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K 000 INITIAL COMMENTS K 000

 A Life Safety Code (LSC) survey was conducted 

as per The Code of Federal Register at 42CFR 

483.70(a); using the 2000 Existing Health Care 

section of the LSC and its referenced 

publications. The facility  is utilizing speical 

locking systems.  In the exit conference all 

deficiencies noted were discussed and 

acknowledged with administration.

Stories: One

Construction Type:  V (111) 

Constructed: 1974

Fully Sprinkled - Yes

At time of survey the:

Total Certified Bed Count = 200

Census = 186

The requirement at 42 CFR, Subpart 483.70(a) is 

NOT MET as evidence by:

 

K 029

SS=D

NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction (with o hour 

fire-rated doors) or an approved automatic fire 

extinguishing system in accordance with 8.4.1 

and/or 19.3.5.4 protects hazardous areas.  When 

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 from the bottom of the door are 

permitted.     19.3.2.1

This STANDARD  is not met as evidenced by:

K 029 9/29/16

 42 CFR 483.70 (a)

Based on observations, and documentation 

review on 8/18/2016, at approximately 9:45 AM 

 K029

The door to the soiled utility room on 

station two was repaired with new closure 
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onward, the following deficiencies were noted: 

The facility  maintenance  and inspection of 

egress corridor doors was non-compliant, specific 

findings include: 

The door to the soiled linen rom near the nurses 

station number two is equipped with a door 

closure.  The door closer when activated does not 

close the door tight in its frame.  

This deficiency affects 1 of approximately 12 

smoke zones in  the facility.   

Ref: 2000 NFPA 101 Section 19.3.6.3.2*

Failure to comply with minimum standards as 

referenced increases the risk of death or injury 

due to fire and/or smoke

and repair to frame/plate to ensure a tight 

closure by Hillco support Services on 

8/23/16.

A 100% audit of all egress corridor doors 

was performed by the maintenance 

director on 8/18/16 to ensure that all 

egress doors in the corridors close tightly 

to frame.

Upon completion of the audit, no other 

doors were found to be out of compliance.

The Administrator initiated a corridor door 

monitoring tool on 8/29/16 for the 

Maintenance Director, and Assistant 

Maintenance to utilize to ensure exit and 

corridor doors remain in proper function.

The Administrator educated the 

Maintenance Director, and Assistant 

Maintenance on monitoring tool on 

8/29/16 and that in any event that a 

corridor door is not properly functioning 

and closing tightly the administrator is to 

be notified immediately.

The Maintenance Director, and/or 

Assistant Maintenance will conduct the 

door checks utilizing the monitoring tool 

weekly for 4 weeks, then monthly for 12 

months.

The Maintenance Director, and/or 

Assistant Maintenance will report monthly 

the results of the audits to the Quality 

Assurance Performance Improvement 

Committee.   This committee will review 

the audits and recommend continued 

monitoring as necessary.
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