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K 000 | INITIAL COMMENTS K 000

42 CFR 483.70(a)

The facility must meet the applicable provisions of
the 2012 (existing) Edition of the Life Safety Code
(LSC) of the National Fire Protection Association
(NFPA).

K 341 | Fire Alarm System - Installation K 341 12/13/23
SS=F | CFR(s): NFPA 101

Fire Alarm System - Installation

A fire alarm system is installed with systems and
components approved for the purpose in
accordance with NFPA 70, National Electric Code,
and NFPA 72, National Fire Alarm Code to
provide effective warning of fire in any part of the
building. In areas not continuously occupied,
detection is installed at each fire alarm control
unit. In new occupancy, detection is also installed
at notification appliance circuit power extenders,
and supervising station transmitting equipment.
Fire alarm system wiring or other transmission
paths are monitored for integrity.
18.3.4.1,19.3.4.1,9.6,9.6.1.8

This REQUIREMENT is not met as evidenced
by:

Based on observations, the facility failed to K341

maintain a complete manual fire alarm system as NFPA 101 Fire Alarm System- Installation
directed by NFPA 72 Chapter 10, and NFPA 101 SS=F

section 9.6. The deficient practice affected all 1. On 10/30/2023, the Maintenance
smoke compartments and all residents in facility Director did a complete manual fire alarm
on the day of survey. panel reset to normal.

2. All residents have the potential to be
affected by this deficient practice. On
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Findings Include:

On 10/30/23 at 3:30 PM, observation revealed a
"trouble signal" on the fire alarm system panel in
the facility. The Maintenance Supervisor was
unable to reset the fire alarm panel to "normal”
mode.

The finding was acknowledged by the
Administrator and Maintenance Supervisor
verified this observation during the exit interview
on 10/30/23.

11/9/2023, the fire alarm system was
inspected by the fire alarm company to
detect proper transmission. Fire alarm
company is scheduled to have repairs
completed as of 12/1/2023.

3. On 10/31/2023, the Administrator
educated the Maintenance Director and
Maintenance Assistant on the importance
of ensuring the fire alarm panel is
transmitting normally and immediate need
for repair if not functioning properly.

4. To monitor the performance our
corrective action and to ensure to sustain
ability. The Administrator or the
Maintenance Director will complete the
required weekly inspection one time a
week for four weeks then one time a
month for three months. Findings of
audits will be addressed in Quality
Assurance and Performance
Improvement Committee meeting for a
minimum of three months by the Nursing
Home Administrator for review and
interventions as necessary beginning with
December(s Quality Assurance
Performance Improvement Committee
Meeting on December 11, 2023.
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