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E 000 | Initial Comments . E000
i ; i

. Federal Recertification Survey ‘ ;
| Survey Date: 3/12/24 | |
I | '

- Katahdin Nursing Home , a long-term care facility, ‘ | |
~is in substantial compliance with 42 Code of ! ‘ |
| Federal Regulations Part 483.73 Requirement for |
| Long Term Care Facilities for Emergency : \
‘ Preparedness. %
K 000 | INITIAL COMMENTS |
|
‘ \
| Federal Recertification Survey | | |
 Survey Date: 3/12/24 a 1 \
| | .
‘ Katahdin Nursing Home, a long term care facility, | |
| was surveyed pursuant to the National Fire i |
| Protection Association 101 Life Safety Code, i 1
' 2012 Edition as referenced in 42 CFR 483.90 (a - | ; \
| d) - Physical Environment and is not in substantial | ‘
. compliance. ‘ i ‘
K 222 | Egress Doors K222 |
$S=D ‘ CFR(s): NFPA 101 | | \
\

j 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: : | 1 f
' CLINICAL NEEDS OR SECURITY THREAT | \
| LOCKING | “
| Where special locking arrangements for the 1 | \
clinical security needs of the patient are used, ‘ ‘ ‘
. only one locking device shall be permitted on ‘1 ‘ |
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 i | \
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

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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K 222 | Continued From page 1

to the staff at all times.
18.2.2.25.1,1822.2.6,19.22.25.1,19.2226
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
electrical locks that fail safely so as to release
1 upon loss of power to the device; the building is
- 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.

18.2.2252,19.22.252 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 lowand
ordinary hazard contents in buildings protected |
throughout by an approved, supervised automatic |
| fire detection system or an approved, supervised |

automatic sprinkler system. ‘

18.222.4,19.2224

ACCESS-CONTROLLED EGRESS LOCKING
ARRANGEMENTS

Access-Controlled Egress Door assemblies

installed in accordance with 7.2.1.6.2 shall be

permitted.

18.2.2.2.4,19.2224

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 assembilies in buildings protected throughout

K222
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by an approved, supervised automatic fire
detection system and an approved, supervised
automatic sprinkler system.
18.2.224,19.2224

This REQUIREMENT is not met as evidenced
by:

Based on Observations the facility failed to
ensure doors at the means of egress meet the
requirement of NFPA 101 life safety code 2012
edition sections 19.2.2.2 through 19.2.2.2.10.2
and chapter 7 section 7.2.1
Doors leaves shall be arranged to be opened
readily from the egress side whenever the
building is occupied.

Findings:

On 03/12/2024, between approximately 9:00 AM
and 10:30 am, surveyors, facility Maintenance |
Director and facility Administrator, observed the ‘
following: |

1. On A - Wing the southern exit door was found
locked on the egress side. Surveyors could not
open the exit door without staff assistence. The
facility Maintance Director, Administrator, or staff
could not unlock the door at the time of this |
finding. ‘

This finding was observed with the Maintenance
Director and the Administrator.
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