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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 facility is located in a one-story building of
Type V (000) construction built in 1977 with an
addition in 1996. The building is equipped with a
wet automatic sprinkler system designed to meet
the requirements of NFPA 13, Standard for
Installation of Sprinkler Systems.

K 052 NFPA 101 LIFE SAFETY CODE STANDARD K 052

SS=F
A fire alarm system required for life safety is
installed, tested, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA70and 72. 9.6.1.4

This STANDARD is not met as evidenced by:
The facllity failed to ensure the fire alarm system
was in compliance with NFPA 72,

Fire alarm connections to the light and power
service must be on a dedicated branch circuit.
The circuit and connections must be mechanically
protected. Circuit disconnection means must
have a red marking, be accessible only to
authorized personnei, and be identified as Fire

LABORATORY ECTOR'S OR ERJ’SUF‘PL!ER REPRESENTATIVE'S SIGNATURE TITES (X6) DATE
J-efmm dltn s, S/</11

Any deﬁmthcy stateﬁnt endmg wnh @terlsk *) denotes a deficiency which the |nstm{l|on may be excused from correcting providing it is determmed that
other safequards provide sufficient pro on 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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' Required automatic sprinkler systems are
~ continuously maintained in reliable operating
. condition and are inspected and tested
~periodically. 19.7.6, 4.6.12, NFPA 13, NFPA
125,9.7.5

This STANDARD is not met as evidenced by:

' Testing frequencies for automatic sprinkier
systems range from quarterly to annually.
Inspection frequencies can be as often as weekly |

' to as long as annually. The frequencies for i

- testing, inspection and maintenance of automatic
sprinkler systems are dictated by the

‘ requirements as outlined by Table 5-1 of NFPA

1 25, Standard for the Inspection, Testing and
Maintenance of Water-based Fire Protection ‘

i Systems. NFPA 25 requires the facility to

‘ complete, maintain and make available to the

| authority having jurisdiction copies of records

- which indicate the procedure performed, by

. whom, the results and the date. These records

 are to be retained for the life of the system. The

| automatic sprinkler system is required to have

' specified maintenance.

' Sprinkler record review determined the facility
failed to document the flow and pressure data
" observed for the quarterly tests.
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K052 Continued From page 1 S . . .
Alarm Circuit Co:trgl K052 1.) Circuit breaker locking device will be -
! u ol. ‘ placed on the fire alarm electrical panel
Observation determined the facility failed to  breakers.
provide a locking device on the fire alarm ; i )
electrical circuit breaker. The electrical panel with ‘ 2.) There are no other areas with the
| the fire alarm electrical breaker was located in the ' potential to be affected by this practice.
- Mechanical Room.
K062 NFPA 101 LIFE SAFETY CODE STANDARD 3.) The electrical contractor will educate

K 062 ‘ ‘
. designated staff the appropriate |

. application of the circuit breaker locking

. device.

4.) QA/CQI commiittee will conduct |
. monthly audits x 3 months then quarterly
x 1 year.

|
5.) Date of completion ' 3/31/2011

1.) Flow and pressure data will be
- recorded on the automatic sprinkler
system quarterly test log.

- 2.) There are no other areas with the
| potential to be affected by this practice.

* 3.) Contract vendor will provide

- education to designated staff on
conducting quarterly test of flow and ;
pressure.

| 4.) QA/CQI will review documentation
monthly x 3 months then quarterly x 1
| year.
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