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INITIAL COMMENTS

This survey used the 2012 edition of NFPA 101, Life
Safety Code, Chapter 18-New Health Care
Occupancies, Chapter 19-Existing Health Care
Occupancies and the 2012 edition of NFPA 99,
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. An addition attached to
the structure was of Type Il (111) 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. The 700 Wing of Type Il (111) construction
had undergone a major renovation in 2017. The 700
Wing was surveyed using Chapter 18.

A Fire Safety Evaluation System (FSES) was
conducted as a result of the 01/26/2026 Life Safety
Code survey. The FSES was specifically used as an
alternative safety method for Tag K 371 - Travel
Distance within Smoke Compartment. The facility
passes the FSES.

Subdivision of Building Spaces - Smoke Compar
CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke
Compartments

2012 EXISTING

Smoke barriers shall be provided to form at least

two smoke compartments on every sleeping floor
with a 30 or more patient bed capacity. Size of
compartments cannot exceed 22,500 square feet or a
200-foot travel distance from any point in the
compartment to a door in the smoke barrier.

19.3.7.1,19.3.7.2

Detail in REMARKS zone dimensions including

K0000

K0371

The FSES was specifically used as an alternative
safety method for K371.

02/04/2026

01/29/2026
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This STANDARD is NOT MET as evidenced by:

The facility failed to ensure the travel distance to
reach a door in the required smoke barrier did not
exceed 200 feet.

Observation determined the 500/600 Wing smoke
compartment exceeded the maximum 200 feet travel
distance to reach the nearest smoke barrier.

Failure to ensure travel distance within a smoke
compartment complies with Life Safety Code
requirements increases the risk of death or injury
due to fire.

This deficiency affected one (1) of three (3) smoke
compartments.
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A recertification survey conducted on 01/26/2026
found St Catherines Living Center in compliance
with the requirements of 483.73 Long-Term Care
Facilities Emergency Preparedness.
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