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A recertification health survey for compliance with
42 CFR Part 483, Subpart B, requirements for
long term care facilities, was conducted from
3/29/16 through 3/31/16. United Living
Community was found in compliance.
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Surveyor: 14180

A recertification survey for compliance with the
Life Safety Code (LSC) (2000 existing health care
occupancy) was conducted on 3/30/16. United
Living Community was found not in.compliance
with 42 CFR 483.70 (a) requirements for Long
Term Care Facilities.

The building wili meet the requirements of the
2000 LSC for existing health care occupancies
and the Fire Safety Evaluation System (FSES)
dated 3/30/16.

Please mark an "F" in the completion date
column for ther deficiency identified as meeting
the FSES to indicate the provider's commitment
to continued compliance with the fire safety
standards. s oo
K 020 | NFPA 101 LIFE SAFETY CODE STANDARD K020 F
$8=C
Stairways, elevator shafts, light and ventilation
shafts, chutes, and other vertical openings
between floors are enclosed with construction
having a fire resistance rating of at least one
hour. An atrium may be used in accordance with
825, 8.2586,19.3.1.1

This STANDARD is not met as evidenced by:
Surveyor: 14180

Based on observation and document review, the
provider failed to maintain the one hour fire
resistive rating of vertical openings in two
randomly observed areas (elevator shaft on each
level for the first fioor and basement). Findings
include:

1. Observation at 10:00 a.m. on 3/30/16 revealed
the elevator separation doors on the first floor and
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in the basement were hollow metal doors with
wire glass vision panels. The doors did not have
identification labels to indicate a fire resistive
rating. That deficiency affected the service wing
smoke compartment only and should not affect
resident safety. Review of previous survey data
revealed that condition had existed since the
original construction of the building.

Because the elevator is in the service smoke
compartment it would only affect staff that may be
in the area. '

The building meets the FSES. Please mark an
"F" in the completion date column to indicate
correction of the deficiencies identified in KO0O.
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5 000 Compliance/Noncompliance Statement S 000
Surveyor: 32335
A licensure survey for compliance with the
Administrative Rules of South Dakota, Article
44:73, Nursing Facilities, was conducted from
3/29/16 through 3/31/16. United Living
Community was found in compliance.
S 000 Compliance/Noncompliance Statement S 000
Surveyor. 32335
A licensure survey for compliance with the
Administrative Rules of South Dakota, Ariicle
44;74, Nurse Aide, requirements for nurse aide
training programs, was conducted from 3/29/16
through 3/31/16. United Living Community was
found in compliance.
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