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INITIAL COMMENTS 

On August 23, 2023, a complaint intake 
MI00138922, Life Safety Code Survey was 
conducted by the Michigan Department of 
Licensing and Regulatory Affairs, Bureau of 
Survey and Certification. 

The facility is a single story structure determined 
to be type II(000) construction. The facility has a 
fire alarm system with smoke detection in the 
corridors and spaces open to the corridors and is 
fully sprinklered.

The facility has 182 certified beds. 

The complaint alleges on 08/22/23 at 
approximately 9:20 am, the housekeeper started 
to use the microwave in the staff room in the 
service hallway. She had bread in a covered 
plastic container. She can't recall how many 
minutes she had put in to warm up the bread 
though recalls pushing 77. The smoke triggered 
the fire alarm, resulting in the fire department 
coming to the facility between 9:25-9:30 am. 
When the fire department arrived at the facility, 
the housekeeper had unplugged the microwave. 
The event ended at 9:45 am.

Based on records review, observation, and 
interview the facility followed the emergency 
procedures as required in the event of a fire. The 
microwave was removed from the facility and 
replaced by a new one. Inspection of the electrical 
outlet showed no signs of damage. A new sign 
was installed in the Breakroom on items that 
should not be used in the Microwave. There was 
no odor of smoke in the area. These findings were 
confirmed during an interview with Maintenance 
#1 at the time the items were observed and 
reviewed. 
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At the survey SKLD Beltline was found to be in 
substantial compliance with the requirements for 
participation in Medicare/Medicaid at 42 CFR, 
subpart 483.90(a), Life Safety from Fire and the 
applicable provisions of the 2012 Edition of the 
National Fire Protection Association (NFPA) 101, 
Life Safety code and the 2012 Edition of NFPA 
99, Health Care Facilities Code.

The complaint was determined to be substantiated 
with no citations.
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