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A Life Safety Code survey was conducted by
Healthcare Licensing and Surveys on June 12,
2018.

Requirements for Long Term Nursing Homes
Section 42 CFR 483.700(a) except as otherwise
provided in the section, the facility must meet the
applicable provisions of the 2012 Edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association.

The facility was a fully sprinklered, two-story
building of Type 1l (111) construction built in 1982
and renovated in 1992 with an addition in 2010.
The building was equipped with a supervised
automatic wet sprinkler system and an
addressable fire alarm system. The facility had a
capacity of 94 certified Medicare and Medicaid
beds with a census of 81.
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Means of Egress - General

Aisles, passageways, corridors, exit discharges,
exit locations, and accesses are in accordance
with Chapter 7, and the means of egress is
continuously maintained free of all obstructions to
full use in case of emergency, unless modified by
18/19.2.2 through 18/19.2.11.
18.2.1,19.2.1,7.1.10.1

This REQUIREMENT is not met as evidenced

by:
Based on observation and staff interview the Preparation and/or execution of this plan
facility failed to maintain means of egress in of correction does not constitute the
accordance with the 2012 NFPA 101, Life Safety providers admission of or agreement with
Code. Failure to maintain means of egress could the facts alleged or conclusions set forth
result in injury or death in the event of an in the statement of deficiencies. The plan
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emergency requiring evacuation from an area.
The deficiency affected one (1) of three (3)
smoke compartments on the second floor.

The findings were:

Observation on 06/12/18 at 10:45 AM revealed
the 2nd story stairwell exit door had a fabric sign
that read "STOP" in front of the door, obstructing
the exit door hardware.

Interview with the maintenance director at the
time of the observation acknowledged the
deficiency, and revealed he was unaware of the
requirement.

Interview with the administrator at the time of exit
acknowledged the deficiency.

Reference: 2012 NFPA 101 Section 19.2.1,
7.1.10.2.1
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of correction is prepared and/or executed
solely because it is required by the
provisions of federal and state law.

1.Fabric “STOP” sign listed in the 2567
has been removed along with the Velcro
strips by the maintenance staff.

2.0ther exit doors were inspected and no
other violations were found. Regular (at
least quarterly) hazards assessments
audits will continue to monitor to ensure
continued compliance.

3. Staff will be educated on 7/18 as well
as on an ongoing basis as to the
requirements of K-211 and to ensure that
no exit doors are obstructed in any way.
Regular (at least quarterly) hazards
assessments audits will continue to
monitor to ensure continued compliance.
A new “STOP" sign decal was placed on
the interior of the exit door to alert
residents and staff of the alarm on the
door.

4 The Operations Director or designee will
monitor for continued compliance during
regular (at least quarterly) hazards audits.
Results of the audits will be brought to the
monthly QAPI meeting for review to
ensure continued compliance.
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An Emergency Preparedness survey was
conducted by Healthcare Licensing and Surveys
on 06/12/2018.

Based upon the findings of the survey, it was
determined that the facility was in compliance
with all Emergency Preparedness requirements.
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