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K 000 INITIAL COMMENTS K 000

This survey used the 2000 edition of NFPA 101,
Life Safety Code, Chapter 19 Existing Health
Care Occupancies in compliance with 42 CFR
483.70(a). The findings that follow demonstrate
noncompliance with these standards.

The facility was located in a one-story building of
Type V (000) construction. The building had a
crawl space beneath. The building was protected
by a dry automatic fire sprinkler system designed
to comply with the requirements of NFPA 13,
Standard for the Installation of Sprinkler
Systems.

K 025 NFPA 101 LIFE SAFETY CODE STANDARD K 025 10/1/15

Smoke barriers are constructed to provide at

least a one half hour fire resistance rating in

accordance with 8.3. Smoke barriers may

terminate at an atrium wall. Windows are

protected by fire-rated glazing or by wired glass

panels and steel frames. A minimum of two

separate compartments are provided on each

floor. Dampers are not required in duct

penetrations of smoke barriers in fully ducted

heating, ventilating, and air conditioning systems.

19.3.7.3,19.3.7.5,19.1.6.3, 19.1.6 .4

This STANDARD is not met as evidenced by:

The facility failed to ensure smoke barriers were
at least one-half hour fire resistant and smoke
resistant.

Fire proof sealant will be used to fill
around the cable penetrations above the
cross-corridor smoke barrier doors. The

maintenance man will apply said sealant
Observation determined unsealed cable by October 1, 2015.

penetrations above the cross-corridor smoke
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barrier doors. Any of our smoke barriers have the
potential to be affected when outside
Failure to maintain smoke barriers as required service people come in the facility and do
increases the risk of death or injury due to fire. work. Therefore whenever outside
entities come in to work at the facility,
The deficiency affected two (2) of two (2) smoke upon completion of said job the
compartments in the facility. maintenance man will inspect the smoke
barriers to make sure that they are
properly sealed.
The maintenance man will check the
smoke barriers once a month. He will
complete a Q.A. report on these checks.
K 050 NFPA 101 LIFE SAFETY CODE STANDARD K 050 10/1/15

Fire drills are held at unexpected times under
varying conditions, at least quarterly on each
shift. The staff is familiar with procedures and is
aware that drills are part of established routine.
Responsibility for planning and conducting drills
is assigned only to competent persons who are
qualified to exercise leadership. Where drills are
conducted between 9 PM and 6 AM a coded
announcement may be used instead of audible
alarms. 19.7.1.2

This STANDARD is not met as evidenced by:
The facility failed to conduct fire drills as
required.

Fire drill records review determined the facility
failed to conduct a Day Shift fire drill during the
first quarter of 2015.

Failure to conduct fire drills as required increases
the risk of death or injury due to fire.

During the month of January we
completed two fire drills on our Night shift
(10pm - 6 am) and one on the PM shift
(2pm-10pm)but did not complete a day
shift (6am to 2pm)fire drill. We cannot go
back and correct this as the date has
already passed. However, moving
forward a fire drill will be completed
monthly on each shift for 6 months, then
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The deficiency affected one (1) of twelve (12)
drills in the past year.
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quarterly thereafter.

The maintenance man, D.O.N. or
Administrator will complete a Q.A. report
on fire drills. The completion date for this
deficiency will be 10/01/2015.
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