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K 000 INITIAL COMMENTS K 000

 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 V (000) construction. The building was 
protected by a wet/dry automatic sprinkler 
system designed to meet the requirements of 
NFPA 13, Standard for Installation of Sprinkler 
Systems.

 

K 291
SS=F

Emergency Lighting
CFR(s): NFPA 101

Emergency Lighting
Emergency lighting of at least 1-1/2-hour duration 
is provided automatically in accordance with 7.9.
18.2.9.1, 19.2.9.1
This REQUIREMENT  is not met as evidenced 
by:

K 291 3/22/19

 Testing of required emergency lighting systems 
shall be permitted to be conducted as follows:

1) Functional testing shall be conducted monthly, 
with a minimum of 3 weeks and a maximum of 5 
weeks between tests, for not less than 30 
seconds.
2) The test interval shall be permitted to be 
extended beyond 30 days with the approval of 
the authority having jurisdiction.
3) Functional testing shall be conducted annually 
for a minimum of 1½ hours if the emergency 
lighting system is battery powered.
4) The emergency lighting equipment shall be 

 1. All battery powered emergency lighting 
will be tested monthly for 30 seconds and 
annually for 90 minutes and documented. 

2. No other portions of the facility will 
have the potential to be affected by the 
deficient practice. 

3. A maintenance reminder will be put into 
place with updated list of battery powered 
emergency lighting to be done for 30 
seconds monthly and annually for 90 
minutes. 
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Any deficiency statement 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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fully operational for the duration of the tests.
5) Written records of visual inspections and tests 
shall be kept by the owner for inspection by the 
authority having jurisdiction.
7.9.3.1.1

The facility failed to ensure the emergency 
lighting was in proper operating condition to 
provide 1½ hours of emergency illumination in 
the event of failure of normal lighting.

Record review determined:
1) Monthly 30-second testing of the emergency 
battery-powered emergency lighting system was 
not documented for September or October 2018.
2) Annual 90-minute testing of the emergency 
battery-powered emergency lighting system was 
not documented in the last 12 months.  

Failure to test and maintain the emergency lights 
in accordance with NFPA 101 increases the risk 
of death or injury due to fire.

The deficiency affected all emergency 
battery-powered emergency lights throughout the 
building.

4. The facility will monitor the deficient 
practice with the updated maintenance 
reminder and documentation. 
 
5. Corrective actions will be completed by 
March 22, 2019.

K 372
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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 
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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 REQUIREMENT  is not met as evidenced 
by:
 The facility failed to ensure smoke barriers were 
at least one-half hour fire resistant and smoke 
resistant.

Observation determined the Northern Drive 
smoke barrier had two (2) unsealed data cable 
penetrations through the wall above the 
cross-corridor smoke barrier doors.

Failure to maintain smoke barriers as required 
increases the risk of death or injury due to fire.

The deficiency affected two (2) of four (4) smoke 
compartments in the building.

 1. All smoke barriers will be checked for 
unsealed penetrations. 

2. All (4)four smoke compartments have 
the potential to be affected. 

3. Updated maintenance reminder to 
check all barriers after construction or 
cabling projects in the facility, as well as 
quarterly inspections of all fire barriers in 
the facility. 

4. The facility will monitor the corrective 
actions with the updated maintenance 
reminder and documentation. 

5. Corrective actions will be completed by 
March 22, 2019.
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