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This survey used the 2000 edition of NFPA 101,
Life Safety Code, Chapter 19-Existing Health
Care Occupancies in compliance with 42CFR
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 that was protected by a
wet automatic fire sprinkler system designed fo
meet the requirements of NFPA 13, Standard for
the Installation of Sprinkler Systems.

A garage and assisted living building were
attached to the southwest end of the facility. A
two-hour fire rated wall assembly separated the
facility from the adjoining garage and assisted

| living building.
K 011 | NFPA 101 LIFE SAFETY CODE STANDARD K011| 1. The door between the therapy
SS=D room and garage was updated
[f the building has a common wall with a with a brake away latch.
nonconforming building, the common wall is a fire
barrier having at least a two-hour fire resistance 2. All doors in the building
rating constructed of materials as required for the were checked for proper

addition. Communicating openings occur only in
corridors and are protected by approved
self-closing fire doors. 19.1.1.4.1, 19.1.1.4.2

latching devices. All
doors are functioning
properly.

3. When new doors are purchased
the Maintenance Supervisor

-

This STANDARD is not met as evidenced by: will check latching devices
The facility failed to ensure a complete two-hour after installation to ensure
fire rated wall assembly between the nursing they latch properly.
home and the adjoining garage and assisted
living building. 4, The Maintenance Supervisor
‘ will keep a log for six
Observation determined the 90-minute fire rated months on all new doors
door in the two-hour separation between the i purchased and document
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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. b
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K 011} Continued From page 1 K011| 4. (continued)
nursing home and the adjoining garage and : the correct -latching
assisted living building was not latching into the mechanism. ST
door frame. The latch had been removed from
the 90-minute door. 5. 10/1/13
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