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KOOO INITIAL COMMENTS

This facility was surveyed under 42 CFR Part
483.70(a). LifeSafety Code NFPA101, 2012
Edition, Chapter 19 Existing Health Care
Occupancies, and other applicable codes.

The following represents the findings of the
Department of Public Health during the Life
Safety Code Survey.

Representing the Department of Public Health:
07598

K331

SS=D

Highest scope and severlty= F
Total licensed beds: 210
Total resident census: 159

Interior Wall and Celling Finish
CFR(s): NFPA 101

Interior Wall and Celling Finish
j2012 EXISTING
IInterior wall and celling finishes, including
1exposed interior surfaces of buildings such as
i fixed or movable walls, partitions, columns, and
I have a flame spread rating of Class A or Class B.
IThe reduction In class of Interior finish for a
; sprinklersystem as prescribed in 10.2.8.1 is
Ipermitted.
i 10.2,19.3.3.1,19.3.3.2

Indicate flame spread ratlng(s).

This REQUIREMENT Is not met as evidenced
by:
Based on observation and interview, the facility

failed to maintain a class A, B, or C flame spread
rating finish of walls and ceiling by having
unsealed penetrations through the ceiling,
therefore, compromising the firerating and the
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PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVEACTION SHOULD BE I COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY) i
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K0001 This Plan of Correction constitutes the I
j facility's (Astoria Nursing & Rehabilitation

Center) written credible allegation of
; compliance for the deficiencies noted.

This Plan of Correction was completed/
corrected on 6/28/18.

Submission of this Plan of Correction

does not constitute admission or

agreement by the facility of the truth of
the findings, conclusions and/or
deficiencies alleged, or if these
deficiencies were cited correctly.

This Plan of Correction is solely prepared
and executed because it is required by
provisions of the Health & Safety Code
Section 1280 & 42 C.F.R. 48370 of thK
California Health and Safety Code.
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Abbreviations: ^

ANRC: Astoria Nursing &Rehabilitati^
Center

ADM: Administrator S

o

K331 ! It is the policy of ANRC to maintain a^
class A, B, C flame spread rating finish
walls and ceiling. |

How corrective action will be accomplished
for those residents affected by the
deficient practice:

On 6/1/18, the maintenance supervisor
removed the wire that was found going
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FORM CMS-2567(02-99) PreviousVersions Obsolete

Any deficiency statement ending with an asterisk ('/yenotes adeficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to th^atients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan ol 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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