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{K 000} INITIAL COMMENTS

This survey used the 2012 edition of NFPA 101,
Life Safety Code, Chapter 19-Existing Health
Care Occupancies and the 2012 edition of NFPA
99, Health Care Facilities Code in compliance
with 42 CFR 483.70(a)(b). The findings that
follow demonstrate noncompliance with these
standards.

The facility was located in a one-story building of
Type 1l (000) construction and was protected by
an automatic sprinkler system designed to meet
the requirements of NFPA 13, Standard for
Installation of Sprinkler Systems.

NFPA 101 Fundamentals - Building System
Categories

{K 901}
SS=F

Fundamentals - Building System Categories
Building systems are designed to meet Category
1 through 4 requirements as detailed in NFPA 99.
Categories are determined by a formal and
documented risk assessment procedure
performed by qualified personnel.

Chapter 4 (NFPA 99)

This STANDARD is not met as evidenced by:
Building systems in health care facilities shall be
designed to meet system Category 1 through
Category 4 requirements as detailed in this code.
Categories shall be determined by following and
documenting a defined risk assessment
procedure. NFPA99,4.1,4.2.

The facility failed to provide a documented risk
assessment of building systems.

{K 000}

{K 901}

3121117

Building assessment completed
identifying potential hazard areas of high,
medium and nominal hazard locations.
Risk assessment will be maintained with
Plant Operations Manager.
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Review of documentation and interview of staff
determined the facility failed to conduct and
document a risk assessment of building systems.

Failure to conduct a risk assessment of building
systems increases the risk of injury or death due
to fire.

This deficiency affected building systems
throughout the entire facility.
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