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Subdivisicn of Building Spaces - Smoke Barrier
Doors |
2012 EXISTING
Doors in smoke barviers are 1-3/4-inch thick solid
bonded wood-core doors or of construction that
resists fire for 20 minutes, Nonrated protective
plates of uniimited height are permitted. Doors
are permitted to have fixed fire window
assemblies per 8.5. Doors are self-closing or
automatic-closing, do not require latching, and
are not required to swing in the direction of
egress travel. Door opening provides a minimum
clear width of 32 inches for swinging or horizontal
doors.

19.3.7.6, 19.3.7.8, 19.3.7.9
This REQUIREMENT is not met as evidenced
by:

NFPA 101 Life Safety Code, 2012 Edition

Malntenance wiil be Inspecting all smoke barrier cross-
corridors daily to ensure proper closure and test monthly
to ensure smoke barrier corridor doors close properly.
Maintenance will record testing monthly on maintenance
log to ensure proper closures and smoke barrier cross
barrier doors are in good repalr. Malntenance will report
malntenance log findings to Administrator to ensure
compliance,

Monitoring and Performance:

walntenance will present any findings to Adm!nistrator/
designee monthly to safety committee to ensure
compllance. Administrator/designee will randomly make
observation and check smoke barrier doors two times a
waek for weeks to ensure compllance.

Any flndings during log review wiil be reported to QA
committee monthly for three months for further
recommendations.
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K 600 | INITIAL COMMENTS K 000|,,.. medizte carrective action:
On 5/20/24 re education provided on NFPA 101 [ife safety
The follpwing reflects the findings of the code 19.3.7.8 doors should comply with 8.5.4 and all the
California Depertment of Public Health during the o e doors shall b selfclosing or
Life Safety Code Survey. On 5/20/24, Maintenance called certified techniclan to
aceess cross corridor door located In middle statlon area
This facllity was surveyed under 42 Code of in vllh!ch the left leaf Bu;asnet I‘;;sl adm:;ed by dby
Federal Regulations, Part 483.70(a), Life Safety malntenance supervisor on 5/20/24 and repaire
Code NFPA 101, 2012 Edition, Chapter 19 certified technician on 5/21/24,
Existing Heaith Care Occupancies, and other {dentification of others at risk:
applicable ccdes. Maintenance supervisor did walking rounds with
administrator and no residents affected by deficlency and)
Representing the Department of Public Health: no other residents [dentified.
Surveyor #: 16281, HFE | System process to prevent re-occurrence
On 5/20/24, reeducation was provided to maintenance
Bed capacity: 9 supervisor and maintenance assistant on tife safety NFPA
Resident census: 89 101 of subdivision-smoke barrier to ensure one of four
K 374 | Subdivision of Building Spaces - Smoke Barrie K 374 smoke barrer crass -corridors sutomatically cose with
$S=E | CFR(s): NFPA 101 : activation of the fire alarm.
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Any deficiency statement ending with ﬁ- asterisk (*) denotes a deficiency which the Instituticn may be excused from comrecting 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 80 dafs
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
days following the date these documents are made available to the facility. Hf deficiencies are cited, an approved plan of comection is requisite to continued™ .-

program participation.
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19.3.7.8" Doors In smoke barriers shall comply
with 8.5.4 and all of the following:

(1) The doors shall be self-closing or automatic
closing in accordance with 19.2.2.2.7.

 This Code was not met as evidenced by:

Based on observation and interview, the facility
failed to ensure ons of four smoke barrier
cross-comridor doors automatically close with
activation of the fire alarm system.

In the event of a fire emergency, automatic
closure of smoke barmier cross-corridor doors,
without any impediments, is an essential
component in the containment of smoke, heat,
and fire from other areas of the building.

This deﬁcient practice affected two of five smoke .
compartments. |

_Finding:

. On 05/20/2024 at 11:32 a.m., during a Life Safety
Code (LSC) tour of the facility and test of the 1
facility's fire alarm system, accompanied by the
Maintenance Supervisor (MS), the evaluator
observed the MS test the manual pull station
located by room 123. The manual pull station
activated an audible alarm, but the smoke barrier
door dld not fully close. One of the two leaves of :
the cross-corridor door remained held open by 1
the door dloser’s coordinator.

At 11:35 a.m,, the evaluator observed the MS test i
the smoke detsctor located between the smoke
. barrier cross-corridor door and room 123 with :
, aerosolized smoke test. The smoke detector : i
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door did not fully close. One of the two leaves of
the cross-corridor door remained held open by
the door closer’s coordinator.

During a concurrent interview, the MS
acknowledged the cross-comidor door failed to
close and stated that door closer activated in the
wrong sequence, that the door closer's
coordinator needs to be adjusted.

At 11:39 a.m., the evaluator observed the MS test
the smoke detector located between the smoke
barrier cross-corridor door and the fire alarm
panel room with aerosolized smoke test. The
smoke detector activated an audible alarm, but
the smoke barrier door did not fully close. One of
the two leaves of the cross-corridor door
remained held open by the door closer's
coordinator.

During a concurrent interview and closer
observation, the MS stated that it was not that the
docr closer that activated in the wrong sequence,
that the door failed to fully close because the
magnet holding the left leaf of the cross-corridor
door released the door later than the magnet
holding right leaf of the cross-corridor door.
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activated an audible alarm, but the smoke barrier
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E 000 i Initial Comments

The following reflects the findings of the
Califomia Department of Public Health, during an
Emergency Preparedness Recertification survey.

The findings are in accordance with Title 42 Code
of Federal Regulations (CFR) 483.73,
Regquirement for Long Term Care (LTC) Facilities.

Representing the Department of Public Health:
Surveyor #: 16281, HFE |

Bed capacity: 99
Resident census: 89

No deficiencies were noted during the time of the

survey. ;
The facility was in substantial compliance.
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Any doficiency statement ending with an asterisk (*) denotes a deficiency which the tnstitution may be excused from comecting providing it is determined that

cther safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homas, the findings stated above are disclosable 80 days
{ollowing the date of suwéy whathar or not a plan of corection Is provided. For nursing hames, the above findings and plans of correction are disclosable 14

days following the date mbse documents are made available to the facility. If deficiencias are cited, an approved plan of carrection is requisite to continued

program participation.
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