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CFR: 42 CFR 483.70(a)
BUILDING: 01
PLAN APPROVAL: 1965
SURVEY UNDER: 2000 Existing
FACILITY TYPE: SNF/NF
TYPE OF STRUCTURE: Two story, Type 11
{000}
SMOKE COMPARTMENTS: 9
FIRE ALARM: Complete autematic fire alarm K018
system NFPA 10 LIFE SAFETY CODE
. STANDARD
SPRINKLER SYSTEM: Complete automatic
(wet) sprinkler system. (1.) In order to ensure that corridor doors are
: able to resist the passage of smoke the
{ GENERATOR: Type Il diesel generator foltowing was completed:
> On 07/09/14, maintenance staff
A life safety code survey was initiated and installed an astragal strip (6063-T5
concluded on 07/08/14, The findings thaf follow extreded aluminum alloy with
demonstrate noncompliance with Title 42, Code heavy duty nylon brush, 12 hour
of Federal Regulations, 483.70 (a) et seq (Life fire rated to meet UL10B) to Dutch |
Safety from Fire). The facility was found not to be : door. '
in substantial compliance with the Requirements .
for Participation for Medicare and Medicaid. i (2.} The following was completed to ensure
other residents having the potential to be
Deficiencies were cited with the highest affected by NFPA requirements for f;S'Sta“Ce
deficiency identified at "D" level. Ofth‘;Pasfl?fe ;f;ﬁﬂ;i afeé’mtf"::t -
e ire Compartmen
K018 ; NFPA 101 LIFE SAFETY CODE STANDARD K018 Door Inspection Audit Form was
$8=D . . L revised on 07/09/14;
Doors protecting corridor openings in other than e
required enclosures of vertical openings, exits, or

LABORATORY DIRECTOR’S OR PRCOVID fSUPP |IER REPRESENTATIVE'S SIGNATURE TITLE 6} DATE,
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K018 | Centinued From page 1 K018 !

hazardous areas are substantial doors, such as

! those constructed of 1% inch 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 impediment to the closing of the doors. Doors
are provided with a means suitable for keeping

: the door closed. Dutch doors meeting 18.3.6.3.6
are permitted.

19.36.3

Roller latches are prehibited by CMS regulations
in alf hezlth care facilities.

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility

! failed to ensure that corridor doors were able to

resist the passage of smoke. This deficient
practice affected one (1) of nine {9} smoke
compartments, staff, and approximately thirty (30)
residents. The facility has the capacity for 160
beds with a census of 141 on the day of the

| survey.

The findings include:

: During the Life Safety Code tour on 07/08/14 at
© 8:55 AM with the Director of Maintenance (DOM),

an office door on the first floor was constructed
50 that the top and bottom halves operate
independently {Dutch door) and was observed to

¥  On 07/69/14, the Maintenance
Director audited all fire
comparfment doors to ensure doors
can resist the passage of smoke;
(SEE ATTACHED AUDIT)
¥ On 07/09/14, the Maintenance
Director conducted an inservice for
all maintenance staff on the
following:
« K018 - Smoke
Compartment Doors /
Dutch Doors:
e K022 — Access to Exit

Doors / Signage; and
s K029 - Door Closures

and Door Stops / Wedges
(SEE ATTACHED)

(3.) Quality Improvement measures
implemented to ensure that corridor doors meet
NFPA requirement and are able to resist the
passage of smoke include:

»  The Maintenance Director will
conduct monthly audits of fire and
smoke barrier compartment doors to
inchade Dutch door utilizing the
NFPA Fire Compartment Door
Inspection andit form. Arcas of
non-compliance will be corrected
immediately.

(4.) Monitoring the compliance of measures
taken to ensure that corridor doors meet NFPA
requirements regarding the passage of smoke
include:

# The Maintenance Director will
conduct compliance monitoring
monthly and analyze the results of
the Fire Compartment Door
Inspection Audit and document the
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K018 i
i Continued F‘ro.m page 2 ) K018 findings on the Compliance
have a gap in the middle of the door yvhen closgd. Monitoring Fire Compartment
The ga.p co_uld allow the passage of fire/smoke in Door audit form. The Maintenance '
a ﬁre situation and th_e gap must be covered by Pirector will submit the resulis of ‘
suitable means. An interview on 07/08/14 at 8:55 the Compliance Monitoring Fire
AM with the DOM revealed he was not aware the Compariment Door Inspection
opening between the doors should be covered. andit to the QAPI committee
| monthly. Negative results will be
The findings were revealed to the Administrator : identified and resolved through the
upon exit. interdisciplinary approach of the
committee.
Reference: NFPA 101 (2000 Edition).
CORRECTIVE ACTION TAG #K018
119.3.6.3.6 COMPLETED ON 07/09/14 07/09/14
Dutch doors shall be permitted where they
conform to 19.3.6.3. In addition, both the upper K 623
leaf and lower leaf shall be equipped with a
latching device, and the meeting edges of the NFFA 101 LIFE SAFETY CODE
. upper and lower leaves shall be equipped with an STANDARD
astragal, a rabbet, qr @ beve!. ] (1) In order to ensure that egress signage is
Dutch doars protecting openings in enclgsures properly displayed according to NEPA
around hazardous_areas shall comply with NFPA Standards the following was completed:
80, Standard for Fire Doors and Fire Windows. B On 07/08/14. the Maintenance
88=D from 1 Floor Lounge Ares and
Access to exits is marked by approved, readily replaced them with, “Ne Exit”
visible signs in all cases where the exit or way to signs on 07/25/14.
reach exit is not readily apparent to the
occupants.  7.10.1.4 {2.) The following was completed to ensure
exit doors are marked according to NFPA
Standards regarding egress signage:
»  On 07/09/14, the Maintenance
Director conducted an inservice for
all Maintenance Staff on the
following:
+ K018 - Smoke
Compartment Doors /
Dutch Doors;
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- 160 beds with & census of 141 on the day of the

survey,

The findings include;

: During the Life Safety Code tour on 07/08/14 at
| 9:50 AM with the Director of Maintenance (DOM),

two doors from the first floor lounge area that
lead to the outside courtyard were marked as
exits by exit signs over the doors; however, there
was not a suitable exit from the courtyard to the

. public way. Exits must be marked in such a way

to avoid confusion. Doors that may be mistaken
for exits must be marked as Not an Exit. An
interview on 07/08/14 at 9:50 AM with the DOM
revealed that the exit arrangement had been

. overlooked.

The findings were revealed to the Administrator
upon exit.

: Reference: NFPA 101 (2000 Edition).

7.10.8.1* No Exit.

Any door, passage, or stairway that is neither an
exit nor a way of exit access and that is located or
arrangad so that it is likely to be mistaken for an
exit shall be identified by a sign that reads as
follows:

NO EXIT

Such sign shall have the word NO in letters 2 in.

> On07/09/14 Maintenance Staff
completed an andit of all approved
exit doors for appropriate signage
{SEE ATTACHED AUDIT)

(3.) Quality Improvement measures
implemented to ensure that egress signage is
properly displayed according to NFPA
Standards include:

»  The Maintenance Director will
conduct monthly audits of Exit Deor
and No Exit Door Signage utilizing
the Exit Door and No Exit signage
Audit Form. Areas of non-
compliance will be corrected
immediately. (COPY OF AUDIT
ATTACHED)

{4.) Monitoring the compliance of measures
taken to ensure that egress signage is properly
displayed according to NFPA Standards
include:

» The Maintenance Director will
conduct compliance monitoring
monthly anaiyzing the results of the
Exit Door and No Exit Signage
Awudit and document the findings on
the Compliance Monitoring Exit
Door and No Exit Door Audit
Form. The Maintenance Director
will submit the results of compliance
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K 022 | Continued From page 3 K 022 K022 A Exit
This STANDARD is not met as evidenced by: * Dgors_l Sicc::s:t;n;u
Based on observation and interview, the facility snag
: . s K029 —-Door Closures &
failed to ensure that means of egress signage Door Stops'f Wedges
was properly displayed according to National Fire e Exit Door & No Exit
Protection Agency (NFPA) standards. This Signage Audit
deficient practice affected one {1) of ning (8) e  Exit Doors & Evacuation
smoke compartments, staff, and other occupants Route Policy
of the building. The facility has the capacity for (SEE ATTACHED)
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the approved automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches frorn the bottom of the door are
permitted.  19.3.2.1

This STANDARD is not met as evidenced by:
Based on observation and interview, the facility
failed to ensure that doors to hazardous areas
were being held open in an approved manner.
This deficient practice affected one (1) of nine (9)
smoke compartments, staff, and other ococupants
of the building. The facility has the capacity for
160 beds with a census of 141 on the day of the
survey.

¢ The findings include:

During the Life Safety Code tour on 07/08/14 at
9:10 AM, with the Director of Maintenance

. {DOM), a corridor door to the Medical Records

(1} In order to ensure that doors to hazardous
areas are not held open by door stops or wedges
the following action has taken place:

»  On 07/08/14, the Maintenance
Director removed the door stops
for the corridor door to the
Medical Records Room and the
‘Wash Room Kitchen Area door.

(2.) The following was completed to ensure
other residents are not affected by doors to
hazardous areas being held open:

> On 07/09/14, the Maintenance
Director conducted an inservice on

the following;
* K018 - Smoke
Compartment Doors /
Dutech Doors;

s K022 — Access to Exit
Doors / Signage; and
e K029 -Door Closures

and Deor Stops / Wedges
+  Laurel Heights Policy on
Door Stops
*  Revised Door Closure
Audit
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K 022 | Continued From page 4 K022 L. .
(5 om) high with a stroke width of 3/8 in. {1 om) monitoring o the QAPI committee
and th 4 EXIT in letters 1 in. (2.5 high monthly. Negative results will be
r?th the word EXITIS ;3 eri n. g Nocm) 1gn, identified and resolved through the
with the word slow the worl ; mterdisciplinary approach of the
Exception: This requirement shall not apply to committes.
approved existing signs.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K028 CORRECTIVE ACTION TAG #K022
$8=D COMPLETED ON 07/25/14 07/25/14
: One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1 K029
and/or 19.3.5.4 protects hazardous areas. When NFPA 101 LIFE SAFETY CODE
STANDARD
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K029 | Continued From page 5 K 029
reom was observed tc be held open by a wedge (SEEIAETITACHED
laced under the d Corrid FZ{oorsyt ° DOCUMENATION)
E ace | under the °°rt- ) Oh"'ldor N 0 b >  On07/18/14 the Maintenarce
azar ou_fhareas st o8 '|3 O,Pe”d ¥ sulable Director conducted a Door Closure
means with an automatic re easmg gwce .|n case Audit to include auditing for door
. of fire or other emergency. An interview with the stops.
DOM on 07/08/14 at 9:10 AM revealed he was
aware corridor doors could not be held cpen in (3.} The Quality Improvement measures

this manner. During the survey, a corridor to the
Wash Room Kitchen area was observed to be
held open by a wedge placed under the door.

The findings were revealed to the Administrator

i upon exit.

Reference: NFPA 101 (2000 Editicn).

19.2.2.2.6*

Any door in an exit passageway, stairway
enclosure, harizontal exit, smoke barrier, or
hazardous area enclosure shall ke permitted to

: be held open only by an automafic release device
! that complies with 7.2.1.8.2. The automatic

sprinkler system, if provided, and the fire alarm
system, and the systems required by 7.2.1.8.2
shall be arranged to initiate the closing action of
all such doors throughout the smoke
compartment or throughout the entire facility.

19.3.6.34

i Door-closing devices shall not be required on

doors in corridor wall openings other than those
serving required exits, smoke barriers, or
enclosures of vertical openings and hazardous
areas.

areas are
>

>

implemented to ensure doors to hazardous

(4.) Monitoring the compliance of measures
taken to ensure that doors to hazardous areas
are not held open by door stops include:

CORRECTIVE ACTION TAG #K029
COMPLETED ON 07/18/14

not held open by door stops include:
The Maintenance Director will
conduct monthly audits of door
closures and door stops utilizing the
Door Closure and Latch Audit
form. Arcas of non-compliance will
be corrected immediately.

The Maintenance Director will
conduct compliance monitoring
monthly analyzing the results of the
Door Closure and Latch Audit and
document the findings on the
Compliance Moaitoring Door
Closure and Latch Audit form.
The Maintenance Director will
submit the results of the Compliance
Monitoring Door Closure and
Latch Audit to the QAPI
Committee monthly. Negative
results will be identified and resolved:
through the interdisciplinary
approach of the committee.

07/18/14
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