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E 000 | Initial Comments E 000/ [
| 1

| Arecertification survey for compliance with 42 ‘
CFR Part 485, Subpart F, Subsection 485.625,
| Emergency Preparedness, requirements for
Hospitals, was conducted from 3/4/25 through
| 3/5/25. Brookings Health System was found not .
| in compliance. |
! The building will meet the requirements of the ‘
| 2012 LSC for existing health care occupancies
upon correction of the deficiency identified at
‘ E039 in conjunction with the provider's
| commitment to continued compliance with the fire ‘
| safety standards. '

E 039 | EP Testing Requirements E039| Full scale community-based disaster 4/14/2025
‘ CFR(s): 482.15(d)(2) ‘ exercise plan will be developed.
|

| | —
| §416.54(d)(2), §418.113(d)(2), §441.184(d)(2), : . Drill is scheduled to be held on 4/24/2025.

§460.84(d)(2), §482.15(d)(2), §483.73(d)(2), E |

§483.475(d)(2), §484.102(d)(2), §485.68(d)(2), Chief Nursing Officer will be respons_ible for
| §485.542(d)(2), §485.625(d)(2), §485.727(d)(2), comp!eteness and follow up of the disaster
| §485.920(d)(2), §491.12(d)(2), §494.62(d)(2). exercise.

*[For ASCs at §416.54, CORFs at §485.68, REHs
at §485.542, OPO, "Organizations" under
| §485.727, CMHCs at §485.920, RHCs/FQHCs at
| §491.12, and ESRD Facilities at §494.62]:
(2) Testing. The [facility] must conduct exercises 1
to test the emergency plan annually. The [facility] |
must do all of the following; |

| (i) Participate in a full-scale exercise that is
| community-based every 2 years; or
(A) When a community-based exercise is not .
accessible, conduct a facility-based functional |
| exercise every 2 years; or [ |
(B) If the [facility] experiences an actual | ' i
|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Jason Merkley President & CEO 4/10/2025

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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| natural or man-made emergency that requires [
activation of the emergency plan, the [facility] is .
| exempt from engaging in its next required |
| community-based or individual, facility-based :
| functional exercise following the onset of the ‘ \
actual event.
(ii) Conduct an additional exercise at least every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i) of \
| this section is conducted, that may include, but is
| not limited to the following: ‘
(A) A second full-scale exercise that is [
community-based or individual, facility-based [
functional exercise; or .
| (B) Amock disaster drill; or i
| (C) Atabletop exercise or workshop that is led by \ l
‘ a facilitator and 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.
(i) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
| exercises, and emergency events, and revise the 1
[facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the following: 1
(i) Participate in a full-scale exercise that is ‘

| community based every 2 years; or

| (A) When a community based exercise is not

| accessible, conduct an individual facility based
functional exercise every 2 years; or ; |

| (B) If the hospice experiences a natural or

- man-made emergency that requires activation of | ‘ |
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the emergency plan, the hospital is exempt from

‘ engaging in its next required full scale

| community-based exercise or individual

| facility-based functional exercise following the

i‘ onset of the emergency event.
(i) Conduct an additional exercise every 2 years,

| opposite the year the full-scale or functional

f exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not limited

| to the following:
(A) Asecond full-scale exercise that is
community-based or a facility based functional

| exercise; or

| (B) Amock disaster drill; or

‘ (C) Atabletop exercise or workshop that is led by
a facilitator and includes a group discussion using

1 a narrated, clinically-relevant emergency
scenario, and a set of problem statements,

‘ directed messages, or prepared questions

| designed to challenge an emergency plan.

|
(3) Testing for hospices that provide inpatient

| care directly. The hospice must conduct

| exercises to test the emergency plan twice per
year. The hospice 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; or
(B) If the hospice experiences a natural or

| man-made emergency that requires activation of

1’ the emergency plan, the hospice is exempt from

| engaging in its next required full-scale community

} based or facility-based functional exercise

| following the onset of the emergency event.

| (i) Conduct an additional annual exercise that

| may include, but is not limited to the following:
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' (A) Asecond full-scale exercise that is

i community-based or a facility based functional

i exercise; or

| (B) A mock disaster drill; or
(C) Atabletop exercise or workshop led by a

| facilitator that 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 hospice's response to and
maintain documentation of all drills, tabletop

i exercises, and emergency events and revise the

| hospice's emergency plan, as needed.

' *[For PRFTs at §441.184(d), Hospitals at
| §482.15(d), CAHs at §485.625(d):]
' (2) Testing. The [PRTF, Hospital, CAH] must
- conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH] must
| do the following:
() 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; or
(B) If the [PRTF, Hospital, CAH] experiences an
' actual natural or man-made emergency that
requires activation of the emergency plan, the
[facility] is exempt from engaging in its next
required full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(if) Conduct an [additional] annual exercise or
and that may include, but is not limited to the
following:

(A) A second full-scale exercise that is

FORM CMS-25867(02-99) Previous Versions Obsolete

Event ID: U36521

Facility ID: 10529

If continuation sheet Page 4 of 10




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/19/2025
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
430008

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED
i 03/05/2025

NAME OF PROVIDER CR SUPPLIER

BROOKINGS HEALTH SYSTEM

STREET ADDRESS, CITY, STATE, ZIP CODE
300 22ND AVE

BROOKINGS, SD 57006

| community-based or individual, a facility-based
functional exercise; or
(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
| led by a facilitator and 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 [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
[facility's] emergency plan, as needed.

| *[For PACE at §460.84(d):]
(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least
annually. The PACE organization 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; or

| (B) If the PACE experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from
engaging in its next required full-scale community
based or individual, facility-based functional
exercise following the onset of the emergency

| event.

(i) Conduct an additional exercise every 2
years opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
| is conducted that may include, but is not limited to
| the following:
| (A) Asecond full-scale exercise that is
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community-based or individual, a facility based

f functional exercise; or

| (B) Amock disaster drill; or

' (C) Atabletop exercise or workshop that is led by
a facilitator and 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 PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the

| PACE's emergency plan, as needed.

[

| *[For LTC Facilities at §483.73(d):]

| (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/ID] 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.

f (i) Conduct an additional annual exercise that

| may include, but is not limited to the following:

- (A) Asecond full-scale exercise that is
community-based or an individual, facility based

| functional exercise; or

| (B) Amock disaster drill; or

E 039
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(C) Atabletop 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.

(i) 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.

*[For ICF/IIDs at §483.475(d)]:
(2) Testing. The ICF/IID must conduct exercises

| to test the emergency plan at least twice per year.

The ICF/IID 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; or.

(B) If the ICF/IID experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICF/IID is exempt from
engaging in its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.

(i) 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 and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared guestions
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i

| designed to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
‘ ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102)
| (d)(2) Testing. The HHA must conduct exercises
to test the emergency plan at
least annually. The HHA must do the following:
(i) Participate in a 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 every 2 years; | ‘ ‘
|
\
\
|

| or.
| (B) If the HHA experiences an actual natural
| or man-made emergency that requires activation
| of the emergency plan, the HHA is exempt from
| engaging in its next required full-scale
community-based or individual, facility based
- functional exercise following the onset of the
emergency event.
(ii) Conduct an additional exercise every 2 years, .
opposite the year the full-scale or functional |
| exercise under paragraph (d)(2)(i) of this section |
is conducted, 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) Atabletop exercise or workshop that is | |
led by a facilitator and 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
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| plan.
| (i) Analyze the HHA's response to and maintain
- documentation of all drills, tabletop exercises, and
' emergency events, and revise the HHA's
' emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct exercises

to test the emergency plan. The OPO must do the

| following:
(i) Conduct a paper-based, tabletop exercise or

| workshop at least annually. A tabletop exercise is
led by a facilitator and 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. If the OPQ experiences an actual natural or

' man-made emergency that requires activation of

! the emergency plan, the OPO is exempt from

' engaging in its next required testing exercise

' following the onset of the emergency event.

(i) Analyze the OPQ's response to and maintain

documentation of all tabletop exercises, and

emergency events, and revise the [RNHCI's and

OPO's] emergency plan, as needed.

“[ RNCHlIs at §403.748]:

(d)(2) Testing. The RNHCI must conduct

exercises to test the emergency plan. The RNHCI

| must do the following:

| (i) Conduct a paper-based, tabletop exercise at

| least annually. A tabletop exercise is a group

| discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or
prepared questions designed to challenge an

| emergency plan.

E 039
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(ii) Analyze the RNHCI's response to and
maintain documentation of all tabletop exercises,
| and emergency events, and revise the RNHCI's
emergency plan, as needed.
' This STANDARD is not met as evidenced by:
. Based on record review and interview, the
provider failed to conduct a large-scale exercise
| for emergency preparedness in 2023 or 2024.
| Findings include:
\
1. Record review on 3/5/25 at 9:15 a.m. revealed
no documentation that indicated a large-scale
exercise was conducted to test the provider's
emergency plan in 2023 or 2024. Records
indicated a large-scale exercise
| had last been performed in 2019.

and maintenance supervisor on 3/5/25 at 11:30
i a.m. confirmed that finding.
!

Interview with the environmental services director

E 039
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K 000 | INITIAL COMMENTS | Kooo|
| | | |
A recertification survey was conducted on 3/4/25 | | \
‘ through 3/5/25 for compliance with 42CFR \
482.41(b)(1), requirements for hospitals. | \
| Brookings Health System was found not in | | -
| compliance. |
| |
' The building will meet the requirements of the |
| 2012 LSC for existing health care occupancies !
| upon correction of deficiencies identified at K222, |
| K232, K251, K321, and K522 in conjunction with
the provider's commitment to continued | |
compliance with the fire safety standards. | | ‘
K 222 ‘ Egress Doors K 222| Doors are unlocked via key card access 4/14/2025

| CFR(s): NFPA 101

| Egress Doors

‘ Doors in a required means of egress shall not be
equipped with a latch or a lock that requires the

' use of a tool or key from the egress side unless

| using one of the following special locking

| arrangements:

‘ CLINICAL NEEDS OR SECURITY THREAT

i LOCKING
Where special locking arrangements for the

' clinical security needs of the patient are used,

i only one locking device shall be permitted on
each door and provisions shall be made for the

| rapid removal of occupants by: remote control of

locks; keying of all locks or keys carried by staff at

all times; or other such reliable means available
to the staff at all times.
18.2.2.25.1,18.22.2.6,19.2.2.251,19.22.2.6
| SPECIAL NEEDS LOCKING ARRANGEMENTS
| Where special locking arrangements for the
safety needs of the patient are used, all of the
! Clinical or Security Locking requirements are
| being met. In addition, the locks must be

and fire alarm detection. "Not an Exit"
signs to be removed from the 3 doors of
cross-corridor between OB and IPC by
Maintenance Supervisor. Door's marked as
"Exit" will be maintained as required.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Jasovn Mevkley

(X6) DATE

4/15/2025

TITLE
President & CEO

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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1 l
K 222 | Continued From page 1 K222

[ electrical locks that fail safely so as to release
upon loss of power to the device; the building is

l protected by a supervised automatic sprinkler

‘ system and the locked space is protected by a
complete smoke detection system (or is
constantly monitored at an attended location
within the locked space); and both the sprinkler
and detection systems are arranged to unlock the
doors upon activation.

| 18.22252,19.22252, TIA12-4
DELAYED-EGRESS LOCKING

| ARRANGEMENTS

‘ Approved, listed delayed-egress locking systems
installed in accordance with 7.2.1.6.1 shall be

permitted on door assemblies serving low and

ordinary hazard contents in buildings protected

throughout by an approved, supervised automatic

| fire detection system or an approved, supervised

| automatic sprinkler system.

118.22.24,192224

ACCESS-CONTROLLED EGRESS LOCKING

ARRANGEMENTS

Access-Controlled Egress Door assemblies

| installed in accordance with 7.2.1.6.2 shall be
permitted.
18.2.2.24,19.2224

| ELEVATOR LOBBY EXIT ACCESS LOCKING

| ARRANGEMENTS

| Elevator lobby exit access door locking in
accordance with 7.2.1.6.3 shall be permitted on

‘ door assemblies in buildings protected throughout

| by an approved, supervised automatic fire

| detection system and an approved, supervised

| automatic sprinkler system.

|18.2.2.24,192224

| This STANDARD is not met as evidenced by:

| Based on observation and interview, the provider

| failed to provide egress doors as required at three

' randomly observed EXIT door locations (the
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K 222 | Continued From page 2

corridor at Inpatient Care to OB). Findings
! include:

| 1. Observation beginning on 3/4/25 at 2:00 p.m.

| revealed the corridor between Inpatient Care to
OB had three sets of cross-corridor doors. All

J three sets of doors were equipped with magnet

‘ locks and were identified with EXIT signs. The
doors also had an extra sign approximately three
inches tall and eight inches wide affixed to the

- doors stating "NOT AN EXIT". EXIT doors may
not be labeled as non-EXITs. It was not

‘ determined at the time of the survey how each

| magnetically locked door functioned (card-swipe,

| delayed-egress, or access-controlled).

| Interview at the time of the observation with the
J maintenance supervisor confirmed that condition.

Failure to provide egress doors as required
! increases the risk of death or injury due to fire.
% The deficiency affected 100% of the smoke
compartment occupants.
K 232 ‘ Aisle, Corridor, or Ramp Width
CFR(s): NFPA 101

|
| Aisle, Corridor or Ramp Width

| 2012 EXISTING

| The width of aisles or corridors (clear or
unobstructed) serving as exit access shall be at

| least 4 feet and maintained to provide the
convenient removal of nonambulatory patients on

| stretchers, except as modified by 19.2.3.4,

| exceptions 1-5.

119.2.34,19.235

| This STANDARD is not met as evidenced by:
Based on observation and interview, the provider

by Maintenance Supervisor.

|
|
|
|
‘ K232 Chairs removed from therapy wing exit | 3/27/2025
|
|
|

corridor by Maintenance Supervisor.

Hallway clearance will be added to the
maintenance monthly checklist conducted
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[
K 232 | Continued From page 3

' failed to maintain the required exit corridor width
' at one location (therapy wing exit). Findings
| include:

|
1. Observation on 3/4/25 at 9:50 a.m. revealed

| the therapy wing on the ground floor was eight

| feet wide and had approximately six chairs in the

| corridor along the wall on one side. The chairs
were not affixed in place. The chairs could be
easily moved to obstruct the path of egress to the

| exterior EXIT.

|

‘ Interview with the maintenance supervisor at the

| time of the observation confirmed that finding. He
stated he was unaware the chairs needed to be
affixed in place.

The deficiency has the potential to affect egress
exit ability for all occupants of that smoke
compartment.
K 251 | Dead-End Corridors and Common Path of Travel
| CFR(s): NFPA 101
| Dead-End Corridors and Common Path of Travel
| 2012 EXISTING
Dead-end corridors shall not exceed 30 feet.
Existing dead-end corridors greater than 30 feet
| shall be permitted to be continued to be used if it
| is impractical and unfeasible to alter them.
[19.2.5.2
| This STANDARD is not met as evidenced by:
Based on observation, testing, and interview, the
‘ provider failed to maintain corridors without
| dead-ends greater than 30 feet in length for one
‘ randomly observed corridor (ER Entrance south
| side). Findings include:

1. Observation on 3/4/25 at 2:20 p.m. revealed
|

K 232

\
|
|

Magnetic locks will be removed from north ‘ 4/14/2025
ER cross-corridor doors to allow for a '
second path of egress by Maintenance |

Supervisor.

An Exit sign will be installed by the

Maintenance Supervisor to show the second

exit path. Facility evacuation routes will be

updated by EVS Director.
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K 251 | Continued From page 4 ‘ K 251 |
the corridor to the ER entrance on the south side ‘ \
from two sets of cross-corridor doors was over |
' 100 feet in length and did not have a second path ‘ ‘ |
 of egress. The two sets of cross-corridor doors
| (each for different corridors) were key-card ‘
access only and were not marked as Exits.
| Interview with the maintenance supervisor at the ‘
| time of the observation confirmed that condition. ‘ ‘
|‘ The deficiency had the potential to affect 100% of \
the smoke compartment occupants. ‘
K 321 | Hazardous Areas - Enclosure K321 New self-closing door closure device was | 3/14/2025

| CFR(s): NFPA 101

i Hazardous Areas - Enclosure
Hazardous areas are protected by a fire barrier

| having 1-hour fire resistance rating (with 3/4 hour

, fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1 or 19.3.5.9.

| When the approved automatic fire extinguishing
system option is used, the areas shall be
separated from other spaces by smoke resisting

| partitions and doors in accordance with 8.4.

| Doors shall be self-closing or automatic-closing

| and permitted to have nonrated or field-applied
protective plates that do not exceed 48 inches

‘ from the bottom of the door.

‘ Describe the floor and zone locations of
hazardous areas that are deficient in REMARKS.

‘ 19.3.2.1,19.3.5.9

Area Automatic Sprinkler
Separation N/A
a. Boiler and Fuel-Fired Heater Rooms
‘ b. Laundries (larger than 100 square feet)
c. Repair, Maintenance, and Paint Shops
| d. Soiled Linen Rooms (exceeding 64 gallons)
| e. Trash Collection Rooms

 installed to the door of the kitchen
pantry storage room by Maintenance
| Supervisor.
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K 321 | Continued From page 5 ’ K321| ‘

(exceeding 64 gallons)
| f. Combustible Storage Rooms/Spaces | |
(over 50 square feet)
g. Laboratories (if classified as Severe | |
| Hazard - see K322) |
| This STANDARD is not met as evidenced by: ‘
\ Based on observation and interview, the provider ; |
failed to maintain one randomly observed ‘ }
| hazardous area (kitchen pantry storage room) as | |
required. Findings include: : J

' |

| 1. Observation on 3/4/25 at 11:45 a.m. revealed | ‘ 1

| the kitchen pantry storage room was over 100 { ' ‘

| square feet in area and contained combustible

‘ items (canned goods, cardboard boxes, w ' ‘
plastic-wrapped items). The egress corridor door

| was not equipped with a closer. ‘ l 1

| Interview with the maintenance supervisor at the \
i time of the observation confirmed that finding. He l |

stated it appeared the door had been equipped \
| with a closer at one time but it had been removed | | |
(holes remained in the door). ‘
| The deficiency affected one of numerous |
| requirements for hazardous storage rooms and |
had the potential to affect 100% of the occupants |
| of the smoke compartment. |
K 522 Outside fresh air supplied to the occupied 4/14/2025

‘ laundry room containing the dryers far

‘ exceeds requirements of the units for

|
K 522 | HVAC - Any Heating Device ‘
combustion (fresh) air required to feed the |

CFR(s): NFPA 101

| HVAC - Any Heating Device

| Any heating device, other than a central heating |

| plant, is designed and installed so combustible
materials cannot be ignited by device, and has a |
safety feature to stop fuel and shut down

\ equipment if there is excessive temperature or ! | this observation given the amount of

‘ ignition failure. If fuel fired, the device also: ' combustion (fresh) air entering the room.

room and dryers. Dedicated combustion
(fresh) air ductwork to each of the four gas-
fired dryers is not feasible given the location of
the laundry area within our facility. Additional |
discussion and consideration is requested on
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K 522 | Continued From page 6 ’ K 522‘ Continued from page 6

‘ 1. Observation of the four commercial Speed
' Queen natural gas-fired dryers in the laundry
room on 3/4/25 at 10:15 a.m. revealed the
| following:
*There were several staff working in the laundry
| room which had ventilation into the room from
overhead ductwork.
| *Each dryer had an individual metal exhaust duct
| to the exterior of the building.
| *There was not any dedicated combustion (fresh)
air ductwork provided for the operation of the four
natural gas-fired commercial clothes dryers. Each
dryer had a rating of 165,000 BTU/hr input.
*The gas-fired dryers were taking combustion air
from the occupied room itself as a result.

Interview with the environmental services director
on 3/5/25 at 11:00 a.m. confirmed that finding. He
| stated the dryers had never been equipped with

| separate combustion air.

The deficiency affected one of several
| requirements for fuel-fired devices.

|

Further clarification from the SD Department

. of Health on NFPA 101 was requested
given the amount of combustion (fresh) air

| already entering the dryer room. It was
determined by EVS Director and President

‘ & CEO that adequate fresh air is entering
the room replenishing oxygen being

| depleted in the laundry room by the dryers
and no further modification of the existing

‘ dryer operation necessary.

|

|

|

Requesting reconsideration of the reported
deficiency withing K522.
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