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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of All Minnesotans

CMS Certification Number (CCN): 245634
February 8, 2018

Ms. Cherie Camuel, Administrator
Aurora On France

6500 France Avenue

Edina, MN 55435

Dear Ms. Camuel:

The Minnesota Department of Health assists the Centers for Medicare and Medicaid Services (CMS) by
surveying skilled nursing facilities and nursing facilities to determine whether they meet the requirements for
participation. To participate as a skilled nursing facility in the Medicare program or as a nursing facility in the
Medicaid program, a provider must be in substantial compliance with each of the requirements established by
the Secretary of Health and Human Services found in 42 CFR part 483, Subpart B.

Based upon your facility being in substantial compliance, we are recommending to CMS that your facility be
recertified for participation in the Medicare and Medicaid program.

Effective December 8, 2017 the above facility is certified for:
63 Skilled Nursing Facility/Nursing Facility Beds
Your facility’s Medicare approved area consists of all 63 skilled nursing facility beds.

You should advise our office of any changes in staffing, services, or organization, which might affect your
certification status.

If, at the time of your next survey, we find your facility to not be in substantial compliance your Medicare and
Medicaid provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,
_},]/“}‘f_,m";“L -j%ba)awnmgj

Kamala Fiske-Downing

Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: (651) 201-4112 Fax: (651) 215-9697
Email: Kamala.Fiske-Downing@state.mn.us

cc: Licensing and Certification File

An equal opportunity employer.



m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of All Minnesotans

Electronically delivered
February 8, 2018

Ms. Cherie Camuel, Administrator
Aurora On France

6500 France Avenue

Edina, MN 55435

RE: Project Number S5634001
Dear Ms. Camuel:

On November 14, 2017, we informed you that we would recommend enforcement remedies based on the
deficiencies cited by this Department for a standard survey, completed on November 2, 2017. This survey
found the most serious deficiencies to be isolated deficiencies that constituted no actual harm with potential for
more than minimal harm that was not immediate jeopardy (Level D) whereby corrections were required.

On December 18, 2017, the Minnesota Department of Health completed a Post Certification Revisit (PCR) to
verify that your facility had achieved and maintained compliance with federal certification deficiencies issued
pursuant to a standard survey, completed on November 2, 2017. We presumed, based on your plan of
correction, that your facility had corrected these deficiencies as of December 8, 2017. Based on our PCR, we
have determined that your facility has corrected the deficiencies issued pursuant to our standard survey,
completed on November 2, 2017, effective December 8, 2017 and therefore remedies outlined in our letter to
you dated November 14, 2017, will not be imposed.

Please note, it is your responsibility to share the information contained in this letter and the results of this visit
with the President of your facility's Governing Body.

Feel free to contact me if you have questions.

Sincerely,
_},]/“}‘MM;“L -j%ba)awnm;}

Kamala Fiske-Downing

Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: (651) 201-4112 Fax: (651) 215-9697
Email: Kamala.Fiske-Downing@state.mn.us

cc: Licensing and Certification File

An equal opportunity employer.
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m DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of All Minnesotans

Electronically delivered
November 14, 2017

Ms. Cherie Camuel, Administrator
Aurora on France

6500 France Avenue

Edina, MN 55435

RE: Project Number S5634001
Dear Ms. Camuel:

On November 2, 2017, a standard survey was completed at your facility by the Minnesota Departments
of Health and Public Safety to determine if your facility was in compliance with Federal participation
requirements for skilled nursing facilities and/or nursing facilities participating in the Medicare and/or
Medicaid programs. This survey found the most serious deficiencies in your facility to be isolated
deficiencies that constitute no actual harm with potential for more than minimal harm that is not
immediate jeopardy (Level D), as evidenced by the electronically delivered CMS-2567, whereby
corrections are required.

Please note that this notice does not constitute formal notice of imposition of alternative remedies or
termination of your provider agreement. Should the Centers for Medicare & Medicaid Services
determine that termination or any other remedy is warranted, it will provide you with a separate
formal notification of that determination.

This letter provides important information regarding your response to these deficiencies and addresses
the following issues:

Opportunity to Correct - the facility is allowed an opportunity to correct identified deficiencies
before remedies are imposed;

Electronic Plan of Correction - when a plan of correction will be due and the information to be
contained in that document;

Remedies - the type of remedies that will be imposed with the authorization of the
Centers for Medicare and Medicaid Services (CMS) if substantial compliance is not attained at
the time of a revisit;

Potential Consequences - the consequences of not attaining substantial compliance 3 and 6
months after the survey date; and

An equal opportunity employer.
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Page 2
Informal Dispute Resolution - your right to request an informal reconsideration to dispute the
attached deficiencies.

Please note, it is your responsibility to share the information contained in this letter and the results of
this visit with the President of your facility's Governing Body.

DEPARTMENT CONTACT

Questions regarding this letter and all documents submitted as a response to the resident care
deficiencies (those preceded by a "F" tag), i.e., the plan of correction should be directed to:

Gloria Derfus, Unit Supervisor
Metro C Survey Team

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
85 East Seventh Place, Suite 220
P.O. Box 64900

Saint Paul, Minnesota 55164-0900
Email: gloria.derfus@state.mn.us
Phone: (651) 201-3792

Fax: (651) 215-9697

OPPORTUNITY TO CORRECT - DATE OF CORRECTION - REMEDIES
As of January 14, 2000, CMS policy requires that facilities will not be given an opportunity to correct
before remedies will be imposed when actual harm was cited at the last standard or intervening survey
and also cited at the current survey. Your facility does not meet this criterion. Therefore, if your
facility has not achieved substantial compliance by December 12, 2017, the Department of Health will
impose the following remedy:

. State Monitoring. (42 CFR 488.422)
ELECTRONIC PLAN OF CORRECTION (ePoC)

An ePoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your ePoC must:

- Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice;

- Address how the facility will identify other residents having the potential to be affected
by the same deficient practice;

- Address what measures will be put into place or systemic changes made to ensure that
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the deficient practice will not recur;

- Indicate how the facility plans to monitor its performance to make sure that solutions
are sustained. The facility must develop a plan for ensuring that correction is achieved
and sustained. This plan must be implemented, and the corrective action evaluated for
its effectiveness. The plan of correction is integrated into the quality assurance system;

- Include dates when corrective action will be completed. The corrective action
completion dates must be acceptable to the State. If the plan of correction is
unacceptable for any reason, the State will notify the facility. If the plan of correction is
acceptable, the State will notify the facility. Facilities should be cautioned that they are
ultimately accountable for their own compliance, and that responsibility is not alleviated
in cases where notification about the acceptability of their plan of correction is not
made timely. The plan of correction will serve as the facility’s allegation of compliance;
and,

- Submit electronically to acknowledge your receipt of the electronic 2567, your review
and your ePoC submission.

The state agency may, in lieu of a revisit, determine correction and compliance by accepting the
facility's ePoC if the ePoC is reasonable, addresses the problem and provides evidence that the
corrective action has occurred.

If an acceptable ePoC is not received within 10 calendar days from the receipt of this letter, we will
recommend to the CMS Region V Office that one or more of the following remedies be imposed:

. Optional denial of payment for new Medicare and Medicaid admissions (42 CFR
488.417 (a));

. Per day civil money penalty (42 CFR 488.430 through 488.444).

Failure to submit an acceptable ePoC could also result in the termination of your facility’s Medicare
and/or Medicaid agreement.

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. Your
signature at the bottom of the first page of the CMS-2567 form will be used as verification of
compliance. In order for your allegation of compliance to be acceptable to the Department, the ePoC
must meet the criteria listed in the plan of correction section above. You will be notified by the
Minnesota Department of Health, Licensing and Certification Program staff and/or the Department of
Public Safety, State Fire Marshal Division staff, if your ePoC for the respective deficiencies (if any) is
acceptable.



Aurora on France
November 14, 2017
Page 4

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, an onsite revisit of your facility may be conducted to validate that
substantial compliance with the regulations has been attained in accordance with your verification. A

Post Certification Revisit (PCR) will occur after the date you identified that compliance was achieved in
your plan of correction.

If substantial compliance has been achieved, certification of your facility in the Medicare and/or
Medicaid program(s) will be continued and remedies will not be imposed. Compliance is certified as of
the latest correction date on the approved ePoC, unless it is determined that either correction actually
occurred between the latest correction date on the ePoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the ePoC.

Original deficiencies not corrected

If your facility has not achieved substantial compliance, we will impose the remedies described above.
If the level of noncompliance worsened to a point where a higher category of remedy may be imposed,
we will recommend to the CMS Region V Office that those other remedies be imposed.

Original deficiencies not corrected and new deficiencies found during the revisit

If new deficiencies are identified at the time of the revisit, those deficiencies may be disputed through
the informal dispute resolution process. However, the remedies specified in this letter will be imposed
for original deficiencies not corrected. If the deficiencies identified at the revisit require the imposition
of a higher category of remedy, we will recommend to the CMS Region V Office that those remedies be
imposed.

Original deficiencies corrected but new deficiencies found during the revisit

If new deficiencies are found at the revisit, the remedies specified in this letter will be imposed. If the
deficiencies identified at the revisit require the imposition of a higher category of remedy, we will
recommend to the CMS Region V Office that those remedies be imposed. You will be provided the
required notice before the imposition of a new remedy or informed if another date will be set for the
imposition of these remedies.

FAILURE TO ACHIEVE SUBSTANTIAL COMPLIANCE BY THE THIRD OR SIXTH MONTH AFTER THE LAST
DAY OF THE SURVEY

If substantial compliance with the regulations is not verified by February 2, 2018 (three months after
the identification of noncompliance), the CMS Region V Office must deny payment for new admissions
as mandated by the Social Security Act (the Act) at Sections 1819(h)(2)(D) and 1919(h)(2)(C) and
Federal regulations at 42 CFR Section 488.417(b). This mandatory denial of payments will be based on
the failure to comply with deficiencies originally contained in the Statement of Deficiencies, upon the
identification of new deficiencies at the time of the revisit, or if deficiencies have been issued as the
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result of a complaint visit or other survey conducted after the original statement of deficiencies was
issued. This mandatory denial of payment is in addition to any remedies that may still be in effect as of
this date.

We will also recommend to the CMS Region V Office and/or the Minnesota Department of Human
Services that your provider agreement be terminated by May 2, 2018 (six months after the
identification of noncompliance) if your facility does not achieve substantial compliance. This action is
mandated by the Social Security Act at Sections 1819(h)(2)(C) and 1919(h)(3)(D) and Federal
regulations at 42 CFR Sections 488.412 and 488.456.

INFORMAL DISPUTE RESOLUTION

In accordance with 42 CFR 488.331, you have one opportunity to question cited deficiencies through
an informal dispute resolution process. You are required to send your written request, along with the
specific deficiencies being disputed, and an explanation of why you are disputing those deficiencies, to:

Nursing Home Informal Dispute Process
Minnesota Department of Health
Health Regulation Division

P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting an ePoC for the cited
deficiencies. All requests for an IDR or IIDR of federal deficiencies must be submitted via the web at:
http://www.health.state.mn.us/divs/fpc/profinfo/ltc/ltc idr.cfm

You must notify MDH at this website of your request for an IDR or [IDR within the 10 calendar day
period allotted for submitting an acceptable plan of correction. A copy of the Department’s informal
dispute resolution policies are posted on the MDH Information Bulletin website at:
http://www.health.state.mn.us/divs/fpc/profinfo/infobul.htm

Please note that the failure to complete the informal dispute resolution process will not delay the
dates specified for compliance or the imposition of remedies.

Questions regarding all documents submitted as a response to the Life Safety Code deficiencies (those
preceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

Mr. Tom Linhoff, Fire Safety Supervisor
Health Care Fire Inspections

Minnesota Department of Public Safety
State Fire Marshal Division

445 Minnesota Street, Suite 145

St. Paul, Minnesota 55101-5145

Email: tom.linhoff@state.mn.us
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Telephone: (651) 430-3012
Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,
h/mmg& -j%ba)awnm;}

Kamala Fiske-Downing

Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: (651) 201-4112 Fax: (651) 215-9697
Email: kamala.fiske-downing@state.mn.us

cc: Licensing and Certification File
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On 10/30/17 through 11/2/2017, a recertification
survey was completed by surveyors from the
Minnesota Department of Health (MDH) to
determine compliance with requirements at 42
CFR Part 483, subpart B, requirements for Long
Term Care Facilities.

The facility's electronic Plan of Correction (ePoC)
will serve as your allegation of compliance upon
the Department's acceptance.

Because you are enrolled in ePoC, your signature
is not required at the bottom of the first page of
the CMS-2567 form. Your electronic submission
of the PoC will be used as verification of
compliance.

F 441 | INFECTION CONTROL, PREVENT SPREAD, F 441 12/8/17
s8s=D LINENS

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

(a) Infection prevention and control program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at
a minimum, the following elements:

(1) A system for preventing, identifying, reporting,
investigating, and controlling infections and
communicable diseases for all residents, staff,
volunteers, visitors, and other individuals
providing services under a contractual
arrangement based upon the facility assessment
conducted according to §483.70(e) and following
accepted national standards (facility assessment
implementation is Phase 2);

(2) Written standards, policies, and procedures

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 11/21/2017

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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for the program, which must include, but are not
limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or infections

before they can spread to other persons in the

facility;

(i) When and to whom possible incidents of
communicable disease or infections should be
reported;

(ii) Standard and transmission-based precautions
to be followed to prevent spread of infections;

(iv) When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation,
depending upon the infectious agent or organism
involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi) The hand hygiene procedures to be followed
by staff involved in direct resident contact.

(4) A system for recording incidents identified
under the facility’s IPCP and the corrective
actions taken by the facility.
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(e) Linens. Personnel must handle, store,
process, and transport linens so as to prevent the
spread of infection.

(f) Annual review. The facility will conduct an
annual review of its IPCP and update their
program, as necessary.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and document
review, the facility failed to ensure staff utilized
appropriate precautions for 2 of 2 residents
(R274 and R275) reviewed who had infections
that required staff to utilize personal protective
equipment. This deficient practice had the
potential to affect other resident's cared for by
staff who failed to utilize the appropriate
precautions.

Findings include:

Review of the the medical record indicated 274
had been admitted to facility on 10/30/17, with a
current diagnosis of Clostridium Difficile, (C-diff.
is an intestinal infection that causes loose, watery
stools. C-diff is a highly contagious infection and
can be spread from person to person by coming
in contact with stool or spores from the stool left
on surfaces). In addition, the record indicated
R274 also had a diagnosis of multiple sclerosis (a
neuromuscular disease) and required assistance
with using the toilet, bathing, and dressing.

R274 was observed on 11/1/17, at 7:39 a.m. to
receive care from nursing assistant (NA)-A. Prior
to entering the resident's room, NA-A was
observed to don an isolation protective gown and
gloves. At the time of the observation, R274
stated NA-A had assisted R274 to clean up a "big
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All unrated isolation gowns have been
removed from the facility. Staff
responsible for ordering facility supplies
have been educated by Director of
Nursing on ordering isolation gowns that
are fluid resistant for Norovirus, Rotavirus
and C-Diff and must be a level 3 or higher
based on national rating for fluid
impermeability.

Facility infection control policy for
standard precautions and isolation
precautions has been updated to state
"isolation gowns must be impermeable to
fluids and protect against C-Diff and be
rated at a level 3 or higher based on
national ratings for fluid impermeability”.

All staff including float staff have been
educated by Staff Development/Infection
Control Nurse or designee to wear a level
3 or higher isolation gown when isolation
precautions are necessary for patient
care.

All staff have been educated by Staff
Development/Infection Control Nurse or
designee that all equipment must be
cleaned with a cleaner specially
designated for infection purposes prior to
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blow out" of incontinent stool earlier that morning,
which R274 said had been "a big mess".

At 9:04 a.m. on 11/1/17, registered nurse (RN)-B
was observed putting on a gown and gloves prior
to entering R274's room to administer
medications. At that time, the surveyor donned an
isolation gown and the sleeve of the gown tore. At
that time, RN-B was interviewed regarding the
permaeablility of the isolation gowns and if they
were fluid resistant. RN-B stated that she
"doubted it." RN-B entered R274's room and
administered oral medications to R274.

On 11/2/17, at 9:41 a.m. NA-A was interviewed
regarding the care provided to R274 on 11/1/17.
NA-A stated she'd entered R274's room, R274
was sitting on the edge of the bed with a sheet
and pajama bottoms in her hands and R274 had
told her (NA-A) that she needed assistance to get
cleaned up. NA-A stated R274 tore open one side
of the incontinence brief and NA-A tore open the
other side. NA-A stated the resident had been
incontinent of feces, so she had removed the
incontinence brief and washed R274's buttocks to
clean the feces from R274's skin. NA-A stated
the remaining bed sheet was not observed to
have any fecal matter on it when the care was
completed. NA-A stated after completion of the
care she had removed her gloves and gown.
NA-A said she had not seen any fecal matter on
her gown either. NA-A was interviewed about the
total number of residents assigned to her care on
11/1/17 when the incident with R274 had
occurred. NA-A stated there were seven residents
in each of three groups, and the NAs help with all
three groups. NA-A stated she came in contact
with approximately 21 residents on the unit. NA-A
was interviewed who was responsible for the
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removing any equipment from a patients
room.

Director of Nursing or designee will audit
once a week to ensure level 3 or higher
gowns are ordered, stocked and wore for
infection control purposes. If audits are
100% for 3 consecutive months random
audits will be conducted and reviewed at
QAPI monthly.
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stocking the supplies for residents with isolation
precautions regarding PPE. NA-A stated that
replacing the stock for isolation was done by
anyone who noted that gowns or gloves are
needed.

On 11/2/17, at 11:27 a.m. an epidemiologist that
specialized in C-diff at the Minnesota Department
of the Health (MDH) was interviewed by phone
and stated that gowns used for C-diff precautions
should be impermeable to fluids. The Contact
Precautions dated 10/20/14, provided by the
epidemiologist, indicated gowns must be fluid
resistant for "Norovirus, Rotavirus and C-Diff."

On 11/2/17, 11:43 a.m. a marketing and
information representative from McKesson was
interviewed on the phone regarding isolation
gowns being used by the facility. The
representative stated that the polypropylene gown
being used was not impermeable to fluids and
was not rated by the Food and Drug
Administration (FDA). The representative further
stated the gown did not meet the American
National Standards Institute/Association of the
Advancement of Medical Instrumentation
(ANSI/AAMI) standards.

The director of nursing (DON) and infection
preventionist (IP) were interviewed at 1:30 p.m.
on 11/2/17, about the isolation gowns they had
available for staff . The DON verified they ordered
the gowns from McKesson. The DON further
clarified the personal protective equipment gowns
observed were the only ones used in the facility.
The DON and IP both stated they were unaware
of different ratings for gowns based on specific
organisms or the level of exposure risk. The DON
and IP also stated they were unaware the gowns
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they made available for staff use were not
impermeable to fluids. They stated they
purchased personal protective equipment based
on recommendations from their vendor.

At 3:50 p.m. on 11/2/17, the manufacturer's
information sheet was printed and reviewed for
the gowns used at the facility. The information
indicated the gowns were a polypropylene
isolation gown. The information sheet did not
indicate whether the gown was permeable or
impermeable to fluids.

The facility's infection control policies for standard
precautions and isolation precautions were
reviewed. Neither policy indicated that gowns
used should be impermeable to fluids as
recommended by the MDH epidemiologist for
protection against C-diff nor did the policies
identified the need to meet nationally
recommended ratings related to fluid
impermeability.

The Centers for Disease Control (CDC) website
identified information related to personal
protective equipment including barrier ratings for
gowns. According to the CDC guidance
referenced ratings by The National Personal
Protective Technology (NPPTL) last reviewed on
10/18/17, which indicated healthcare facilities
should complete an assessment of their personal
protective equipment to determine appropriate
barriers based on the type of infectious organism
present.

R275's admission record, dated 11/1/17,
indicated current diagnoses of intestinal
obstruction partial versus complete and
pneumonia due to methicillin resistant
staphylococcus aureus (MRSA).
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During an observation dated 11/2/17, at 9:03
a.m., occupational therapist (OT)-A was observed
to walk out of R275's room wearing a disposable
yellow gown and gloves with a community vitals
tower (a machine with a blood pressure cuff,
oxygen saturation meter and thermometer in it).
OT-Athen placed the vitals tower next to the
medication cart, spoke with registered nurse
(RN)-A about R275's high blood pressure and
went back to R275's room. Observed outside of
R275's door, a container hanging from the top of
the door holding disposable yellow gowns, boxed
gloves with a sign posted "Contact precaution,
clean hands, gloves, gown, everyone leaving the
patient room must remove PPE (personal
protective equipment) and clean hands."

During an interview at 11/2/17 at 9:23 a.m., RN-A
verified OT-A had brought the vitals tower unit out
of R275's room with out it having been cleaned.
RN-A was observed to clean the vitals tower unit
at 9:29 a.m.

During an interview on 11/2/17 at 9:32 a.m., OT-A
verified she had come out of R275's room while
wearing the PPE gown/gloves, and had brought
the vitals tower unit out of R275's room without
having cleaned it.

During an interview on 11/2/17 at 9:41 a.m., the
director of nursing (DON) stated OT-A was a float
therapist and who did not routinely work at the
facility. The DON further confirmed staff should
immediately remove their PPE and wash their
hands and any portable equipment when exiting a
room where precautions were in place.

The facility's policy Transmission/Isolation
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Precautions dated 11/2016, included: ...

"CONTACT Examples; norovirus, clostridium
difficile and multi-drug resistant bacteria. The
disease agent is transferred directly by biting,
sucking, chewing or indirectly by inhalation of

droplets, drinking of contaminated water, traveling
in contaminated vehicles...3. Gowns upon entry

into the patient's room. Remove gown and

observe hand hygiene before leaving the patient's

room... 5. Use disposable equipment or patient
dedicated equipment to stay in patient room."
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INITIAL COMMENTS

FIRE SAFETY

An annual Life Safety Code survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
October 31, 2017. At the time of this survey,
Aurora on France was found in compliance with
the requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.70(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) Standard 101, Life Safety Code (LSC),
Chapter 19 Existing Health Care and the 2012
edition of NFPA 99, the Health Care Facilities
Code.

Aurora on France is a 4-story building with a full
basement that was determined to be of Type
11(222) construction The skilled nursing home on
the 2nd floor only. This facility is fully protected
throughout by an automatic fire sprinkler system
and has a fire alarm system with smoke detection
in the corridors, spaces open to the corridors, and
resident rooms that is monitored for automatic
fire department notification. There is smoke
detection in the resident rooms that are
supervised. The 1st, 3rd, and 4th stories are
licensed for assisted living and have a 2-hour fire
rated separation.

The facility has a capacity of 63 beds and had a
census of 48 at time of the survey.

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

K000
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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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