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K 000 | INITIAL COMMENTS K OUE}[ he facility will ensure that corridors are
Reguirements for Long Term Care Facilities sapar:?.ted dfml.nth uie 1 a;:a?/ ?Sz)urw?it{z
Section 42 CFR 483.70 (a) except as otherwise constructed with at least 2
provided in the section, the facility must meet resistance rating,
applicable provisions of the 2000 Edition of the A) The 3 of the 7 smoke compartments
Life Safety Code, Existing and New Health Care, have been repaired.
of the National Fire Protection Asscoiation. B) All of the sprinkler pipe escutcheons
f he facility have been scaled in
The facility was a fully sprinkied single story o gh;o;légilﬁlo:;gle facility
building of Type V (111) construction built in 1967 X AU . :
and 2010. The building was equipped with a q ) The. taclhty'mmntel.lance or‘ designee
supervised, automatic wet sprinkler system with a will audit all sprinkler pipe escutcheon on
dry branch and an addressable fire alarm system. 4 quarterly basis until resolved and/or
The facility had & capacity of 60 certified i when there is work done in the attic near '
Medicare and Medicaid beds with a census of 56 the sprinkler pipes. : 8/29/14
residents, ;
K 017 : NFPA 1017 LIFE SAFETY CODE STANDARD K017
58=E
Corridors are separated from use arsas by walls
constructed with at least ¥ hour fire resistance
rating. In sprinklered buildings, partitions are only
required to resist the passage of smoke. In
non-sprinklered buildings, walls properly extend
above the celling. (Corridor walls may terminate
at the underside of ceilings where specifically
permitied by Code. Charting and clerical stations,
walting areas, dining rooms, and activity spaces
may be open to the corridor under certain
conditions specified in the Code, Gift shops may
be separated from corridors by non-fire rated
walls it the gift shop is fully sprinklered.)
18.3.6.1,19.3.6.2.1, 19.385 ;
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Any ddficien y/slazemgﬁ\:’eﬁf ng with an asterisk (Zlﬁe 5 a deficlency which the institution may'bé excused from correcting providing/t is detqu'fned/ that
other safgBuards provide sufffcient protection to thd patibints. (Bee Instructions.) Except for nursing homes, the finddings stated above are disclosable 90 days
following the date of survey Mhether or nat  plan of condotian is provided. Far nursing homes, the above findings and plans of correction are disclosable 14
days following the date thée documents are made avallbble to the facility. if deficlencies are cited, an approved plan of correction is requisite to continued
program participation.
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This STANDARD is not met as evidenced by:
Based on observations and staff interview, the
facility failed to ensure corridors ware separated
from use areas by walls or ceilings that resisted
the passage of smoke in 3 of 7 smoke
compartments. The findings were: Observation
on 08/07/14 from 10:48 AM 1o 140 PM revealed
muttiple sprinkler pipe escutcheon’s throughout
the facility were loose causing unsealed
penetrations in the ceiling. Interview with the
Administrator and Maintenance Manager at the
time of observations revealed that work had
recently bean completed in the attic near the
sprinkler pipes and opined this caused the
esculcheon's 1o become loose.,
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