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The State Agency (SA) conducted a 
recertification survey at the facility from 1/6/2020 
to 1//9/2020. During the survey, the SA 
determined the facility was in compliance with 
Medicare and Medicaid regulations for 
participation. The SA cited no deficiencies.
The facility was licensed for 60 beds and had a 
census of 54 at the time of the survey.
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42 CFR 483.70(a)

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)...

K211 Means of Egress - General 
SS=D CFR(s): NFPA 101

K 211 3/1/20

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:
Based on observation and interviews, the facility 

failed to properly maintain exit egress. This 
deficiency affected one (1) of six (6) exits and 14 
of 54 residents in the facility on the day of survey.

DK211

1. The Maintenance Director contacted 
professional services company on 
1/13/2020 to receive a quote to complete 
sidewalk. Contracted professional 
services company will begin sidewalk on 
1/28/2020 and a completion date of 
2/28/2020; an extension is being 
requested related to time of year and 
winter weather.
2. Regional Maintenance Director 
completed education with Maintenance 
Director on 1/8/2020 on the importance of 
ensuring that the exit egress from the 
courtyard of the facility have an 
all-weather surface leading to the public 
way.

Findings include:

On January 10, 2020 at 10:55 AM, observation 
revealed the exit egress from the Courtyard of the 
facility lacked all-weather surface leading to the 
public way.
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3. An audit of five (5) other exit egresses 
were checked to make sure that courtyard 
of the facility has an all-weather surface 
leading to the public way by Maintenance 
Director on 1/8/2020; no additional 
concerns found.
4. Beginning week of 3/1/2020 
Maintenance Director will perform audits 
to ensure that exit egresses from the 
courtyard of the facility have an 
all-weather surface leading to the public 
way starting weekly for four (4) weeks, 
then monthly for three (3) months. 
Maintenance Director will report results of 
audits to Quality Assurance Performance 
Improvement committee monthly for three 
(3) months for further recommendation. 
Administrator is responsible for monitoring 
and compliance.
Date of compliance: 3/1/2020
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Survey conducted on 01/10/20 reveals the above 
facility meets all applicable Federal, State and 
local emergency preparedness requirements.

No deficiencies were cited.
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