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E 000 Initial Comments E 000

 A recertification survey conducted on 06/01/2022 
found Minot Health and Rehab, LLC in 
compliance with the requirements of 483.73 
Long-Term Care Facilities Emergency 
Preparedness.

 

K 000 INITIAL COMMENTS K 000

 This survey used the 2012 edition of NFPA 101, 
Life Safety Code, Chapter 19-Existing Health 
Care Occupancies and the 2012 edition of NFPA 
99, Health Care Facilities Code in compliance 
with 42 CFR 483.70(a)(b). The findings that 
follow demonstrate noncompliance with these 
standards.  

The facility was located in a two-story building of 
Type II (000) construction. The building had no 
basement. The building was protected by a 
wet/dry automatic sprinkler system designed to 
meet the requirements of NFPA 13, Standard for 
Installation of Sprinkler Systems.

Note:

At the time of this survey no residents occupied 
the lower level of the facility.

 

K 321 Hazardous Areas - Enclosure
CFR(s): NFPA 101

Hazardous Areas - Enclosure 
Hazardous areas are protected by a fire barrier 
having 1-hour fire resistance rating (with 3/4 hour 
fire rated doors) or an automatic fire 
extinguishing system in accordance with 8.7.1 or 
19.3.5.9. When the approved automatic fire 
extinguishing system option is used, the areas 

K 321 6/10/22
SS=D
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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 321 Continued From page 1 K 321
shall be separated from other spaces by smoke 
resisting partitions and doors in accordance with 
8.4. Doors shall be self-closing or 
automatic-closing and permitted to have nonrated 
or field-applied protective plates that do not 
exceed 48 inches from the bottom of the door. 
Describe the floor and zone locations of 
hazardous areas that are deficient in REMARKS. 
19.3.2.1, 19.3.5.9

Area Automatic Sprinkler
Separation N/A

a. Boiler and Fuel-Fired Heater Rooms
b. Laundries (larger than 100 square feet)
c. Repair, Maintenance, and Paint Shops
d. Soiled Linen Rooms (exceeding 64 gallons)
e. Trash Collection Rooms
(exceeding 64 gallons)
f. Combustible Storage Rooms/Spaces
(over 50 square feet)
g. Laboratories (if classified as Severe 
Hazard - see K322)
This REQUIREMENT  is not met as evidenced 
by:
 Any hazardous areas shall be safeguarded by a 
fire barrier having a 1-hour fire resistance rating 
or shall be provided with an automatic 
extinguishing system. Where the sprinkler option 
is used, the areas shall be separated from other 
spaces by smoke-resisting partitions and doors. 
The doors shall be self-closing or 
automatic-closing. 19.3.2.1

The facility failed to ensure hazardous areas in 
fully sprinklered existing health care occupancies 
were separated from other spaces by 
smoke-resisting partitions and self-closing doors.

 1. The corridor door to the Soiled Utility 
Room on the second floor was equipped 
with a self-closing device on 6/7/22. A 
new door is ordered and will be in place 
by 7/14/22.
2. Audits of all facility doors for 
self-closing devices was completed on 
6/10/22. 
3. The maintenance director or 
designee will ensure the required test of 
the doors is completed monthly per the 
facility’s preventative maintenance 
program.
4. The Maintenance Director or 
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K 321 Continued From page 2 K 321
Observation determined the corridor door to the 
Soiled Utility Room on the second floor across 
from the Nurses Station was not equipped with a 
self-closing device. The Soiled Utility Room was 
more than 50 square feet and was used to store 
combustible materials.

Failure to ensure hazardous areas were 
separated from other spaces by smoke-resisting 
partitions increases the risk of death or injury due 
to fire.

The deficiency affected one (1) of numerous 
hazardous areas in the facility.

designee and the Executive Director will 
be responsible to ensure future 
compliance. Any concerns will be 
discussed with the quality assurance 
committee.
5. Date of completions: 07/14/22
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