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E 000 Initial Comments E 000

 This facility is in substantial compliance with 

Appendix Z-Emergency Preparedness for All 

Provider and Supplier Types Interpretive 

Guidance 483.73, Requirements for Long Term 

Care (LTC) Facilities.

 

K 000 INITIAL COMMENTS K 000

 LIFE SAFETY CODE 101:2012

This facility is in substantial compliance with the 

Minimum Life Safety Code requirements as 

survey using CMS-2786R.

The facility must submit a Plan of Correction to 

address the following concerns that pose no 

greater risk to resident health or safety than the 

potential for causing minimal harm.

 

K 241 Number of Exits - Story and Compartment

CFR(s): NFPA 101

Number of Exits - Story and Compartment

Not less than two exits, remote from each other, 

and accessible from every part of every story are 

provided for each story. Each smoke 

compartment shall likewise be provided with two 

distinct egress paths to exits that do not require 

the entry into the same adjacent smoke 

compartment.

18.2.4.1-18.2.4.4, 19.2.4.1-19.2.4.4

This REQUIREMENT  is not met as evidenced 

by:

K 241 6/26/20

SS=B

 Based on observation in the presence of the 

facility's Maintenance Director on 12/31/19, it was 

determined that the facility failed to provide two 

remote exits from the basement section of the 

building as evidenced by the following:

During a tour of the facility's basement at 10:00 

 1)FSES Survey was completed for 

LakeView for tag 0241-NFFPA 101.

2)The FSES survey yielded a passing 

score.

3)Two smoke detectors were installed in 

the main dinning room to correct the 

issues referenced in the survey.
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K 241 Continued From page 1 K 241

AM, the surveyor observed that the only means of 

egress from the facility's basement was a 

stairway leading to an exterior exit door and the 

first floor.  At that time  the surveyor interviewed 

the facility's Maintenance Director who confirmed 

that the basement was provided with only one 

exit.  Also, the Maintenance Director indicated 

that this condition has always existed. 

NJAC 8:39-31.2(e)

4)A smoke detector was installed in a 

patient room.

5)All hazardous area doors were secure 

with a self-closing mechanisms to correct 

the issues referenced in the survey.
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