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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 1l (000) construction that was protected with
an automatic sprinkler system designed to meet
the requirements of NFPA 13, Standard for the
Installation of Sprinkler Systems.

A penthouse containing mechanical equipment
was located above Sections A and D.

An occupancy separation wall having a two-hour
fire resistance rating provided a separation from
the basic care building that was attached to the
east and north sides of the building.

Fire Drills

CFR(s): NFPA 101

K712

Fire Drills

Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire
conditions. Fire drills are held at expected and
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. Where drills are
conducted between 9:00 PM and 6:00 AM, a
coded announcement may be used instead of
audible alarms.
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This REQUIREMENT is not met as evidenced
by:

The facility failed to conduct fire drills as
required.

Fire drill records review determined no fire drills
were conducted on the Night Shift during the
third quarter of 2018.

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

The deficiency affected one (1) of twelve (12)
drills in the past year.
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