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K000 INITIAL COMMENTS K 000

This survey used the 2012 edition of NFPA 101,
Life Safety Code, Chapter 19-Existing Health
Care Occupancies and the 2012 edition of NFPA
99, Standard for Health Care Facilities Code in
compliance with 42 CFR 483.70(a)(b). 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 a wet automatic sprinkler system
designed to meet the requirements of NFPA 13,
Standard for Installation of Sprinkler Systems
and a corridor smoke detection system.

Note:

A Fire Safety Evaluation System (FSES) was

conducted as a result of the 12/05/2017 Life

Safety Code survey. The FSES was specifically

used as an alternative safety method for K 241

(Number of Exits) and K 271 (Discharge From

Exits). The facility passes the FSES upon

correction of all other deficiencies.
K 241 Number of Exits - Story and Compartment K 241 12/13/17
ss=B CFR(s): NFPA 101

Number of Exits - Story and Compartment

Not less than two exits, remote from each other,
and accessible from every part of every story are
provided for each story. Each smoke
compartment shall likewise be provided with two
distinct egress paths to exits that do not require
the entry into the same adjacent smoke
compartment.
18.2.4.1-18.2.4.4,19.2.4.1-19.24 4

This REQUIREMENT is not met as evidenced

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 12/15/2017

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.
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Discharge from Exits

Exit discharge is arranged in accordance with
7.7, provides a level walking surface meeting the
provisions of 7.1.7 with respect to changes in
elevation and shall be maintained free of
obstructions. Additionally, the exit discharge shall
be a hard packed all-weather travel surface.
18.2.7,19.2.7

This REQUIREMENT is not met as evidenced
by:

an exterior exit discharge. Yards, courts, open

Exits must terminate directly at a public way or at
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K241 Continued From page 1 K 241
by:
Not more than 50 percent of the required A Fire Safety Evaluation System (FSES)
number of exits, and not more than 50 percent of was conducted as a result of the
the required egress capacity, shall be permitted 12/05/2017 Life Safety Code survey. The
to discharge through areas on the level of exit FSES was specifically used as an
discharge. alternative safety method for K 241,
(Number of Exits). The facility passes the
The facility failed to arrange at least 50 percent of FSES upon correction of all other
exits to discharge directly to the exterior of the deficiencies.
building.
Observation determined two (2) of two (2) stair
enclosures from the partial basement discharged
into the first-floor corridor of the building rather
than into an exit passageway or to the exterior of
the building.
Failure to provide exits in accordance with NFPA
101 increases the risk of injury or death due to
fire.
This deficiency affected two (2) of two (2)
designated exits from the basement.
K 271 Discharge from Exits K271 12/13/17
8s=B CFR(s): NFPA 101

A Fire Safety Evaluation System (FSES)
was conducted as a result of the
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Spinkler System - Installation

2012 EXISTING

Nursing homes, and hospitals where required by
construction type, are protected throughout by an
approved automatic sprinkler system in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems.

In Type | and Il construction, alternative
protection measures are permitted to be
substituted for sprinkler protection in specific
areas where state or local regulations prohibit
sprinklers.

In hospitals, sprinklers are not required in clothes
closets of patient sleeping rooms where the area
of the closet does not exceed 6 square feet and
sprinkler coverage covers the closet footprint as
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K271 Continued From page 2 K 271

spaces, or other portions of the exit discharge 12/05/2017 Life Safety Code survey. The

must be of required width and size to provide all FSES was specifically used as an

occupants with safe access to a public way. CMS alternative safety method for K 271

Survey and Certification Letter 05-38. (exterior exits to public ways). The facility

passes the FSES upon correction of all

To ensure adequate exit capability, CMS requires other deficiencies.

asphalt or concrete surfaces from exterior exits to

public ways.

Observation determined the two (2) exterior exits

from the Chapel traverse the lawn to get to a

public way.

Failure to provide asphalt or concrete surfaces

from exterior exits increases the risk of injury or

death due to fire.

The deficiency affected two (2) of twelve (12)

exterior exits from the building.
K 351 Sprinkler System - Installation K 351 12/13/17
ss=D CFR(s): NFPA 101
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required by NFPA 13, Standard for Installation of
Sprinkler Systems.

19.3.5.1,19.3.5.2, 19.3.5.3, 19.3.5.4, 19.3.5.5,
19.4.2,19.3.5.10,9.7,9.7.1.1(1)

This REQUIREMENT is not met as evidenced
by:

The facility failed to install the automatic
sprinkler system in accordance with NFPA 13,
Standard for the Installation of Sprinkler
Systems.

Buildings containing nursing homes shall be
protected throughout by an approved, supervised
automatic sprinkler system. Sprinklers in walk-in
type coolers and freezers with automatic
defrosting shall be of the
intermediate-temperature classification or higher.
19.3.5.1,9.7.1.1(1), NFPA 13 8.3.2, 8.3.2.5(10)

Observation determined two (2) sprinklers in the
walk-in freezer located in the Basement were of
ordinary-temperature classification. The walk-in
freezer was equipped with an automatic
defrosting feature.

Failure to install and maintain the automatic
sprinkler system in accordance with NFPA 13
increases the risk of injury and death due to fire.

The deficiency affected two (2) of numerous
sprinklers in the facility. The automatic sprinkler
system serves the entire facility.

K351: Sprinkler System - Installation

1. The two Identified sprinkler heads
where change on 12/13/17 and now are
in compliance.

2. Director of Facilities completed facility
sprinkler head audit on 12/5/17. On an
annual basis our approved vendor will
inspect all sprinkler heads.

3. Facility maintenance staff were
educated on proper sprinkler equipment.
4. N/A - as the citation was isolated to
the walk-in freezer with the auto
defrosting feature

5. Date of completion: 12/13/17
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