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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.

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

 

K 130
SS=F

NFPA 101 MISCELLANEOUS

OTHER LSC DEFICIENCY NOT ON 2786
This STANDARD  is not met as evidenced by:

K 130 3/31/16

 A functional test must be conducted on every 
required emergency lighting system at 30-day 
intervals for not less than 30 seconds. An annual 
test must be conducted on every required 
battery-powered emergency lighting system for 
not less than 1 1/2-hours. Equipment must be 
fully operational for the duration of the test. 
Written records of visual inspection and tests 
must be kept by the owner for inspection. 7.9.3

Observation determined the battery back-up 
emergency light located in the Mechanical Room 
above the generator transfer switch failed to 
illuminate when tested.

Failure to ensure emergency lighting is fully 
functional at all times increases the risk of injury 
or death due to fire.

This deficiency affected one (1) of one (1) 
emergency battery lights serving the emergency 

 1. K130-  The corrective action that has 
been accomplished is that on 3/31/2016 
the battery in the battery back-up 
emergency light located in the mechanical 
room above the generator transfer switch 
was replaced with a new battery which 
tested fully functional.

2.  The facility identified one other 
emergency light which was tested as fully 
functional on 3/23/16.  However, a new 
battery was installed on 3/31/16 and 
tested to increase confidence in the unit.

3.  The facility will continue inspecting 
these units monthly, as has been facility 
policy.  The previous test to both back-up 
emergency lighting units occurred on 
3/3/2016 with both units indicating that 
they were functioning properly.
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generator equipment. 4.  The facility will monitor its corrective 

action by having the maintenance 
supervisor or designee report to the 
Quality Assurance/Performance 
Improvement team's April 2016 meeting 
that this finding has been corrected.
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