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This survey used the 2000 edition of NFPA101, ‘
| Life Safety Code, Chapter 19 Existing Health |_
| Care Occupancies, in compliance with 42 CFR | g
| 483.70(a). 5 ‘ I
| The facility is located in a two-story building of | |
| Type Il (000) construction with a wet/dry ' ' |
| automatic sprinkler system designed to meet the ‘ ‘ |
requirements of NFPA 13, Standard for , '
| Installation of Sprinkler Systems. | |
Iégjg TR TR el i el g, Facility Staff will repair locking !
| Doors protecting corridor openings in other than | | mechanism identified as |
‘ required enclosures of vertical openings, exits, or | inoperable in the double doors
hazardous areas are substantial doors, such as | | leading into our 2™ Floor Large |
' those constructed of 1% inch solid-bonded core | | Dining Room. '
‘ wood, or capable of resisting fire for at least 20 ‘ | ‘
' minutes. Doors in sprinklered buildings are only | | 2. Facility Staff will review door _
| required to resist the passage of smoke. There s | locking mechanisms to ensure |
no impediment to the closing of the doors. Doors | compliance within regulatory
| are provided with a means suitable for keeping | | nidelines © ’ |
the door closed. Dutch doors meeting 19.3.6.3.6 | ; & ’
| are permitted.  19.3.6.3 ' e . ;
jarep ! Facility Staff will monitor door |
Roller latches are prohibited by CMS regulations locking mechgm'sms to ensure
| in all health care facilities. | compliance within regulatory |
| | guidelines.
Ii | 4. Designated Facility Staff will
! | complete audits for door locking
i mechanisms to make sure that the
I | facility is in regulatory
i | | compliance.
| This STANDARD is not met as evidenced by: | 5. Corrective action completed on
' The facility failed to ensure corridor doors were 2/2/11.
| equipped with aup\matic latching hardware i |
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Any deﬁcier(cy 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 carrection 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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suitable for keeping the doors closed and
resistant to the passage of smoke.

Observation determined the coordinator for the
double self-closing doors at the Dining Room did
not function to secure the fixed panel to the door
frame.
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