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I 1. Corrective Action: It is the |
| This survey used the 2000 edition of NFPA 101, | practice of this facility to i
i Life Safety Code, Chapter 19 Existing Health | | maintain a safe environment. |
Care Occupancies in compliance with 42 CFR | Thea Ban .
483.70(a). The findings that follow demonstrate | (Iihe If"_‘hatof cqgfpmeé“ room |
' noncompliance with these standards. : oor latch was adjusted on 5
| 08/09/2011 while the surveyor |
| The facility is located in a one-story building with was still in the building. |
' $ parﬁi?ggg?emeqt. 'I;_he Or'%'rlﬁl b1ugilg|3ng '3 51’;94 ’ 2. Identify other areas: This '
Type construction and the an ; , 5 ;
additions are Type Il (111) construction. A | Allachetl elevatarshantequipment
' two-story addition of Type Il (222) construction on | room is the only one located in |
' the west side of the building and a one-story i the building. The Director of i
| addition of Type Il (000) construction on the east ! Environmental services ’
' side of the building were constructed in 2008. ; determined that thets ate fio other |
| The two-story addition was attached to the ' areasthat b affsctod :
original building. The second floor of this addition al may be atlecte -
| is a business occupancy and is separated from | 3. :’w“easw'e put in place: The
| the health care occupancy with an occupancy Director of Environmental
| separation having a two-hour fire resistance Services will monitor the door
! rating. and make adjustments as
' Due to the lack of two-hour fire rated separation | | necessary. The need for adjusting
' between the 2008 one-story addition of Type I g is not preventable because the cause |
i (000) construction and the remainder of the f is shifting in the building.
' building, the entire facility was classified as Type 4. Monitoring: The door will be |
[ 11 (000) construction. The entire building is | checked for positive latching
| equipped with a wet automatic sprinkler system 1 e - -
| designed to meet the requirements of the 1999 i \:]cckly op the hrs{( n‘"lonth d.n‘d
| edition of NFPA 13, Standard for the Installation - then monthly thereafter. This
of Sprinkler Systems. . audit will be completed by the
K 020 | NFPA 101 LIFE SAFETY CODE STANDARD K 020 ES department staff. i
SS=D | 2 bt [ R s ' 5. The facility will be in substantial |
tairways, elevator shafts, light and ventilation ~ompliance by:
shafts, chutes, and other vertical openings S y: oA
between floors are enclosed with construction
| having a fire resistance rating of at least one | |
hour. An atrium may be used in accordance with | -
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Any deficiency state%d{ng 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.
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8256. 19.3.1.1.

This STANDARD is not met as evidenced by
The north elevator shaft is a vertical opening and
is required to be enclosed with construction
having a fire resistance rating of at least one
hour. The elevator equipment room is part of the
elevator shaft enclosure due to the lack of a fire
rated separation between the shaft and

| equipment room.

1

' The facility failed to provide a one-hour fire
resistive rating at the north elevator shaft
enclosure.

Observation determined the door to the elevator
equipment reom is a component of the required
one-hour fire resistance rating of the elevator

the North Elevator Equipment Room did not self

required to be self-closing and positive latching.

shaft enclosure. The 60-minute rated fire doorto

close and latch when tested. Fire rated doors are |

'
i

i
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