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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 271 Discharge from Exits

CFR(s): NFPA 101

Discharge from Exits

Exit discharge is arranged in accordance with 7.7, 

provides a level walking surface meeting the 

provisions of 7.1.7 with respect to changes in 

elevation and shall be maintained free of 

obstructions. Additionally, the exit discharge shall 

be a hard packed all-weather travel surface.

18.2.7, 19.2.7

This REQUIREMENT  is not met as evidenced 

by:

K 271 9/25/23

SS=D

 Based on observation and interviews, the facility 

failed to properly maintain exit egress as per S&C 

letter 05-38. This deficiency affected one (1) of 

four (4) exits and 20 of the 58 residents in the 

facility on the day of survey. 

 

Findings include: 

 

On 8/2/23 at 10:25 am, observation revealed 

cracked and unlevel in the sidewalk from the 

South Hall exit of the facility. The sidewalk from 

the South Hall exit was not a smooth, continuous 

surface.

 The sidewalk from the South Hall exit, 

noted to be without a smooth and 

continuous surface, will be repaired to 

proper function.

Additional exit sidewalks will be reviewed 

for proper function. 

The Executive Director/ designee will 

educate the Maintenance Director on the 

importance of NFPA 101 Discharge from 

Exits specific to properly maintaining exit 

sidewalks, and will continue to monitor in 

accordance with NFPA standards.

* A Time Limited Waiver request is 

attached with this Plan of Correction.*

Any findings will be reported to the 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

08/25/2023Electronically Signed

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 271 Continued From page 1 K 271

monthly QAPI Committee for further 

review.
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