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An unannounced Fire & Life Safety revisit survey
was conducted on 03/14/2025 at Westlake
Nursing and Rehab Center, a nursing home in
Dania Beach, Florida. This was a follow-up to the
Annual Fire & Life Safety survey completed on
01/28/2025.

All previously cited Fire & Life Safety deficiencies
were corrected. There were no deficiencies found
at the time of the revisit.

LABORATORY DIRECTOR'S OR PRO JER 2 3 TITLE X6) DATE,
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Any deficiency statement ending with an asterisk (") denotes a deficiency whioh 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 ot 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 faciity. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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INITIAL COMMENTS

An unannounced Fire & Life Safety revisit survey
was conducted on 03/14/2025 at Westlake
Nursing and Rehab Center, a nursing home in
Dania Beach, Florida. This was a follow-up to the
Annual Fire & Life Safety survey completed on
01/28/2025.

This revisit contains both corrected and
uncorrected deficiencies. The following previously
cited Fire & Life Safety deficiencies were not
corrected.

NFPA 99 Health Care Facilities Code - Other

Health Care Faciiiies Code - Other

List in the REMARKS section any NFPA 99
requirements (including Chapter 7, 8, 12, and 13)
that are not addressed by the provided K-Tags,
but are deficient. This information, along with the
applicable Health Care Facilities Code or NFPA
standard citation, should be included.

This Statute or Rute is not met as evidenced by:
Based on observations and staff interview, the
facifity failed to maintain its nurse call system in
accordance with NFPA 99, for 2 of 2 sampled
nurse call systems.

The findings included:

On 03/14/2025, at the following times, during the

fire safety tour of the facility with the Administrator
and the Maintenance Director, the following were

observed:

1. AL 12:40 PM, the West Nurse's Station did not
have the required nurse call visual signal at the
corridor intersection near the nurse’s station,
where individual resident room doors are not

{K 000}

{K 900}

Facility denies and disputes the validity of
this citation and completes this POC solely
to meet the requirements of State
licensure

and Federal regulations, Facility further
denies any and all statements,
acknowledgements, confirmations, or
comments atiributed to facility staff as
strictly hearsay.

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

identified nurse call system visual signat

4114125
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directly visible from the associated nurse's
station. The West Nurse's Station nurse call
system is for rooms 1-20. The West Nurse's
Station had a fine of sight for three rooms. Room
14 on the nurse call annunciator panel did not
fight up and there was no audible signal when
tested.

2. AL12:50 PM, the East Nurse's Station did not
have the required nurse call visual signal at the
corridor intersection near the nurse’s station,
where individual resident room doors are not
directly visible from the associated nurse's
station. The East Nurse's Station nurse call
system is for rooms 21-35. The East Nurse's
Station had a fine of sight for three rooms. Room
29 on the nurse call annunciator panel did not
fight up when tested. Room 31 on the nurse calt
annunciator panel did not light up and there was
no audible signal when tested. Room 32 on the
nurse call annunciator panel did not light up and
there was no audible signal when tested.

An interview was conducted with the
Administrator and the Maintenance Director
concurrent with the observations and they
acknowledged the findings. The findings were
reviewed with the Administrator and the
Maintenance Director at the exit conference on
03/14/2025 at 115 PM.

NFPA 99 (2021 Edition) 7.3.3.1.1, 7.3.3.1.8.2(2)

Class il
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on West and East Nurses station; quotes
obtained by an outside vendor 2/19/2025.
Parts ordered 3/31/2025 for the nurse call
system in accordance with NFPA 89 to be
completed by 4/14/2025 based upon
vendor availability for installation.

(2) How you will identify other residents
having potential to be affected by the
same practice and what corrective actions
wilt be taken;

Quality review completed by the
ED/Maintenance designee rt ensuring
the nurse call light system is maintained
according to NFPA 99 to be completed by
4114/2025.

(3) What measures will be put into place
or what systematic changes you will make
to ensure that the practice does not recur;

Maintenance re-educated by the ED v/t
ensuring the nurse call light system is
maintained according to NFPA 98 to be
completed by 4/14/2025.

(4) How the corrective action(s) will be
monitored to ensure the practice will not
recur, L.e., what quality assurance program
wilt be put in place;

Ongoing quality monitoring to be
completed by the ED/Maintenance
Idesignee through visual observation to
ensure the nurse call light system is
maintained according to NFPA 99 weekly
x 4 weeks, twice monthly x 2 weeks then
monthly and PRN as indicated.
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The findings of these quality reviews will
be reported fo the Quality
Assurance/Performance Improvement
Committee monthly x 2 months or until
substantial compliance is met then
quarterly ongoing. Schedule to be
modified PRN based on findings.
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