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K Q00 | INITIAL COMMENTS K 000
Requirements for Long Term Care Facilities
Section 42 CFR 483.70 (a) except as otherwise.
provided in the section, the facility must meet the Puy
applicable provisions of the 2000 edition of the E
Life Safety Code, Existing Health Care, of the —_ '
National Fire Protection Asociation (NFPA) =3 '
The facility was a fully sprinklered single story o
building of Type V {lll) construction buflt in 1998
with a connecting Alzheimer Unit built in 12009, T
The building was equipped with & dry branch in =
the attic and an addressible fire alarm system. (2]
K018 NFPA 101 LIFE SAFETY CODE STANDARD K018 p—
55=D [ o) _
Doors protecting corridor apenings in other than K 018 The wheelchair cord that was AL S

required anclosures of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 134 inchi solid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There is

| no impadiment fo tha closing of the doors. Doors

are provided with a means suitable for keeping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted.  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD s not met as evidenced by:

plugged into the wall was imapeding the
closing of the door to the resident room.
The maintenance staff and Goshen Care
Center Supervisor educated the resident and
the Care Center staff on ensuning that the
door from the room to the hall remains elear
and able to close. On April 26" the resident
gave staff permission to have the wheelchair
moved 1o a storage room where it could be
plugged in and still be accessible to the
resident. The doorway will be monitored by
nursing and maintenance staff weekly, by
monthly safety walk throughs, and reported
to safety committee,
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Based on cbservations on 6/03/2010 the faoifity X
failed to assure that there were no impediments
to closing of carridor doors, Resident room door
404 was observed at approxmently 11:07 AM to
have a pawer cord that was plugged into &
electrical outlet and under the residents smoke
resisting door preventing full closura, This
observation was verified by the maintenance
director,
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