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K018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
" §Se=D Preparation andfor execution of the
Doars protecting cortidor openings in other than response and plan of correction does
required enclosures of vertical opsnings, exits, or not constitute admission or agreement
- | hazardous areas are substaniial doors, such as by the provider of the Truth of the facts
those constructed of 1%4 inch solid-bonded core alleged or conclus:ions_ set forth in this
wood, or capable of resisting fire for at least 20 statement of deficiencies. The plan of
minutes, Doors in sprinklered bulidings are only correction Is prepared and/or executed
requlred to resist the passage of smoke. There i S°|9[i)’ _becaufsfeci]t Is required by the
no Impediment to the closing of the doars, Doors g"o"tf]'ons ot fe e;ai andnstatc:_ Law.
are provided with 2 means sultabls for keaping or the purpose of any allegation
the door closad. Dutch doors meeting 19.3.8.3.8 that the facility is not in substantial
are permitted, ' 10.3.6.3 . . compliance with federal requirements

of particlpation, this response and plan
of correction constitutes the facllity's
allegation of compliance in accordance
with section 7305 of the State
Operations Manual.

Roller fatches are prohibited by CMS ragulations
in all heaith cars facifities.

TAG K018 — PLAN OF CORRECTION
Corrective Date: 3/18/10

Corrective Action: The identifled room
doors were adjusted o close with less

than 5 foot-pounds of pressure.
This STANDARD s not met as evidenced by:

Based on observation and staff Interview, the Identification of Others:: An audit of
facllity falled to ensure corridor doors were all corridor doars was completed and
capable of resisting the passage of smoke [h 2 of all Identifled issuas were repaired.

8 smoke compartments. Thes findings were:
Systems/Measures: Weekly

Observation on 2/25M0 between 11:32 AM and preveniative maintenance
2:18 PM revealed corridor doors to resident audlts will be completed on all
rooms #507 and #114 did not close completely in corridor doors to ensure compliance
their frames unless force in excess of 5 foot with standard.

| pounds of pressure was applied, Interview with- - |~ == |~ S o
the maintenance manager at that ime confirmed :g;g: Sg;,?g nﬂi‘ﬁﬁ”ﬁﬂﬁﬁﬂgﬁm
t;xct[ajuic&?]rgs did not seat in their frames anhd neaded compliance. Data obtained by way

of preventative maintenance audits
will be analyzed for patterns and

LABORAT ORP ER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8 DATE/
"o ' - i dlonto 03//7/70

Any deflclency statement ending with an asterlskﬁﬂéwtes & defictancy which the institution may be excused from carrecting providing it Is datermined hat
other safaguards provide sufficlent protecticn to the patlents. {See Instructions,} Except for nursing homas, the findings stated above are disclosable 80 days
fallowing the date of survey whether or not a plan of corrsction Is provided, For aursing homes, the above findings and plans  of sorreation are disclosabla 14
days following the date these documents are made available to the facllity. If deficlencles are clted, an approﬁ\;ed pl_ahmt?b‘é‘rﬂaéfmn Is requisite to continued
program partlclpation, Vioming Dest of Meatl
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DATE

trands and reported monthly to the
facility QA&A Committee by the
malntenance director and/or
designee. The QA&A committes
will evaluate the effectiveness of
the plan based on trends ideniifled
and implement additional
Interventions as needed to ensure
continued compllance monthly x 3.
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