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K 000 INITIAL COMMENTS K 000

 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 355 Portable Fire Extinguishers

CFR(s): NFPA 101

Portable Fire Extinguishers

Portable fire extinguishers are selected, installed, 

inspected, and maintained in accordance with 

NFPA 10, Standard for Portable Fire 

Extinguishers.

18.3.5.12, 19.3.5.12, NFPA 10

This REQUIREMENT  is not met as evidenced 

by:

K 355 11/15/21

SS=D

 Based on observations, the facility failed to 

select, installed, inspected, and maintained in 

portable fire extinguishers in accordance with 

NFPA 101 section 19.3.5.12 and NFPA 10, 

Standard for Portable Fire Extinguishers. The 

deficient practice affected the entire facility on the 

day of the survey. 

Findings Include: 

On 10/5/21 at 10:15 AM, observation revealed 12 

of 14 fire extinguishers in the facility were late and 

overdue for 12-year inspection. The 12 fire 

extinguishers were dated 2008. 

The findings were acknowledged by the 

Administrator and Maintenance Supervisor 

verified this observation during the exit interview 

on 10/5/21.

 1. On 10/04/2021 a Root Cause Analysis 

(RCA) was completed by the Quality 

Assurance Performance Improvement 

(QAPI) Committee related to select, 

installed, inspected, and maintained in 

portable fire extinguishers in accordance 

with NFPA 101 section 19.3.5.12 and 

NFPA 10, Standard for Portable Fire 

Extinguishers. On 10/05/2021 an outside 

vendor repaired and replaced 12 fire 

extinguishers in the facility.

2. Quality Review was conducted on 

10/13/2021 by the Assistant Executive 

Director (Asst. ED) and Maintenance 

Director to ensure select, installed, 

inspected, and maintained in portable fire 

extinguishers in accordance with NFPA 

101 section 19.3.5.12 and NFPA 10, 

Standard for Portable Fire Extinguishers.
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Issues or concerns were addressed as 

they were identified.

3. On 10/13/2021 the Executive Director 

(ED) educated the Maintenance Director 

on ensuring select, installed, inspected, 

and maintained in portable fire 

extinguishers in accordance with NFPA 

101 section 19.3.5.12 and NFPA 10, 

Standard for Portable Fire Extinguishers.

Newly hired maintenance staff will be 

educated on ensuring select, installed, 

inspected, and maintained in portable fire 

extinguishers in accordance with NFPA 

101 section 19.3.5.12 and NFPA 10, 

Standard for Portable Fire Extinguishers.

4. Asst. ED/Maintenance Director will 

conduct a Quality Monitor five (5) times 

for two (2) weeks, then monthly for six (6) 

months to ensure select, installed, 

inspected, and maintained in portable fire 

extinguishers in accordance with NFPA 

101 section 19.3.5.12 and NFPA 10, 

Standard for Portable Fire Extinguishers.

The findings of these quality monitoring 

will be reported to the QAPI Committee 

monthly.
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