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K 000 INITIAL COMMENTS K 000

 42 CFR 483.70(b)

The facility must meet the applicable provisions of 

the 2012 (existing) Edition of the Life Safety Code 

(LSC) of the National Fire Protection Association 

(NFPA).

 

K 211 Means of Egress - General

CFR(s): NFPA 101

Means of Egress - General

Aisles, passageways, corridors, exit discharges, 

exit locations, and accesses are in accordance 

with Chapter 7, and the means of egress is 

continuously maintained free of all obstructions to 

full use in case of emergency, unless modified by 

18/19.2.2 through 18/19.2.11. 

18.2.1, 19.2.1, 7.1.10.1

This REQUIREMENT  is not met as evidenced 

by:

K 211 9/11/24

SS=F

 Based on observation and interviews, the facility 

failed to properly maintain exit egress as per 

NFPA  101 section 7.1.10.1.  This standard 

deficiency affected two (2) of three (3) smoke 

compartments and 46 residents in the facility on 

the day of survey. 

 

Findings include: 

 

On 8/21/24 at 1:55 PM, observation revealed 

master style lock with latches (hasps) on the 

following corridor doors (exit egress doors) in the 

facility:  

 1. On 8/ 26/ 2024 the pad locks were 

removed, and the door locks were 

replaced on the Director of Nursing office, 

the Boiler room, the Business office and 

the Medication Room on A Hall by the 

Maintenance Director 

2. All residents have the potential to be 

affected. 

3. Director of Maintenance was 

in-serviced by Administrator on 8/21/24 on 

maintaining proper locks on all entrances 

and exits. 

4. Audits will continue monthly by the 

Director of Nursing or Administrator to 

ensure door locks are in working order 
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K 211 Continued From page 1 K 211

 

DON ' s Office 

Boiler Room 

Business Office 

Med Room  

 

S/S = F

beginning 8/21/24 x 3 months. The 

Administrator will report the results of the 

audit to Quality Assurance Performance 

Improvement Committee (QAPI) monthly 

x three months starting 9/11/24 and as 

needed for review and/or revision.
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