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AGENCY OF HUMAN SERVICES

DEPARTMENT OF DISABILITIES, AGING AND INDEPENDENT LIVING
Division of Licensing and Protection
103 South Main Street, Ladd Hall
Waterbury VT 05671-2306
http//www.dail vermont.gov
Voice/TTY (802) 871-3317
To Report Adult Abuse: (800) 564-1612
Fax (802) 871-3318

August 13, 2014

Ms. Diane Sullivan, Administrator

The Pines At Rutland Center For Nursing And Rehabi
99 Allen Street

Rutland, VT 05701-4501

Prowvider #: 475018

Dear Ms, Sullivan:

Enclosed is a copy of your acceptable plans of correction for the Life Safety Code survey conducted on July
24, 2014, Please post this document in a prominent place in your facility.

We will follow-up to verify that substantial compliance has been achieved and mamtained. If we find that your
facility has failed to achieve or maintain substantial compliance, remedies may be imposed.

Sincerely,

SUUNRTIOWN

Pamela M. Cota, RN
Licensing Chief

PCit
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K 000 [ INITIAL COMMENTS - K 000 Plan of Correction K018
An unannounced onsite Life Safety Code Corrective Action: (1) The door to tlhe,
inspection was completed by the Division of Fire Water Room will remain closed at all times
Safety on July 24, 2014, While the facility was and as such, a permanent sign will be
found to be in substantial compliance, the affixed to the outside of the door stating that
i following minor violation requires correction, the door must remain closed ].-et}t}all times. d(Z)
K 018'=NFPA 101 LIFE SAFETY CODE STANDARD K 01g| Lhe Laundry Room door will be equippe
55=0 with a magnetic ﬁxt}lr‘e that will be .
Doors protecting corridor openings in other than connected to the facm}?l’ s thﬁredprottectlim
required enclosures of vertical openings, exits, or system. This will enable the door to close
hazardous areas are substantial doors, such as automatically in the event the fire protection
| those constructed of 1% inch solid-bonded core system is initiated.
I wood, or capable of resisting fire for at least 20 _ .
minutes. Doors in sprinklered buildings are only Identify Other: A full goutsedaudlt Ofauth t
required to resist the passage of smoke. There is fired doors will be con “CE t‘l’ epsuref 2
| no impediment to the closing of the doors. Doors | there is no impediment to the closing o
are provided with a means suitable for keeping those respective doors.
the door closed. Dutch doors meeting 19.3.6.3.6 _ . ;
are permitted.  19.3.6.3 Svystemic Changes: Education will be
provided to all staff to ensure adherence to
Roller latches are prohibited by CMS regulations the requirement that all fire doors are
in all health care facilities. allowed to operate as designed.
Monitoring: An unannounced audit will be
performed on the identified doors to ensure
compliance. The audit will be conducted
once per week per shift for one month.
Thereafter, the audit will be performed once
per month during our monthly fire drill and
logged accordingly. The results of the
- audits will be reported monthly to the
This STANDARD is not met as evidenced by: Quality Assurance Committee.
| Based on observation, the facility failed to assure )
Fire doors are allowed fo operate as designed in Completion Date: 9/1/14 ;
one area of the buiiding. Responsible Party: Director of
_ Environmental Services .
Per observation on 7/24/14, accompanied by the A
/Director of Environmental Services, the fire rated KO{B ?DLWQA &h?’h\l JB"“?’"’U

_ABC 0 \}DIREC OR'S CR PROWDER/S LIER REPRESENTATIVE'S SIGNATURE TITLE {XB) DATE
DB ST THE zf’/g/ o/

any defEcien%Aement ending with an asterisk (*) denotes a deficiency which the institution may be excused fram correcting providing it is déternfined that

sther safegughrls provide sufficient pratection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
‘oliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the abave findings and pl‘ans of correction are disciosable 14
Jays following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of icorrection is requisite to ¢ontinued
Jragram paricipation. ' '
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 doors for the Laundry Room and the Water Room
that open into a corridor were blocked in the open |
. position.

|

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BUILDING 01 - BUILDING 01 COMPLETED
475018 B. WING 07/24/2014
NAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THE PINES AT RUTLAND CENTER FOR NURSING AND REHAB! - 99 ALLEN STREET
RUTLAND, VT 05701
(X4) 1D \ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHCULD BE COMPLETION
e | REGU{ATCQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
; DEFICIENCY}
L
K 018 Continued From page 1 . K018 5

{ |

FORM CMS.2567{02-99) Previous Versions Obsolete

Event |D; BBM621

Facility ID: 475018 If continuation sheet Page 2 of 2




	Page 1
	Page 2
	Page 3

