m DEPARTMENT
| OF HEALTH
Protecting, Maintaining and Improving the Health of All Minnesotans

Electronically Delivered
August 16, 2023

Administrator

St. Benedicts Senior Community

1810 Minnesota Boulevard Southeast
Saint Cloud, MN 56304

RE: CCN: 245350
Cycle Start Date: May 24, 2023

Dear Administrator:

On July 13, 2023, the Minnesota Department(s) of Health and Public Safety, completed a reuvisit to
verity that your facility had achieved and maintained compliance. Based on our review, we have
determined that your facility has achieved substantial compliance; therefore no remedies will be
imposed.

Feel free to contact me if you have questions.

T2 nlen

Holly Zahler, Compliance Analyst

-ederal Enforcement | Health Regulation Division
Minnesota Department of Health

P.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4384

Email: holly.zahler@state.mn.us

An equal opportunity employer.
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June 16, 2023

Administrator

St. Benedicts Senior Community

1810 Minnesota Boulevard Southeast
Saint Cloud, MN 56304

RE: CCN: 245350
Cycle Start Date: May 24, 2023

Dear Administrator:

On May 24, 2023, a 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 widespread deficiencies that
constituted no actual harm with potential for more than minimal harm that was not immediate
jeopardy (Level F), as evidenced by the electronically attached CMS-2567 whereby corrections are
required.

ELECTRONIC PLAN OF CORRECTION (ePoC)

Within ten (10) calendar days after your receipt of this notice, you must submit an acceptable ePOC for
the deficiencies cited. An acceptable ePOC will serve as your allegation of compliance. Upon receipt of
an acceptable ePOC, we will authorize a revisit to your facility to determine if substantial compliance
has been achieved.

To be acceptable, a provider's ePOC must include the following:

e How corrective action will be accomplished for those residents found to have been affected by the
deficient practice.

e How the facility will identify other residents having the potential to be affected by the same
deficient practice.

e \What measures will be put into place, or systemic changes made, to ensure that the deficient
practice will not recur.

e How the facility will monitor its corrective actions to ensure that the deficient practice is being
corrected and will not recur.

® The date that each deficiency will be corrected.

e An electronic acknowledgement signature and date by an official facility representative.

An equal opportunity employer.
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The state agency may, in lieu of an onsite 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.

It 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:

o Denial of payment for new Medicare and Medicaid admissions (42 CFR 488.417);

. Civil money penalty (42 CFR 488.430 through 488.444).

. Termination of your facility’s Medicare and/or Medicaid agreement (488.456(b)).
DEPARTMENT CONTACT

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

Judy Loecken, Unit Supervisor

St. Cloud B District Office

Licensing and Certification Program

Health Regulation Division

Minnesota Department of Health

Midtown Square

3333 Division Street, Suite 212

Saint Cloud, Minnesota 56301-4557

Email: judy.loecken@state.mn.us

Office: (320) 223-7300 Mobile: (320) 241-7797

PRESUMPTION OF COMPLIANCE - CREDIBLE ALLEGATION OF COMPLIANCE

The facility's ePoC will serve as your allegation of compliance upon the Department's acceptance. 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.

VERIFICATION OF SUBSTANTIAL COMPLIANCE

Upon receipt of an acceptable ePoC, a Post Certification Revisit (PCR), of your facility will be conducted
to validate that substantial compliance with the regulations has been attained in accordance with your
verification.
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f 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.

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 August 24, 2023 (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).

In addition, if substantial compliance with the regulations is not verified by November 24, 2023 (six
months after the identification of noncompliance) your provider agreement will be terminated. 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.

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.

INFORMAL DISPUTE RESOLUTION (IDR) / INDEPENDENT INFORMAL DISPUTE RESOLUTION (lIDR)

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.0. 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:
https://mdhprovidercontent.web.health.state.mn.us/Itc 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 electronic plan of correction. A copy of the Department’s
informal dispute resolution policies are posted on the MDH Information Bulletin website at:
https://www.health.state.mn.us/facilities/regulation/infobulletins/ib04 8.html
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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
oreceded by a "K" tag), i.e., the plan of correction, request for waivers, should be directed to:

William Abderhalden, Fire Safety Supervisor
Deputy State Fire Marshal

Health Care/Corrections Supervisor — Interim
Minnesota Department of Public Safety

445 Minnesota Street, Suite 145

St. Paul, MN 55101-5145

Cell: (507) 361-6204

Email: william.abderhalden@state.mn.us
Fax: (651) 215-0525

Feel free to contact me if you have questions.

Sincerely,

o haden

Holly Zahler, Compliance Analyst

-ederal Enforcement | Health Regulation Division
Minnesota Department of Health

2.0. Box 64900

Saint Paul, Minnesota 55164-0970

Phone: 651-201-4384

Email: holly.zahler@state.mn.us
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E 000 | Inthhal Comments E 000

On 5/22/23 through 5/24/23, a survey for
compliance with Appendix Z, Emergency
Preparedness Requirements for Long Term Care
facilities, §483.73(b)(6) was conducted during a
standard recertification survey. The facility was IN
compliance.

The faclility's plan of correction (POC) 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.

Upon receipt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate substantial compliance with the
regulation has been attained.

F 000 | INITIAL COMMENTS F 000

On 5/22/23 through 5/24/22, a standard
recertification survey was conducted at your
facility. A complaint investigation was also
conducted. Your facility was NOT in compliance
with the requirements of 42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

In addition to the recertification survey, the
following complaints were reviewed

The following complaints were reviewed with no
deficiency issued.

153502312C (MN0O0092453)
153502313C (MNOO091767)
153502315C (MNO0090592)
153502314C (MNO0085945)

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 06/26/2023

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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:YZ6Q11 Facility ID: 00774 If continuation sheet Page 1 of /
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H53502259C (MNOO035736)

The faclility's plan of correction (POC) will serve
as your allegation of compliance upon the
Departments 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.

Upon receipt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate that substantial compliance with the
regulations has been attained.

F 623 | Notice Requirements Before Transfer/Discharge F 623 6/30/23
SS=D | CFR(s): 483.15(c)(3)-(6)(8)

§483.15(c)(3) Notice before transfer.

Before a facility transfers or discharges a
resident, the facility must-

(1) Notify the resident and the resident's
representative(s) of the transfer or discharge and
the reasons for the move in writing and in a
language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State
Long-Term Care Ombudsman.

(1) Record the reasons for the transfer or
discharge in the resident's medical record In
accordance with paragraph (c)(2) of this section;
and

(i) Include in the notice the items described In
paragraph (c)(9) of this section.

§483.15(c)(4) Timing of the notice.

(1) Except as specified in paragraphs (c)(4)(ii)) and
(c)(8) of this section, the notice of transfer or
discharge required under this section must be

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:YZ6Q11 Facility ID: 00774 If continuation sheet Page 2 of 7
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made by the facility at least 30 days before the
resident is transferred or discharged.

(1) Notice must be made as soon as practicable
before transfer or discharge when-

(A) The safety of individuals in the facility would
be endangered under paragraph (c¢)(1)(1)(C) of
this section;

(B) The health of individuals in the facility would
be endangered, under paragraph (c)(1)(1)(D) of
this section;

(C) The resident's health improves sufficiently to
allow a more immediate transfer or discharge,
under paragraph (c¢)(1)(i)(B) of this section;

(D) An immediate transfer or discharge is
required by the resident's urgent medical needs,
under paragraph (c)(1)(1)(A) of this section; or
(E) Aresident has not resided in the facility for 30
days.

§483.15(c)(5) Contents of the notice. The written
notice specified in paragraph (c)(3) of this section
must include the following:

(1) The reason for transfer or discharge;

() The effective date of transfer or discharge;
(i) The location to which the resident is
transferred or discharged;

(Iv) A statement of the resident's appeal rights,
Including the name, address (mailing and email),
and telephone number of the entity which
receives such requests; and information on how
to obtain an appeal form and assistance In
completing the form and submitting the appeal
hearing request;

(v) The name, address (mailing and email) and
telephone number of the Office of the State
Long-Term Care Ombudsman;

(vi) For nursing facility residents with intellectual
and developmental disabilities or related

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:YZ6Q11 Facility ID: 00774 If continuation sheet Page 3 of 7
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disabilities, the mailing and email address and
telephone number of the agency responsible for
the protection and advocacy of individuals with
developmental disablilities established under Part
C of the Developmental Disabilities Assistance
and Bill of Rights Act of 2000 (Pub. L. 106-402,
codified at 42 U.S.C. 15001 et seq.); and

(vil) For nursing facility residents with a mental
disorder or related disabillities, the mailing and
email address and telephone number of the
agency responsible for the protection and
advocacy of individuals with a mental disorder
established under the Protection and Advocacy
for Mentally Ill Individuals Act.

§483.15(c)(6) Changes to the notice.

If the Information in the notice changes prior to
effecting the transfer or discharge, the facility
must update the recipients of the notice as soon
as practicable once the updated information
becomes available.

§483.15(c)(8) Notice in advance of facility closure
In the case of facility closure, the individual who is
the administrator of the facility must provide
written notification prior to the impending closure
to the State Survey Agency, the Office of the
State Long-Term Care Ombudsman, residents of
the facility, and the resident representatives, as
well as the plan for the transfer and adequate
relocation of the residents, as required at §

4383.70(]).
This REQUIREMENT Is not met as evidenced

by:

Based on interview and document review the The notice of resident/patient transfer
facllity failed to notify the Office of the State discharge forms were completed for R22
Long-Term Ombudsman of transfers for 1 of 1 and copies provided to resident, their
resident (R22) reviewed for hospitalization. This representative, and Ombudsman.
had the potential to affect any hospitalized Following survey exit, identified residents

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:YZ6Q11 Facility ID: 00774 If continuation sheet Page 4 of 7
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resident. who were transferred out of the facility
were provided documentation of transfer.
Findings Include:
Internal process reviewed; Social Services
Progress note dated 2/18/23 at 3:34 p.m., was or desighee have been identified to be
titled "Emergency room transfer note" and responsible for sending information to
Indicated R22 was sent to the hospital for Ombudsman in a reasonable amount of
labored breathing, delayed speech, and time. Appropriate documentation will be
weakness. The note indicated the medical doctor completed. An audit of transfers will be
(MD) and family were notified and the bed hold completed biweekly for a 2-month period.
was sighed. The note lacked documentation of The QAA team will review at their next
Ombudsman notification. quarterly meeting to discuss further
audits.
The Notice of Residents/Patient Transfer or
Discharge attached to the bed hold policy signed Further education will be completed at
and dated 2/18/23 by R22 lacked information daily team huddles on regulatory
Indicating the Ombudsman was notified. requirements and process.
Progress note dated 2/19/23 at 3:14 p.m.,
Indicated the resident returned to the facility from
St. Cloud Hospital.
Progress note dated 2/21/23 at 6:00 p.m., titled
"Emergency room transfer note" indicated R22
was sent to the hospital on 2/21/23, for slurred
speech and left sided weakness. The note
Indicated the MD and family were notified and the
bed hold was sighed but lacked documentation of
Ombudsman notification.
The Notice of Residents/Patient Transfer or
Discharge attached to the bed hold policy signed
and dated 2/24/23, by R22 lacked information
Indicating the Ombudsman was notified.
Progress note dated 9/24/23 at 1:55 p.m.,
Indicated R22 returned to the facility at 1:30 p.m.
from St. Cloud hospital.
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:YZ6Q11 Facility ID: 00774 If continuation sheet Page 5 of 7/
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On 5/23/23 at 4:34 p.m., the licensed social
worker (LSW)-B stated the nurse or health unit
coordinator (HUC) were responsible to fax the
Ombudsman after every bed hold was signhed.
They were expected to date and time the bed
hold form when it was faxed and put in a progress
note.

During an interview on 5/24/23 at 9:38 a.m.,
registered nurse (RN)-A stated when residents
were transferred to the hospital, the Ombudsman
was notified by fax. RN-A stated staff were to
print a fax confirmation page and put it in the
chart or document notification of the Ombudsman
In the nursing note.

During an interview on 5/24/23 at 1:06 p.m., the
director of nursing (DON) stated social services
were to send a fax to the Ombudsman when
residents were transferred to the hospital. The
DON stated if it was not documented then it was
not done.

During an interview on 5/24/23 at 1:24 p.m. social
services (SS)-A stated the bed hold procedure
Included notification of Ombudsman by sending a
faxed copy of the resident’s transfer discharge
form. Staff were to sign off on the bottom of the
form when it was completed.

Facility policy Discharge-Involuntary Discharge of
Resident-Long Term Care/Swing Bed indicates;
Before a facility transfers or discharges a
resident, the facility will notify the resident and
resident's representatives of the transfer or
discharge and the reasons for the move in writing
In a language and manner they understand. The
facility must send a copy of the notice to a
representative of the Office of the State

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:YZ6Q11 Facility ID: 00774 If continuation sheet Page 6 of 7
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Long-Term Care Ombudsman.
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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. At the
time of this survey, Saint Benedicts Senior
Community was found not in compliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR, Subpart
483.7/0(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care and the 2012 edition of
NFPA 99, Health Care Facilities Code.

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.

UPON RECEIPT OF ANACCEPTABLE 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.

PLEASE RETURN THE PLAN OF
CORRECTION FOR THE FIRE SAFETY
DEFICIENCIES (K-TAGS) TO:

IF PARTICIPATING IN THE E-POC PROCESS, A
PAPER COPY OF THE PLAN OF CORRECTION
IS NOT REQUIRED.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signhed 06/26/2023

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
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program participation.
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Healthcare Fire Inspections
State Fire Marshal Division
445 Minnesota St., Suite 145
St. Paul, MN 55101-5145, OR

By email to:
FM.HC .Inspections@state.mn.us

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in
place to ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor
future performance to ensure solutions are
sustained.

4. ldentify who Is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of
the remedy.

St. Benedicts Senior Community Is a 5-story
building with a full basement and an Elevator
Equipment Penthouse. The building was
constructed at 2 different times. The original
building was constructed in 19/8 and was
determined to be of Type 1(332) construction. In
1997, a 2-story addition was added to the
northeast that was determined to be of Type Il
(111) construction. Also in 2008, there was a 2
story, with no basement determined to be a Type
II (Ill) Because the original building and the
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additions meet the construction type allowed for
existing buildings, the facility was surveyed as
one building.

The building Is fully sprinklered throughout. The
facility has a fire alarm system with smoke
detection in the corridors and areas open to the
corridors that is monitored for automatic fire
department notification.

The facility has a capacity of 174 beds and had a
census of /8 at the time of the survey.

The requirement at 42 CFR, Subpart 483.70(a) Is
NOT MET as evidenced by:

K 211 | Means of Egress - General K 211 6/30/23
SS=E | CFR(s): NFPA 101

Means of Egress - General

Alisles, passageways, corridors, exit discharges,
exit locations, and accesses are in accordance
with Chapter 7, and the means of egress Is
continuously maintained free of all obstructions to
full use in case of emergency, unless modified by
18/19.2.2 through 18/19.2.11.

18.2.1,19.2.1, 7.1.10.1

This REQUIREMENT Is not met as evidenced

by:

Based on observation and staff interview, the Storage carts, wheelchairs,

faclility failled to maintain a clear path of egress housekeeping carts, and other items were
per NFPA 101 (2012 edition), Life Safety Code, moved from the corridor and into storage
sections 19.2.1 and 7.1.10.1. These deficient areas. The topic of proper storage
findings could have a patterned impact on the spaces was discussed at a large group
residents within the facility. meeting and in neighborhood meetings.
Findings include: Carts and the file cabinet by Door B were

moved to a storage area. The topic was
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On 05/23/2023 between 09:30 AM and 2:30 PM, discussed at a large group meeting and
It was revealed by observation that there was discussed with departments that utilize
storage of carts, wheelchairs, housekeeping carts carts.
and other things in the egress corridor in the Observation audits will be completed
basement. weekly for the next 2 months. After the 2
months, audits will be completed monthly.
An interview with the Maintenance Director
verified these deficient findings at the time of
discovery.
K 225 | Stairways and Smokeproof Enclosures K 225 6/30/23
SS=E | CFR(s): NFPA 101

Stairways and Smokeproof Enclosures
Stairways and Smokeproof enclosures used as
exits are in accordance with 7.2.

18.2.2.3,18.2.2.4,19.22.3,19.2.2.4, /.2

This REQUIREMENT Is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to maintain emergency egress stair
enclosures per NFPA 101 (2012 edition), Life
Safety Code, sections 19.2.2.3, 7.2.2.5.1.1,
7.1.3.2.3 and 7.2.2.5.3.1. This deficient finding
could have a patterned impact on the residents
within the facility.

Findings include:

On 05/23/2023 between 09:30 AM and 2:30 PM,
It was revealed by observation that in the
employee entrance (Door B) stairwell there are
carts and a file cabinet being stored.

Stated staircase had items removed
Immediately after survey exit.

Facility staff will audit egress areas weekly
until no iIssues arise, and then will be
switch to monthly, indefinitely.
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Hazardous Areas - Enclosure
Hazardous areas are protected by a fire barrier

having 1-hour fire resistance rating (with 3/4 hour
fire rated doors) or an automatic fire extinguishing

system in accordance with 8.7.1 or 19.3.5.9.
When the approved automatic fire extinguishing
system option Is used, the areas shall be
separated from other spaces by smoke resisting
partitions and doors in accordance with 8.4.
Doors shall be self-closing or automatic-closing
and permitted to have nonrated or field-applied
protective plates that do not exceed 48 inches
from the bottom of the door.

Describe the floor and zone locations of

hazardous areas that are deficient in REMARKS.

19.3.2.1,19.3.5.9

Area Automatic Sprinkler
Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)

c. Repair, Maintenance, and Paint Shops

d. Solled Linen Rooms (exceeding 64 gallons)

e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe

Hazard - see K322)

This REQUIREMENT Is not met as evidenced

by:

Based on observation and staff interview, the

All items that were being stored in vacant
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An interview with the Maintenance Director
verified these deficient findings at the time of
discovery.
K 321 | Hazardous Areas - Enclosure K 321 6/30/23
SS=E | CFR(s): NFPA 101
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faclility failed to maintain hazardous storage room unit 330 were removed and placed in a
doors per NFPA 101 (2012 edition), Life Safety designated storage room. A full facility
Code, sections 19.3.2.1,19.3.2.1.3, and 8.7.1.1. audit took place immediately after the
This deficient finding could have a patterned survey team exited. The topic was
Impact on the residents within the facility. discussed In a large group meeting.
Findings include: Staff will complete monthly audits to
ensure safety and appropriate use of
On 05/23/2023 at 1:00 PM, it was revealed by non-storage rooms on a monthly basis
observation that resident room 330 did not have until no iIssues are noted.

door closers and were being used as a
combustible storage room.

An interview with the Maintenance Director
verified these deficient findings at the time of
discovery.

K 363 | Corridor - Doors K 363 6/30/23
SS=E | CFR(s): NFPA 101

Corridor - Doors

Doors protecting corridor openings in other than
required enclosures of vertical openings, exits, or
hazardous areas resist the passage of smoke
and are made of 1 3/4 inch solid-bonded core
wood or other material capable of resisting fire for
at least 20 minutes. Doors in fully sprinklered
smoke compartments are only required to resist
the passage of smoke. Corridor doors and doors
to rooms containing flammable or combustible
materials have positive latching hardware. Roller
latches are prohibited by CMS regulation. These
requirements do not apply to auxiliary spaces that
do not contain flammable or combustible material.
Clearance between bottom of door and floor
covering Is not exceeding 1 inch. Powered doors
complying with 7.2.1.9 are permissible if provided
with a device capable of keeping the door closed
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when a force of 5 Ibf is applied. There is no
Impediment to the closing of the doors. Hold open
devices that release when the door is pushed or
pulled are permitted. Nonrated protective plates
of unlimited height are permitted. Dutch doors
meeting 19.3.6.3.6 are permitted. Door frames
shall be labeled and made of steel or other
materials in compliance with 8.3, unless the
smoke compartment is sprinklered. Fixed fire
window assemblies are allowed per 8.3. In
sprinklered compartments there are no
restrictions in area or fire resistance of glass or
frames In window assemblies.

19.3.6.3, 42 CFR Parts 403, 418, 460, 4382, 483,
and 485

Show in REMARKS detalls of doors such as fire
protection ratings, automatics closing devices,
etc.

This REQUIREMENT Is not met as evidenced
by:

Based on observation and staff interview, the
facllity failed to maintain corridor doors per NFPA
101 (2012 edition), Life Safety Code, sections
19.3.6.3.5 and 19.3.6.3.10. This deficient finding
could have a patterned impact on the residents
within the facility.

Findings Iinclude:

On 05/23/2023 between 09:30 AM and 2:30 PM,
It was revealed by observation that the door to the
clean utility room on Short Stay South did not
positively latch due to the automatic latching
being Inoperable.

An interview with the Maintenance Director
verified these deficient findings at the time of
discovery.

K 363

proper function.

desighated storage rooms

The defective door hardware was
replaced with new, and door Is restored to
A monthly audit will take place for doors in

all positively latch. This audit will continue
until no further issues arise.

to confirm they
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Subdivision of Building Spaces - Smoke Barrier
Construction

2012 EXISTING

Smoke barriers shall be constructed to a 1/2-hour
fire resistance rating per 8.5. Smoke barriers shall
be permitted to terminate at an atrium wall.
Smoke dampers are not required in duct
penetrations in fully ducted HVAC systems where
an approved sprinkler system is installed for
smoke compartments adjacent to the smoke
barrier.

19.3.7.3,8.6.7.1(1)

Describe any mechanical smoke control system
iIn REMARKS.

This REQUIREMENT Is not met as evidenced
by:

Based on observation and staff interview, the
faclility failed to maintain smoke barriers per NFPA
101 (2012 edition), Life Safety Code, sections
19.3.7.1,19.3.7.3, 8.5.2.2, and 8.5.6.2. These
deficient findings could have a widespread impact
on the residents within the facility.

Findings include:

1. 0On 05/23/2023 at 09:59 AM, it was revealed by
observation that there was an electrical conduit
with coax cable going through it that was not
sealed above the smoke barrier doors near

resident room 414.

2. 0n 05/23/2023 at 10:04 AM, it was revealed by
observation that there was an electrical conduit
with coax cable going through it that was not
sealed above the smoke barrier doors near
resident room 422.

and sealed correctly.

arise.

Findings labeled 1-6 were all addressed

Facility staff will complete a monthly audit
of each smoke barrier door until no iIssues
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3. 0n 05/23/2023 at 10:15 AM, it was revealed by
observation that there was an electrical conduit
with coax cable going through it that was not
sealed above the smoke barrier doors near
resident room 223.

4. 0n 05/23/2023 at 10:17 AM, it was revealed by
observation that there was an electrical conduit
with coax cable going through it that was not
sealed above the smoke barrier doors near
resident room 214.

5. 0On 05/23/2023 at 10:42 AM, it was revealed by
observation that there was an electrical conduit
with coax cable going through it that was not
sealed above the smoke barrier doors near the
front reception desk.

6. On 05/23/2023 at 10:49 AM, it was revealed by
observation that there were three different
sections of electrical conduit that were not sealed
above the smoke barrier doors near room
humber 2.

An interview with the Maintenance Engineer
(initials WGQG) verified these deficient findings at
the time of discovery.

K 374 | Subdivision of Building Spaces - Smoke Barrie K374 6/30/23
SS=F | CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier
Doors

2012 EXISTING

Doors in smoke barriers are 1-3/4-inch thick solid
bonded wood-core doors or of construction that
resists fire for 20 minutes. Nonrated protective
plates of unlimited height are permitted. Doors
are permitted to have fixed fire window
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assemblies per 8.5. Doors are self-closing or
automatic-closing, do not require latching, and
are not required to swing in the direction of
egress travel. Door opening provides a minimum
clear width of 32 inches for swinging or horizontal
doors.

19.3.7.6,19.3.7.8, 19.3.7.9

This REQUIREMENT Is not met as evidenced
by:

Based on observation and staff interview, the
faclility failed to maintain smoke barriers per NFPA
101 (2012 edition), Life Safety Code, section
19.3.7.8 (1) and 19.2.2.2.7. This deficient finding
could have a widespread impact on the residents
within the facility.

Findings include:

On 05/23/2023 between 09:30 AM and 2:30 PM,
It was revealed by observation there were 2 door
wedges and a towel wedged under the door in the
smoke barrier wall for the neighborhood kitchen
causing It not to close, which was removed at the
time of discovery.

An interview with the Maintenance Director
verified these deficient findings at the time of
discovery.

proper NFPA code.

door holds are installed.

A message was communicated to
nutrition and unit staff about not allowing
any propped open doors. Avendor has
been hired to add door holds that are
attached to the fire panel that follow

Audits of the door noted will be completed
daily until no issues arrive, or the new
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