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A Recertification Survey was initiated on
10/27/15 and concluded on 10/29/15 with no
deficiencies cited.
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CFR: 42 CFR 483.70(a)

Building: 01

Survey under: NFPA 101 (2000 Edition) New
Plan approval: 02/04/2011

Facility type: SNF/NF Located on first (1) and
third (3) floor Allen Wing

Type of structure: 1l (222)

Smoke Compartment: Two (2)

Fire Alarm: Complete fire alarm

Sprinkler System: Complete sprinkler system
(wet)

Generator: Type | (Diesel)

A life safety code survey was initiated and
concluded on 10/28/15. The findings that follow
demonstrate noncompliance with Title 42, Code
of Federal Regulations, 483.70 (a) et seq (Life
Safety from Fire). The facility was found not to be
in substantial compliance with the Requirements
for Participation for Medicare and Medicaid.

Deficiencies were cited with the highest
deficiency identified at "E" level.

K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025
SS=E
Smoke barriers are constructed to provide at
least a one-hour fire resistance rating in
accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels in approved frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems.
18.3.7.3, 18.3.7.5, 18.1.6.3
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This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to maintain
fire/smoke barriers with a one (1) hour fire
resistance rating as required by National Fire
Protection Agency (NFPA} standards. This
deficient practice affected two (2) of three (3)
smoke compartments, staff and approximately
seven (7) residents. The facility had the capacity
for forty-four (44) beds with a census of fifteen
(15) residents the day of survey.

The findings include:

During the Life Safety Code survey on 10/28/15,
at 10:15 AM, with the Director of Maintenance
(DOM), the fire/smoke barrier wall above the
ceiling at the third floor unit was observed to have
an approximate three (3) inch hole through the
barrier. Fire/smoke barrier walls must be
properly maintained to prevent fire and smoke
from spreading to other areas of the facility in a
fire situation. Interview with the DOM on
10/28/15, at 10:15 AM, revealed he was aware
the fire/smoke barrier should be properly sealed;
however, he was not aware of the hole in this
barrier wall.

The findings were revealed to the Administrator
on exit.
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