, these committees shall report overall 

compliance to the JCC, the Governing Body until three consecutive months of 95% 
compliance or greater has been achieved. 

 
5. LHH will create a multi-disciplinary group EOC Committee which is focused on the continuous 

improvement of the environment of care and takes a collaborative approach to providing a safe, 
secure and comfortable environment to facilitate patient care. The EOC Committee shall conduct 
scheduled EOC rounds throughout LHH on a continuous basis to identify potential risks and test 
EOC-related staff knowledge and skills. 
Responsible Person: 

Chief Operating Officer. 
Completion Date: 

February 8, 2020 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to the EOC Committee, quarterly to PIPS and MEC, 

these committees shall report overall compliance to the JCC, the Governing Body until 
three consecutive months of 95% compliance or greater has been achieved. 
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K923 
CFR: NFPA 101 Gas Equipment - Cylinder and Container Storage 
Gas Equipment - Cylinder and Container Storage Greater than or equal to 3,000 cubic feet Storage 
locations are designed, constructed, and ventilated in accordance with 5.1.3.3.2 and 5.1.3.3.3.  
>300 but <3,000 cubic feet  
Storage locations are outdoors in an enclosure or within an enclosed interior space of non- or limited- 
combustible construction, with door (or gates outdoors) that can be secured. Oxidizing gases are not 
stored with flammables and are separated from combustibles by 20 feet (5 feet if sprinklered) or 
enclosed in a cabinet of noncombustible construction having a minimum, 1/2 hr fire protection rating.  
 
Less than or equal to 300 cubic feet  
In a single smoke compartment, individual cylinders available for immediate use in patient care areas 
with an aggregate volume of less than or equal to 300 cubic feet are not required to be stored in an 
enclosure. Cylinders must be handled with precautions as specified in 11.6.2, A precautionary sign 
readable from 5 feet is on each door or gate of a cylinder storage room, where the sign includes the 
wording as a minimum "CAUTION; OXIDIZING GAS{ES) STORED WITHIN NO SMOKING." Storage is 
planned so cylinders are used in order of which they are received from the supplier. Empty cylinders are 
segregated from full cylinders. When facility employs cylinders with Integral pressure gauge, a threshold 
pressure considered empty is established. Empty cylinders are marked to avoid confusion. Cylinders 
stored in the open are protected from weather. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the gas 
equipment storage. This was evidenced by the failure to include in their policy storage was planned so 
cylinders are used in order which they are received from the supplier. This affected three of three 
buildings and could result in the malfunction or the cylinders, 
  
Corrective Actions: 
1. The Central Processing Department policy and procedure B3 Oxygen and Compressed Air was 

revised to include, “cylinders are used in order which they are received from the supplier.”  
Responsible Person: 

Director of Materials Management. 
Completion Date: 

February 8, 2020 and ongoing. 
 
2. All Central Processing Department staff will receive an in-service on the revisions of the policy and 

procedure B3 Oxygen and Compressed Air. 
Responsible Person: 

Director of Materials Management. 
Completion Date: 

February 8, 2020. 
 
 
 


