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{K 000} INITIAL COMMENTS {K 000}

 A Life Safety Code revisit survey was conducted 

on 04/09/2018 for previous deficiencies cited on 

02/07/2018.

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 2012 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 with plan 

approval in 1967 and 1973. The building was 

equipped with a supervised, automatic wet 

sprinkler system with an anti-freeze branch, and 

an addressable fire alarm system. The facility had 

a capacity of 120 certified Medicare and Medicaid 

beds with a census of 80 residents.

 

{K 932}

SS=E

Features of Fire Protection - Other

CFR(s): NFPA 101

Features of Fire Protection - Other

List in the REMARKS section any NFPA 99 

Chapter 15 Features of Fire Protection 

requirements that are not addressed by the 

provided K-Tags, but are deficient. This 

information, along with the applicable Life Safety 

Code or NFPA standard citation, should be 

included on Form CMS-2567.

Chapter 15 (NFPA 99)

This REQUIREMENT  is not met as evidenced 

by:

{K 932} 4/20/18

 Based on document review and staff interview, 

the facility failed to maintain fire alarm systems in 

accordance with the 2012 NFPA 101, Life Safety 

Code, and the 2010 NFPA 80, Standard for Fire 

 PREPARATION AND EXECUTION OF 

THIS RESPONSE AND PLAN OF 

CORRECTION DOES NOT 

CONSTITUTE AN ADMISSION OR 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

04/12/2018Electronically Signed

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.
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{K 932} Continued From page 1 {K 932}

Doors and other Opening Protectives. The 

deficient practice affected eight (8) smoke 

compartments. The findings were:

Document review of follow-up documentation on 

4/9/2018 at 10:00 AM revealed the facility could 

not verify that the required fire damper testing, 

which had been cited as deficient in the previous 

survey performed on 2/7/2018, had been 

corrected in accordance with the Life Safety Code 

and NFPA 80. Failure to maintain fire dampers as 

required could cause smoke and fire spread 

resulting in injury or death. Interview with the 

facility administrator via phone call on 4/9/2018 at 

12:00 PM acknowledged that the damper testing 

had not been completed. 

REF: 2012 NFPA 101, Section: 8.4.6.2

          2010 NFPA 80, Section: 19.4.1.1

AGREEMENT BY THE PROVIDER OF 

THE TRUTH OF THE FACTS ALLEGED 

OR CONCLUSIONS SET FORTH IN THE 

STATEMENT OF DEFICIENCIES.  THE 

PLAN OF CORRECTION IS PREPARED 

AND/OR EXECUTED SOLELY BECAUSE 

IT IS REQUIRED BY THE PROVISIONS 

OF FEDERAL AND STATE LAW.  FOR 

THE PURPOSES OF ANY ALLEGATION 

THAT THE FACILITY IS NOT IN 

SUBSTANTIAL COMPLIANCE WITH 

FEDERAL REQUIREMENTS OF 

PARTICIPATION, THIS RESPONSE AND 

PLAN OF CORRECTION CONSTITUTES 

THE FACILITY'S ALLEGATION OF 

COMPLIANCE IN ACCORDANCE WITH 

SECTION 42 C.F.R. ¿488.18 AND 

SECTION 7317A OF THE STATE 

OPERATIONS MANUAL.

CORRECTIVE ACTION FOR THOSE 

RESIDENTS FOUND TO HAVE BEEN 

AFFECTED BY THE DEFICIENT 

PRACTICE: 

The facility has entered into a work 

agreement to start work on the fire/smoke 

dampers within the facility.  Agreement 

attached.

HOW THE FACILITY IDENTIFIED 

OTHER RESIDENTS HAVING THE   

POTENTIAL TO BE AFFECTED BY THE 

SAME DEFICIENT PRACTICE:

All residents, in some form and at some 

time, could be affected by the same 

alleged deficient practice.
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MEASURES OR SYSTEMIC CHANGES 

MADE TO ENSURE THE DEFICIENT  

PRACTICE WILL NOT OCCUR AGAIN:

The maintenance supervisor and/or 

designee will schedule the fire dampers to 

be checked every four (4) years or as 

needed for any repairs.

HOW THE FACILITY PLANS TO 

MONITOR PERFORMANCE TO MAKE 

SURE THE SOLUTIONS ARE 

SUSTAINED:

The maintenance director and/or 

designee will keep vendor documentation 

on the facilities internal record system to 

make sure documentation is available for 

review.  Any findings will be presented at 

monthly QAPI meeting X3 months or until 

the deficient practice is in compliance.
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