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K0000 INITIAL COMMENTS
Bldg. 01
A Life Safety Code survey was conducted by

and 09/02/2026.

section, the facility must meet the applicable

Protection Association.

noncompliance with 42 CFR 48.90.

K0223 Doors with Self-Closing Devices
SS=D
Bldg. 01 CFR(s): NFPA 101

Doors with Self-Closing Devices

entire facility upon activation of:

* Required manual fire alarm system; and

detection system; and
* Automatic sprinkler system, if installed; and
* Loss of power.

18.2.2.2.7,18.2.2.2.8,19.2.2.2.7, 19.2.2.2.8

Healthcare Licensing and Surveys on 09/01/2026

Requirements for Long Term Care Facilities Section
42 CFR 483.90, except as otherwise provided in this

provisions of the 2012 Edition of the Life Safety
Code, Existing Health Care, of the National Fire

The facility was a fully sprinklered two story building
with a basement of Type Il (111) construction built in
2016. The building was equipped with a supervised
wet and dry sprinkler system, and an addressable
fire alarm system. The facility had a capacity of 160
certified Medicare and Medicaid beds with a census
of 76 residents. The findings that follow demonstrate

Doors in an exit passageway, stairway enclosure, or
horizontal exit, smoke barrier, or hazardous area
enclosure are self-closing and kept in the closed
position, unless held open by a release device
complying with 7.2.1.8.2 that automatically closes all
such doors throughout the smoke compartment or

* Local smoke detectors designed to detect smoke
passing through the opening or a required smoke

K0000

K0223 Corrective Action for Affected Area(s): Kiln room
door. Door stop was removed and disgarded by
self-close and latch per regulatory guidance.
Corrective Action for Others: The Maintenance
Director, Director of Support Services, and NHA
evaluated all self-closing devices throughout the

facility were kept in the closed position. No
additional findings occured

Systemic Changes to Prevent Recurrence:

be propped open. All staff education completed
using regulatory guidance.

Monitoring to Ensure Ongoing Compliance: Plant
operations supervisor/designee will audit 5

be completed weekly x4 weeks, then monthly x2
months with findings reviewe/reported to QAPI

#216 had table relocateed to remove the propped

Facility Maintenance Director. Door was varified to

Immediately educated activity staff on self-closing
doors are to be kept in a closed position and cannot

self-closing doors throughout the facility. Audits will

09/23/2026

09/25/2026
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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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PROVIDER'S PLAN OF CORRECTION

Based on observation and staff interview, the facility
failed to maintain doors with self-closing devices in
accordance with the 2012 NFPA 101, Life Safety
Code. Failure to maintain doors with self-closing
devices as required could result in injury or death
during an emergency. The deficiency affected one (1)
door with self-closing devices. The findings were:

Observation on 09/01/2026 at 1:45 PM at the kiln
room #216, revealed that the door was propped open
with a work table. A wood door stop was observed
as well next to the open door. Facility maintenance
confiscated the door stop and immediately corrected
the deficiency.

Interview with the facility administrator and
maintenance at the time of observation
acknowledged the deficiency, and indicated they
were aware of the requirement.

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

REF: 2012 NFPA 101: Section 7.2.1.8.1
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SS=D This STANDARD is NOT MET as evidenced by: committee.
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An Emergency Preparedness survey was conducted
by Healthcare Licensing and Surveys on 09/01/2026
and 09/02/2026. Based on the findings of the
survey, the facility is in compliance with 42 CFR
483.73.
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