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K 000 | INITIAL COMMENTS K 000

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) ...

K 223 | Doors with Self-Closing Devices K 223 11/14/22
SS=F | CFR(s): NFPA 101

Doors with Self-Closing Devices

Doors in an exit passageway, stairway enclosure,
or horizontal exit, smoke barrier, or hazardous
area enclosure are self-closing and kept in the
closed position, unless held open by a release
device complying with 7.2.1.8.2 that automatically
closes all such doors throughout the smoke
compartment or entire facility upon activation of:
* Required manual fire alarm system; and

* Local smoke detectors designed to detect
smoke passing through the opening or a required
smoke detection system; and

* Automatic sprinkler system, if installed; and

* Loss of power.
18.2.2.2.7,18.2.2.2.8,19.2.2.2.7,19.2.2.2.8

This REQUIREMENT is not met as evidenced

by:
Based on observation, the facility failed to Statements contained herein are
provide doors in an exit passageway, stairway intended for the purpose of compliance
enclosure, or horizontal exit, smoke barrier, or with Federal and State laws regarding
hazardous area enclosure are self-closing and responses to Statement of Deficiencies.
kept in the closed position in accordance with The language herein is not intended to be
NFPA 101 section 19.2.2.2.7. This deficiency used as an admission against the facility
affected all smoke compartments and all nor is it intended to be used by any third
residents in the facility on the day of survey. party. It is solely for the purpose of
compliance with participation
requirements of Medicare and Medicaid.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/14/2022

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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On 11/3/22 at 11:20 AM, observation revealed the
ceiling attic hatches/doors were installed without
automatic closing devices. The ceiling serves as
a smoke barrier wall throughout the facility and
the ceiling hatches/doors must have self-closing
device.

The finding was acknowledged by the
Administrator and verified this observation during
the exit interview on 11/3/2022.

On the afternoon of 11/03/22 following the
the findings of the surveyor, an order was
placed for the self-closing access doors.

On 11/07/22 five of the seven doors
arrived at the facility. These were install by
11/09/22.

On 11/11/22 the remaining two
self-closing access doors arrived at the
facility. These were installed on 11/14/22.
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