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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health of All Minnesotans

CMS Certification Number (CCN): 24E102 September 21, 2017

Mr. Timothy Hokanson, Administrator
Mount Olivet Home

5517 Lyndale Avenue South
Minneapolis, MN 55419

Dear Mr. Hokanson:

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 the Minnesota Department
of Human Services that your facility is recertified in the Medicaid program.

Effective August 26, 2017 the above facility is certified for for:
94 Nursing Facility Il Beds
Your facility’s Medicare approved area consists of all 94 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
provider agreement may be subject to non-renewal or termination.

Please contact me if you have any questions.

Sincerely,

P B
@

Joanne Simon, Enforcement Specialist
Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: 651-201-4161 Fax: 651-215-9697
Email: joanne.simon@state.mn.us

cc: Licensing and Certification File

An equal opportunity employer.



DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health ofAll Minnesotans

September 21, 2017

Mr. Timothy Hokanson, Administrator
Mount Olivet Home

5517 Lyndale Avenue South
Minneapolis, MN 55419

RE: Project Number SE102028
Dear Mr. Hokanson:

On August 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 August 3, 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 September 18, 2017, the Minnesota Department of Health completed a Post Certification Revisit
(PCR) by review of your plan of correction. We presumed, based on your plan of correction, that your
facility had corrected these deficiencies as of August 26, 2017. Based on our PCR, we have determined
that your facility has corrected the deficiencies issued pursuant to our standard survey, completed on
August 3, 2017, effective August 26, 2017 and therefore remedies outlined in our letter to you dated
August 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,

Joanne Simon, Enforcement Specialist
Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: 651-201-4161  Fax: 651-215-9697
Email: joanne.simon@state.mn.us

cc: Licensing and Certification File

An equal opportunity employer.
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DEPARTMENT
OF HEALTH

Protecting, Maintaining and Improvingthe Health ofAll Minnesotans

Certified Mail # 7013 3020 0001 8869 3078 August 14, 2017

Mr. Timothy Hokanson, Administrator
Mount Olivet Home

5517 Lyndale Avenue South
Minneapolis, MN 55419

RE: Project Number SE102028
Dear Mr. Hokanson:

On August 3, 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 attached CMS-2567 whereby corrections are
required. A copy of the Statement of Deficiencies (CMS-2567) is enclosed.

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;

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

Informal Dispute Resolution - your right to request an informal reconsideration to dispute the
attached deficiencies.

An equal opportunity employer.



Mount Olivet Home
August 14, 2017
Page 2

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:

Teresa Ament, Unit Supervisor
Duluth Survey Team

Licensing and Certification Program
Health Regulation Division
Minnesota Department of Health
Duluth Technology Village

11 East Superior Street, Suite 290
Duluth, Minnesota 55802-2007
Email: teresa.ament@state.mn.us
Phone: (218) 302-6151

Fax: (218) 723-2359

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 September 12, 2017, the Department of Health will
impose the following remedy:

. State Monitoring. (42 CFR 488.422)
PLAN OF CORRECTION (PoC)

A PoC for the deficiencies must be submitted within ten calendar days of your receipt of this letter.
Your PoC 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
the deficient practice will not recur;



Mount Olivet Home
August 14, 2017
Page 3

- 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,

- Include signature of provider and date.

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

If an acceptable PoC 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 PoC 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 PoC 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 PoC
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 PoC for the respective deficiencies (if any) is
acceptable.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable PoC, 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
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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 PoC, unless it is determined that either correction actually
occurred between the latest correction date on the PoC and the date of the first revisit, or correction
occurred sooner than the latest correction date on the PoC.

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 November 3, 2017 (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
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
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Services that your provider agreement be terminated by February 3, 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
Division of Compliance Monitoring

P.O. Box 64900

St. Paul, Minnesota 55164-0900

This request must be sent within the same ten days you have for submitting a PoC 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 IIDR 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
Telephone: (651) 430-3012
Fax: (651) 215-0525
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Feel free to contact me if you have questions.

Sincerely,

— .

—

\\

Joanne Simon, Enforcement Specialist
Minnesota Department of Health

Licensing and Certification Program

Program Assurance Unit

Health Regulation Division

Telephone: 651-201-4161  Fax: 651-215-9697
Email: joanne.simon@state.mn.us

cc: Licensing and Certification File
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hour reporting requirement is met if the
allegation is an allegation of abuse.

DON/ADON/RN Support Coordinator aré
responsible to monitor compliance and report

1
1
|
|
|

misappropriation of resident property. results at the QA meetings for IDT review. |
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other safeguards provide sufficient protection to the patients.
following the date of survey whether or not a plan of correction is provided. Fornu
days following the date these
program participation.
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homes, the findings stated above are disclosable 90 days
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(4) Report to the State nurse aide registry or
licensing authorities any knowledge it has of
actions by a court of law against an employee,
which would indicate unfitness for service as a
nurse aide or other facility staff.

(c) In response to allegations of abuse, neglect,
exploitation, or mistreatment, the facility must:

(1) Ensure that all alleged violations involving
abuse, neglect, exploitation or mistreatment,
including injuries of unknown source and
misappropriation of resident property, are
reported immediately, but not later than 2 hours
after the allegation is made, if the events that
cause the allegation involve abuse or resultin
serious bodily injury, or not later than 24 hours if
the events that cause the allegation do not involve
abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State law through established
procedures.

(2) Have evidence that all alleged violations are
thoroughly investigated.

(3) Prevent further potential abuse, neglect,
exploitation, or mistreatment while the
investigation is in progress.

(4) Report the results of all investigations to the
administrator or his or her designated
representative and to other officials in accordance
with State law, including to the State Survey
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Agency, within & working days of the incident, and
if the alleged violation is verified appropriate
corrective action must be taken.

This REQUIREMENT s not met as evidenced
by:

Based on interview and document review, the
facility failed to report abuse to the state agency
(SA) in a timely manner for 1 of 3 residents (R74)
reviewed for abuse.

Findings include:

R74's Face Sheet printed 8/3/17, indicated
diagnoses that included Alzheimer's disease and
dementia.

R74's 30 day Minimum Data Set (MDS) dated
5/30/17, indicated R74 was severely cognitively
impaired. R74's care plan dated 5/13/17,
identified R74 as a vulnerable adult in a long term
care community.

On 7/31/17, at 6:43 p.m. family member (FM)-A
stated R74 said she had been raped a few
months ago. R74 told FM-B, who then told facility
staff. FM-A said the facility conducted an
investigation.

On 8/2/17, at 1:39 p.m. R74 was up walking in
hallways, responded to greeting and stated she
wanted to go to her family, however she did not
respond to any questions.

Record review indicated FM-B told therapeutic
recreation staff (TR)-Aon 4/9/17, at 3:20 p.m.
that R74 was crying earlier in the day and said
older men came into her room in the night and
raped her. TR-A sent an email to therapeutic
recreation manager (TRM) later that day at 5:18
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MINNEAPOLIS, MN 55419
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p.m. reporting the alleged rape. TRM called
nursing supervisor (registered nurse [RN])-A after
reading email and reported alleged rape to the
nursing supervisor, RN-A. RN-A indicated in an
email sent to DON later that day at 9:19 p.m. that
she would report the alleged rape regarding R74
to SA.

On 8/3/17, at 12:51 p.m. the director of nursing
(DON) confirmed R74 voiced an allegation of
rape on 4/9/17, and an investigation began as
soon as management was aware. The DON also
confirmed TR-A was aware of R74's allegations
at 3:20 p.m. on 4/9/17, however the allegation
was not reported to SA until after 9:19 p.m. on
4/9/17. The DON stated TR-A should have
immediately told the house supervisor or charge
nurse when she became aware of R74's
allegations. The DON also stated the abuse
allegations should have been reported to the SA
within 2 hours of TR-A first becoming aware of
them.

The facility's Abuse Prohibition Policy, revised
4/24/17, directed any employee providing
services in the facility who have knowledge of a
resident being abused is required to report such
abuse immediately. The policy further directed
reporting of any allegations regarding abuse must
be reported immediately, but not later than 2
hours after the allegation is made, to the
administrator and SA.

F 226 | 483.12(b)(1)-(3), 483.95(c)(1)-(3) F 226
ss=p | DEVELOP/IMPLMENT ABUSE/NEGLECT, ETC
POLICIES

483.12
(b) The facility must develop and implement
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written policies and procedures that:

(1) Prohibit and prevent abuse, neglect, and
exploitation of residents and misappropriation of
resident property,

(2) Establish policies and procedures to
investigate any such allegations, and

(3) Include training as required at paragraph
§483.95,

483.95

(c) Abuse, neglect, and exploitation. In addition to
the freedom from abuse, neglect, and exploitation
requirements in § 483.12, facilities must also
provide training to their staff that at a minimum
educates staff on-

(c)(1) Activities that constitute abuse, neglect,
exploitation, and misappropriation of resident
property as set forth at § 483.12.

(c)(2) Procedures for reporting incidents of abuse,
neglect, exploitation, or the misappropriation of
resident property

(c)(3) Dementia management and resident abuse
prevention.

This REQUIREMENT is not met as evidenced
by:

Based on interview and document review, the
facility failed to operationalize their abuse
prevention policy and procedure to immediately
report allegations of abuse to the State Agency
(SA) for 1 of 3 (R74) residents reviewed for
abuse.

Findings include:

As per the 2567 report of findings, the
allegation of abuse for R74 was reported to
OHFC, investigation was completed and no
abuse was substantiated. This OHFC report
was cleared by OHFC on 4/25/17.

Al residents who have an allegation of abuse
have the potential to be affected. 1

TR-A received Verbal Counsel on 4/10/17
regarding all “allegations of abuse” must be
reported to the House Supervisor/Floor Nurse
immediately as they must be reported to
OHFC within 2 hours.

Facility staff was re-educated on 4/10/17 and
Nursing staff was in-serviced on 4/27/17 and
Faclity Staff again between 8/22- 8/25/17 J
regarding the 2 hour reporting requirement. |

OHFC Audits will be done on all OHFC
reportables x 1 month, then up to 6
reports/month x 1 month and then up to 4
reports/month x 1 month or until 100%
compliance is achieved to ensure that the 2
hour reporting requirement is met if the
allegation is an allegation of abuse.

DON/ADON/RN Support Coordinator are
responsible to monitor compliance and report
results at the QA meetings for IDT review.
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The facility's Abuse Prohibition Policy, revised
4/24/17, directed any employee providing
services in the facility who have knowledge of a
resident being abused is required to report such
abuse immediately. The policy further directed
reporting of any allegations regarding abuse must
be reported immediately, but not later than 2
hours after the allegation is made, to the
administrator and SA.

R74's Face Sheet printed 8/3/17, indicated
diagnoses that included Alzheimer's disease and
dementia.

R74's 30 day Minimum Data Set (MDS) dated
5/30/17, indicated R74 was severely cognitively
impaired. R74's care plan dated 5/13/17,
identified R74 as a vulnerable adult in a long term
care community.

On 7/31/17, at 6:43 p.m. family member (FM)-A
stated R74 said she had been raped a few
months ago. R74 told FM-B, who then told facility
staff. FM-A said the facility conducted an
investigation.

On 8/2/17, at 1:39 p.m. R74 was up walking in
hallways, responded to greeting and stated she
wanted to go to her family, however she did not
respond to any questions.

Record review indicated FM-B told therapeutic
recreation staff (TR)-A on 4/9/17, at 3:20 p.m.
that R74 was crying earlier in the day and said
older men came into her room in the night and
raped her. TR-A sent an email to therapeutic
recreation manager (TRM} later that day at 5:18
p.m. reporting the alleged rape. TRM called

F 226
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nursing supervisor (registered nurse [RN])-A after
reading email and reported alleged rape to the
nursing supervisor, RN-A. RN-A indicated in an
email sent to DON later that day at 9:19 p.m. that
she would report the alleged rape regarding R74
to SA.

On 8/3/17, at 12:51 p.m. the director of nursing
(DON) confirmed R74 voiced an allegation of
rape on 4/9/17, and an investigation began as
soon as management was aware. The DON also
confirmed TR-A was aware of R74's allegations
at 3;20 p.m. on 4/9/17, however the allegation
was not reported to SA until after 9:19 p.m. on
4/9/17. The DON stated TR-A should have
immediately told the house supervisor or charge
nurse when she became aware of R74's
allegations. The DON also stated the abuse
allegations should have been reported to the SA
within 2 hours of TR-A first becoming aware of
them.
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FIRE SAFETY

An annual Life Safety Code survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
August 07, 2017. At the time of this survey,
Mount Olivet Home 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.

Mount Olivet Home is a 4-story building without a
basement. The building was constructed at 2
different times. The original building was
constructed in 1968 and was determined to be of
Type 11{222) construction. In 2003, an addition
was constructed to the South side of the building
that was determined to be of Type i1(222)
construction. The building shares a common wall
with Mount Olivet Careview Home which is
separated by 2-hour fire rated construction. The
facility also contains a child day-care center that
was surveyed as part of the nursing home
because there is no separation between the two
occupancies. Because the original building and
the addition meet the construction type allowed
for existing buildings, the facility was surveyed as
one building. The building is fully protected
throughout by an automatic fire sprinkler system
and has a fire alarm system with smoke detection
in the corridors and spaces open to the corridor,
that is monitored for automatic fire department

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Any deficiency statement ending with an adferisk (*) 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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notification.
The facility has a capacity of 94 beds and had a
census of 89 at time of the survey.
The requirement at 42 CFR, Subpart 483.70(a) is
MET.
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FIRE SAFETY

An annual Life Safety Code survey was
conducted by the Minnesota Department of
Public Safety, State Fire Marshal Division on
August 07, 2017. At the time of this survey,
Mount Olivet Home 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.

Mount Olivet Home is a 4-story building without a
basement. The building was constructed at 2
different times. The original building was
constructed in 1968 and was determined to be of
Type 11(222) construction. In 2003, an addition
was constructed to the South side of the building
that was determined to be of Type 11(222)
construction. The building shares a common wall
with Mount Olivet Careview Home which is
separated by 2-hour fire rated construction. The
facility also contains a child day-care center that
was surveyed as part of the nursing home
because there is no separation between the two
occupancies. Because the original building and
the addition meet the construction type allowed
for existing buildings, the facility was surveyed as
one building. The building is fully protected
throughout by an automatic fire sprinkler system
and has a fire alarm system with smoke detection
in the corridors and spaces open to the corridor,
that is monitored for automatic fire department
notification.
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The facility has a capacity of 94 beds and had a
census of 89 at time of the survey.
The requirement at 42 CFR, Subpart 483.70(a) is
MET.
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