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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. i
The facility was located in a one-story building of
Type V (000) construction with a partial
basement. The building was equipped with a wet . .
automatic sprinkler system with quick response The maintenance department will
sprinklers designed to meet the requirements of remove the Acorn Lane smoke barrier
nS@Ataton oF PIRKer SySems. | it from dragging on the carpet, for the
' The facility was divided into three smoke zones; A ' purpose of insuring that it closes and
& B Wing (resident sleeping rooms), C & D Wing latches when the magnetic hold-open
(resident sleeping rooms), and Service Wing device is deactivated by the activation
(qentraf nurses s'tation,_ d_ining room, therapy, and of the fire alarm system
kitchen). An assisted living complex was
attached to the west side of the nursing facility . )
and was separated by an occupancy separation The maintenance department Stf"ff will
wall having a two-hour fire resistance rating. check all other smoke barriers to
K 027 NFPA 101 LIFE SAFETY CODE STANDARD K027 assure that they close and latch
SS=E o _ properly. The maintenance director
Door openings in smqke bafrlers have at least a will implement a weekly preventive
| 20-minute fire protection rating or are at least _ . : he!
| 1%-inch thick solid bonded wood core. Non-rated mamtena.nce progran? lo Insure the _
protective plates that do not exceed 48 inches free closing and latching of all smoke
from the bottom of the door are permitted. barrier  doors. (See  attached
Horizontal sliding doors comply with 7.2.1.14. preventive maintenance tool.)
Doors are self-closing or automatic closing in . : . i
accordance with 19.2.2.2.6. Swinging doors are fﬁtpl')roprlate action “.”” be _ta}\en -
not required to swing with egress and positive indicated by preventive maintenance
latching is not required.  19.3.7.5, 19.3.7.6, program.
19.3.7.7
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Any deficiency state)ment ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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This STANDARD is not met as evidenced by:
The facility failed to ensure doors in smoke
barrier walls resisted the passage of smoke. One
of eight smoke barrier doors did not self close.

Observation revealed one of the self-closing
cross corridor doors in the Acorn Lane smoke
barrier did not completely self-close when tested.
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