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K 000 INITIAL COMMENTS K 000

Surveyor: 21761
Construction Type: V(111)

Description of Structure: The facility is a single
story, wood frame structure on a concrete slab. |
The partial basement area, which residents do |
not enter, houses utilities only.

Sprinkler Status: The facility is fully sprinklered
with NFPA #13 wet and dry pipe systems, and
supplied by municipal water.

An unannounced standard recertification Life ‘
Safety Code survey was conducted 04/10 through
04/11/19 in accordance with 42 Code of Federal
Regulation, Part 483: Requirements for Long :
Term Care Facilities. The facility was surveyed
for compliance using the LSC 2012 Existing
regulations. The facility was not in compliance
with the Requirements for Participation Medicare
and Medicaid.

The findings that follow demonstrate .
non-compliance with Title 42 Code of ‘
Regulations, 483.70(a) et seq (Life Safety from
Fire.)

K 211| Means of Egress - General K211 1. Re ; ; ;
_ - | 1. Regarding resident affected: No 4/11/19
SS=F| CFR(s): NFPA 101 residents were directly affected.

Means of Egress - General
Aisles, passageways, corridors, exit discharges,

exit locations, and accesses are in accordance i 2.-Regarding residents potentially 4/11/19
| with Chapter 7, and the means of egress is ' affected: No residents were directly
continuously maintained free of all obstructions to affected.

full use in case of emergency, unless modified by

18/19.2.2 through 18/19.2.11.

18.2.1..19.2.1, 7.1.101
N This REQUIREMENT is not met as evidenced ,
LABOHA(OFI DIRECTORS ROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE .

XA Adpmnizhaby — 5(§]jq

Any deanc%tzMent‘eﬁdin‘é with an asterisk () denotes a deficiency which the institution may be excused from correcting providing it is de;lermirﬂed 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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_‘ by:
‘ Surveyor: 21761

‘ Based on observation and interview, it was

facility.

Findings include:

| enters into a construction zone for the new

building as required.

The Director of Maintenance witnessed this
evidence by observation and interview.

|

revealed the facility failed to maintain exitways.
This has the potential to affect all persons in the

‘ On 04/11/19, at approximately 11:26 AM., it was
observed during inspection that the C-wing exit

‘ addition, and is not protected by sprinklers or a
' rated construction separation until clear of the
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3. Regarding measures and systematic. 4/15/19
changes: Contractor began constructin

a fire rated corridor with sprinkler to the\

exit way on 4/12/19. It was completed gn
4/15/19.

4. Regarding monitoring: During bi-weekly 4/15/19
construction meetings, exitways are
reviewed to ensure they remain in
compliance as construction progresses

Regular rounds are completed by the |Ongoing
Director of Operations, Administrator and
Contractor to ensure exitways are in
compliance.

5.. All components of this plan will be
completed by 4/15/19 and ongoing monjitoring
will be completed to ensure compliance.
Results of monitoring will be reported ta
the Safety Committee.
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