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- Long Term Care Facilities (General Health
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Any deficiency statement ending with an asterisk (*} denotes a deficiency which the instilution 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 hames, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. 1f deficiencies are cited, an approved plan of correction is requisite to continued

program paricipation.
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Correction for the alleged deficient practice
noted as two hour rated door to boiler room
This Life Safety Code (LSC) suivey was propped open was to install an automatic

magnetic door holder, which will release
upon fire alarm activation. A survey of the
remainder of the building was done to
determing any other like instances with no

conducted as per The Code of Federal Register
at 42 CFR 483,70(a); using.the 2000 Existing
Health Care section of the LSC and its referenced

publications. This facllity is Type I} {111) s :
protected construction utilizing North Delayed ?I%d‘g‘;;‘;;“‘;fld‘f‘i’ﬁ L?;::;l'e‘g’:;g"tiﬂt";g ot
Egress locking arrangements.'and is equipped cacix of thcpnext three fire drills and alarm
with complete automatic sprinider system. activation. The results will be presented to
. and discussed during the next three Safety

CFR#: 42 CFR 483.70 (a) Committee meetings then quarterly

K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029 thereafier until next annual survey.

8S=E Correction date of October 25, 2013,

One hour fire rated construction (with % hour

fire-rated doors) or an approved automatic flre . . .
“preparation and/or execution of this

extingulshing system In accordance with 8.4.1 A A
andfor 19.3.5.4ypr0tects hazardous areas. When gl,“;;;{igf{;?;;;‘,’gxfg;f,?;“‘“““’
the approvad automatic fire extinguishing system provider of the truth of the facts
option Is used, the areas are separated from aleged or conclusion set forth in the
other spaces by smoke resisting partitions and statement of deficiencies. The plan of
doors. Doors are seif-closing and non-rated or gggfcggg;ssif;ﬂf:gq i?f;’é’rb ;xecﬂfed
fisld-applied protective plates that do not exceed pmvi"sim of federal and state faw.”

48 inches from the bottom of the door are
permifted.  19.3.2.1

This STANDARD s not met as evidenced by.
Based on the observations and staff interviews
on 9/18/2013 the following Life Safely item was
observed as noncompliant, speclfic findings
include: The two hour rated door to the boiler
room was propped open and was not able fo
freely close during the survey.

CFR#: 42 CFR 483.70 (a)
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038
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Any deficloncy stalement ending with anasterisk (*) denotes a deficlency which the institulion may bo excused from correoting providing it is determined that
other safaguards provide sufficlent protection % the patlents, (See Instruclions.) Except for puraing homos, the findings stated above are disclosable 50 days
followlng the date of survey whelher or not a plan of correction Is provided. For nursing homes, the above findings and ptans of correction are disclosable 14
days followlng the date these documents are mads avaliable to the facility. If deficloncles are clted, an approved plan of corraction is requisite lo continuad

program participation.
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56=D Correction for the alloged deficient practice

Exit access Is arranged so that exits are readily
accessible at all times in accordance with section
7.4, 19.24

This STANDARD is not met as evidenced by:

Based on the ohservations and staff interviews
on 9/18/2013 the following Life Safely ilem was
observed as noncompliant, specific findings
include: The service hallway required exit door
was dragging on the bottom of its frame during
the survey,

CFR# 42 CFR 483.70 (1)

noted as service hallway door dragging on
bottom of frame during survey was repair
and adjustment of door and threshold 1o
bring it to an open, free swing, and self
close, reliable condition. The remainder of
the facility was surveyed for any like
conditions and any negative findings were
corrected upon discovery. Doors will
continue to be checked weekly for proper
operation and resulis will be presented to
and discussed during the next three Safety
Committee meetings then quarterly
thereafter until next annual survey.
Correction date of October 23, 2013,

“Preparation and/or exeoution of this
plan of correction does not constitute
admission or agreement by the
provider of the truth of the facis
alleged or conclusion set forth in the
statement of deficlencies. The plan of
coirection is prepared and/or executed
solely because it Is required by
provisions of federal and state law.”
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