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K 000 | 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
applicable provisions of the 2000 Edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association.
The facility was a fully sprinklered, single story
building of Type V (111) construction built in 1965
and 2006. The building was equipped with a
supervised, automatic wet sprinkler system with a
zoned fire alarm system. The facility had a
capacity of 54 certified Medicare and Medicaid
beds with a census of 51. . . L Lo b
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038| K038 The facility will maintain exits 3225
S8=D to be readily accessible at all times.
Exit access is arranged so that exits are readily This will be accomplished by: i
_a,c;cess;bgle2 a;t all times in accordance with section 1. A service call will be set up with ) EA.qu(_,
This STANDARD is not met as evidenced by: SRS ESSENESECRRERT0 correct (0% -5{ /4 [1¥
Based on observation and staff interview, the the photo eye for the egress door to |
facility failed to arrange exit access so that exits the secured unit. Safety inspections
are readily accessible at all times in 1 of 9 exits. . . X c}.SL.
The findings were: will occur on a regular month basis. O\SA”S \
2. A service call will be placed wi \ Xl
1. Observation on 02/16/16 at 2:10 PM of the EEcNEE SRS RFEER 10 make CoV S 3//‘///0’
doors to the secured unit revealed the-doors were sure the wanderguard system is 9
a required exit for the unsecured side. Further i tlv. The system will
observation revealed the doors were equipped Operating correctly. Y
with a sensor and a push to exit button, however be monitored through monthly safety
the senor did not function and would not release inspections.
the magnetic lock. At the time of the observation 3. Proper door hardware will replace
the Facility Maintenance Manager acknowledged th door lock with th leasin
the door would not unlock when an occupant € door lock with the proper reeasing
approached the door. function knob to permanently repair of
the equipment.
2. Observation on 02/16/16 at 2:10 PM of the B
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Continued From page 1 K 038| 4. Maintenance Department will
North Secured Unit exit revealed the exit was a monitor monthly and report to QA.

required exit for the unsecured facility. Further
observation revealed the door was equipped with
a wanderguard system, but the system did not
function properly. A code was required to be
entered to unlock the doors to the outside of the
building. At the time of the observation the Facility
Maintenance Manager acknowledged the
wanderguard system was not working and the
exit was locked.

Ref: ,
2000 NFPA 101, Section 19.2.2.2.4

3. Observation on 02/16/16 at 2:26 PM of the
facility exam room revealed the door required
tight pinching, and more than one releasing
operation to make the door operable. At the time
of the abservation the Facility Maintenarice
Manager acknowledged the door lock required
more than one releasing operation.

Ref:
2000 NFPA 101, Sections 19.2.2.2.1 and
7.21.5.4
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