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42 CFR 483.09 

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). 

 

K0372

Bldg. 01

K0372

SS = D

Subdivision of Building Spaces - Smoke Barrie 

CFR(s): NFPA 101 

Subdivision of Building Spaces - Smoke Barrier 
Construction 

2012 EXISTING 

Smoke barriers shall be constructed to a 1/2-hour fire
resistance rating per 8.5. Smoke barriers shall be 
permitted to terminate at an atrium wall. Smoke dampers
are not required in duct penetrations in fully ducted 
HVAC systems where an approved sprinkler system is 
installed for smoke compartments adjacent to the smoke
barrier. 

19.3.7.3, 8.6.7.1(1) 

Describe any mechanical smoke control system in 
REMARKS. 

This STANDARD is NOT MET as evidenced by: 

Based on the observation, the facility failed 
to provide half hour rating in the smoke barrier 
wall in accordance with NFPA 101 sections 19.3.7.3 and
8.5.6.2. This standard deficiency affected two (2) of 
three (3) smoke compartments and 21 of 45 residents in
the facility on the day of Survey. Findings Include: 
On 4/7/26 at 10:35 AM, observation revealed unsealed 
holes around blue data cables at West Hall smoke 
barrier wall near resident room #40 of the facility. 
This smoke barrier wall was incapable of resisting the
passage of smoke throughout the facility. This finding
was acknowledged by the Administrator and Maintenance 
Supervisor verified this observation during the exit 
interview on 4/7/26. 
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*EMERGENCY PREPAREDNESS* Survey conducted on 
04/07/26 revealed the above facility meets all 
applicable Federal, State and local emergency 
preparedness requirements. No deficiencies were cited.
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