PRINTED: 08/12/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
—_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
EE@FE;FEEWEE ) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
C TI l: IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
AUG 2 6 2013 / 355070 B. WING 08/07/2013
ME OF PROVIDER OR SUPPLIE STREET ADDRESS, CITY, STATE, ZIP CODE
Eé‘fﬁﬁgﬁfgﬁﬁsgﬁgﬁgm & REHABILITATION CENTER AABZAD B AVESY
WILLISTON, ND 58801
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
| . DEFICIENCY)
T | !
K 000  INITIAL COMMENTS ‘ K 000 i

| This survey used the 2000 edition of NFPA 101, | _ |
Life Safety Code, Chapter 19-Existing Health \ . ‘
! Care Occupancies in compliance with 42CFR ! | ‘
1 483.70(a). The findings that follow demonstrate
noncompliance with these standards.

The facility was located in a four-story building of

Type Il (222) construction. There were one-story | |
~additions constructed in 1971 and 1974 attached ‘ j ‘
| to the west wall of the original building. The 1971 3

building was Type Il (111) construction. The 1974

addition was Type Il (000) construction.

Other additions included a one-story activity area ;
\ in 1982 of Type Il (000) construction and a i I
| garage and van entrance in 1994 of Type Il (000) | 3

construction. Attached to the 1982 activity

addition was a Basic Care Facility of Type Il (000)

construction.

| The facility was sprinklered throughout with a wet | I
automatic fire sprinkler system designed to meet ’

“the requirements of NFPA 13, Standard for
Installation of Sprinkler Systems.

i Note: .
| |
A Fire Safety Evaluation System (FSES) was |
conducted as a result of the 08/07/13 Life Safety
Code survey. Tag K038 Exit Access was
' specifically addressed by and will pass the FSES. |
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038
SS= B
Exut access is arranged so that exits are readily
“accessible at all times in accordance with section
7.1, 19:241
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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.

FORM CMS -2567(02-99) Prewous Versmns Obsolete “. Event ID:71KL21 Facility ID ND187 If continuation sheet Page 1 of 3



PRINTED: 08/12/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
355070 B. WING 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EL LUTHERAN NURSI REHABILITATIéN CENTER 1515 2ND AVE WEST
BETHEL LU RSING & WILLISTON, ND 58801
(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 038 | Continued From page 1 K 038
This STANDARD is not met as evidenced by:
Exits must terminate directly at a public way or at A Fire Safety Evaluation System (FSES)
an exterior exit discharge. Yards, courts, open was conducted for deficiency Tag K 038
spaces, of other Pg""?g?f ‘ge _eX"td'SCh?;ge ' of the 08/07/13 Life Safety Code survey
gl:l::i a?,‘& Jv?t?iUIsr:fe V;"C Ct esinto salzeul;ig:z: e737 1 to allow exits to public ways to traverse
P P y- 11 grassy surfaces. The facility passes the
To ensure adequate exit capability, CMS requires FSES upon completion of all other
asphalt or concrete surfaces from exterior exits to deficiencies.
public ways.
Observation determined the north exterior exit
from Nelson Manor traverses the lawn to getto a
public way.
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K050| K050
SS=E 1. Fire drills have been and will continue

Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift.
The staff is familiar with procedures and is aware
that drills are part of established routine.
Responsibility for planning and conducting drills is
assigned only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms. 19.7.1.2

This STANDARD is not met as evidenced by:
Review of the facility's fire drill records
determined the facility failed to conduct quarterly
drills on each shift. Fire drill records did not
indicate a fire drill held during the first and second

to be held monthly. The fire drill will
be held at least quarterly on each shift.

2. All areas have the potential to be
affected.

A fire drill report is completed by the
maintenance supervisor or designee.
Documentation includes date, time
(shift) and names of those who
responded to the fire drill.

The maintenance supervisor will report
results of the fire drill to the QA
committee monthly times 3 months
then quarterly thereafter. Reports of
the fire drills are also shared with the
Safety Committee monthly.

. Completion date: 08-22-13.
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K 050 | Continued From page 2 K 050

shift of the third quarter of 2012, and the third
shift of the second quarter of 2013.
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