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F 323 | Continued From page 1 F 323]3. Licensed nurses and certified medication
administration, facility saff should observe the technicians have been re-educated as of
resident's consumption of the medieation(s). The B8/23/13 on Medication Administration including

policy revealed facility staff should not leave
medications or chemicals unattended.

Observation, on 07/24/13 at 4:05 PM, revealed
LPN #1 administered the following medicalions to
Resident #12:

1. Serfraline HCL 50 milligrams {mg}

2. Simvastatin 10 mg

3. AZ0 Cranberry tablet

4, Meclizine HCL 12.5 mg

During the observation, LPN #1 left the room
before the resident had consumed the
medication.

A record review revealed Resident #12 was
admitted to the faciiity on 10/09/00 with a
diagnosis to include Degpressive Disorder. Review
of the annual Minimum Data Set, dated 05/22/13,
revealed the facility identified the resident az
moderately cognitively intact.

Cbservation, on 07/24/13 at 3:10 PM, revealed an
unsupervised medication carn in the hallway with
two bottles of insulin on the cart. Further
observation revealed LPN #1 was in a resident's
rgom administering medications at thaf time.,
Observation, on 07/24/13 at 3:15 PM. 4:05 PM,
and 4:15 PM, revealed LPN #1 confinued io leave
the medication cart unattended with the two
insulin bottles on the can.

Interview with LPN #1, on 07/24/13 at 4:20 PM,
revealed she was "probably® supposed to watch
Resident #12 consume the medicatiions before
{saving the room; however, the resident "always"
takes the pills. She also verified the two insulin
bottles should have been secured in the

not leaving medications at bedside without
ensure the resident has taken them by the
Staff Development Coordinator. A post test

by licensed nurses and certified madication
technicians..

of Nursing will observe medication
administration on licensed nurses and
medication technicians and complete a
Clinical Competency Validation audit too!
during this observation. These observations
will be done three times a week X 4 weeks,
two times a week X 4 weeks and then
monthly x 10 months. The findings from
these medication obsgervations will be
submitted to the Performance Improvement
Committee monthly for one year for further
review and recommendations.

on Medication Administration was compieted

4, The Director of Nursing or Assistant Diregtor

8/23/13
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F 323 Continued From page 2 F 323] 1) The chocolate milk, nectar thick iemon flavored
medication cart when left unsupervised, water; nectar thick cranberry cocktail bevefage
) ) the honey thick iemon flavored water, apple
g‘;g;‘;;" “:"1“0";2 2:{1 eCtor;’;l:d”f;ggegg;é-don juice; orange juice, sweel tea and cranbermy
at 10 , rev ] .
staff 1o stay within visual site, {o ensure c.ocktall were discarded on 7/24/13 by a digtary
consumption of medications. She revealed insulin aide.
should not be left on top of the medication cant 2) An audit was completed of food storage
unattended. areas by the acting dietary manager on |
F 371 | 483.35(i) FOOD PROCURE, F 3711 07/24/13 to determine that food items were |

$s=g | STORE/PREPARE/SERVE - SANITARY stored appropriately with no concems identified.

The facility must - 3) Tne Dietary staff members were re-educated

{1) Procure food from sources approved or on 7/24/13 by the acting manager, to the Cold
considerad satisfactory by federal, State or local Food Storage policy which included dating gll
authorities; and items when they are opened and write the date

{2) Store, prepare, distribute and serve food

undsr sanitary conditions they are to be discarded, A postiest was

completed by distary staff on food sterage.
4) The Food Service Director wilf audit the
cooler for appropniate storage of food itemn
including milk and thickened liquids. Audit
will be conducted five times per week for two
weeks, three times per week for two week

This REQUIREMENT is not met as evidenced

by;

Based on observation, inlerview, and review of two times per week for four weeks and wadkly
the facility's policy/procedure, it was determined for 10 months. Any concems identified wilijbe
the facility failed to ensure milk and thickened addressed at that time. A summary of findihgs

liquids were stored appropriately in the

refrigerator. The current cansus was forty-three from the audits will be submitted to the

(43) residents, with one {1) residsnt on tube Performance Improvement Committee by the
feeding. Five {5) residents required thickened Food Service Director monthly for one year for
liquids. further review and recommendations. 8/23M13

Findings include:

Revisw of the Cold Food Storage
policy/procedure, dated 07/08, revealed the
designated Nutrition Service Director/Cook(s}
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F 371 Continued From page 3 F 371 |

ensured all food items were stored properly in
covered containers, labeled and dated.

Observation in the refrigerator, on 07/24/13 at
10:40 AM, revealed the following items wsre
opened, but not dated:

{1) nectar thickened lemon flavored water
{1} honey thickened iemon fiavored water
{1} nectar thickened cranbermy cacktail
(1} honey thickened apple juice

{1} honey thickened orange juice

{1) honey thickened sweet tea

(2) honey thickened cranterry cocktail

Review of the labels for each of the above
thickened liquids revested to refrigerate up to five
days, once opened,

Addilional observation, on 07/24/13 at 10:40 AM,
revealed (1) container of chocolate 1% fowfat
milk with a "best by” date of 07/23/13,

Interview with Dietary Aide #1, on 07/24/13 at
1135 AM, revealed he was supposed to date the
thickened liguids upon opening them; however,
he "forgot". He revealed the chocolate milk was
expired and should have been removed from the
refrigerator. He revealed it was "overlaoked.”

Interview with the Administrator, on 07/26/13 at
10:20 AM, revealsd she expected staff to follow
manufacturers guideiines related to food storage
in the refrigerator,

F 431 | 483.60(b), (d), {¢) DRUG RECORDS, . F 431
ss=0 | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
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F 431 | Continued Fram page 4 F 431

a licensed pharmacist who establishes a system
of records of receipt and disposition of alt
centrollzd drugs in sufficient detail 1o enable an
sccuraie reconciliation; and determings thal drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biofogicals used in the facility must be
labeled in accordanca with currently aceepted
professional ptinciples, and include the
appropfiate accessory and cautionary
Instructions, and the expiralion date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked companments under proper temperature
controis, and permit only authorized personne! to
have access to the keys.

The facliity must provide separately lacked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidencad 1. The expired 2 boxes of Duonebs
by: solution viais, that included 8 viais in
Based on observation, interview, and review of one box and 22 vials in the second

the facility's policy/procadure, it was determined
the facility failed to ensure drugs and binlogicals X
used in the facility were stored appropriately. licensed nurse.
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F 431 Continued From page 5 £ 431| 2. The medication room was audited
by the Assistant Director of Nursing
Findings include! on 7/24/13 to determine that no expired
Review of the "St & Exoiration of medications or biotogicals were maintained,
eview of the "Storage and Expiration o c
Medicattons, Biclogicals, Syringes, and Needles” No o‘ther concems were ;der!tlﬁed.
policy/procedure, revised 01/01/13, revealed the 3. Licensed nurses and certificd
facility should ensure medications and biologicals medication technicians were re-
have not been retained longer than educated as of 8/23/13 by the
recommended by the manufacturer or supplier Assistant Director of Nursing of the
idelings. o -
guidzlings Storage and Expiration of Medications ,
Observation, on 07/24/13 at 3:20 PM, revealed Biologicals, Syringes and Needles
the foliowing itams in the medication room, palicy which included the expectatian
available for resident use: (2) boxes of Duoneb that all medications must be discarded
0.5 milligrams {mg}-3 mg/3 milkiliters (mi) upon the expiration date. A post t
. . ; ' . A . ast
solution: eight {8) vials available in ongs box, with P the St P d Expirati pa f Medicat
twenty-two (22) vials avallable in the other box. onhe storage and Expiration of Medications,
Both boxes expired May 2013, Biologicals, Syringes and Needles policy
was completed by licénsed nurses and
Interview with Registered Nuree (RN} #1, on medication technicians.
07/24/13 at 3:25 PM, revealed the nurses were 4. Medication room, medication and treat-
responsible to ensure expired nebulizer ite Wi ]
medications were removed from the cabinet. ment cart audits will be completed by eithe
the Director of Nursing or Assistant Directof
tnterview with the Diractor of Nursing (DON}, on of Nursing fo determine that there are no
07/26/13 at 10:15 AM, revealed the facility checks expired medications present. Any issues
for expired medications on a weekiy basis; ; ‘ - .
however, the nurse was responsible for checking identified “f"“ b? addressed at that t@e.
the expiration date prior to administering the These audits will be completed two times
medication. weekly X 4 weeks, then one time weekly X
4 wseks then monthly x10 manths.
A summary of findings from these medicatibn
room audits will be submitted to the
Performance Improvement Commiltee by
the Director of Nursing monthly for one year
for further review and recommendations, [8/23/13
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N 218| Continued From page 1 N 219 post test on Medication Administration was
1. Sertraline HCL 50 milligrams (mg) completed by licensed nurses and certified
2. Simvastatin 10 mg medication technicians..
3. AZO Cranberry tablet 4) The Direclor of Nursing or Assistant
4. Medizine HCL 12.5 mg ) o ¢ o
During the observation, LPN #1 {efl the room Director of Nursing will observe medication
before the rasident had consumed the administration on licensed nurses and
medication. " s
rmedication technicians and complete a
A record review revealed Resident #12 was Clinical Competency Validation audit tool
admitied to the facility on 10/09/00 with a : ; : i
diagnosis to include Depressive Disorder. Review during this abservatian. These observaliong
of the annual Minimum Data Set, dated 05/22/13, will be done three times a week X 4 weeks,
revaaled the facility identified the resident as two times a week X 4 weeks and then
moderately cognitively intact. .
monthiy for 10 months. The findings from
Observation, on 07/24/13 at 3:10 PM, revealed an these medication abservations will be
unsupervised medication cart in the haliway with .
two bottles of insulin on the cart, Further submitted to the Performance Improvernent
observation revealed LPN #1 was in a resident's Cammittee monthly for one year for further
room administering medications at that time. : :
Observation, on 07/24/13 at 3:15 PM, 4:05 PM, review and recommendations. 812313
and 4:15 PM, revealed LPN #1 continued to leave
the medication cart unattended with the two
insulin bottles on the cart.
Interview with LPN #1, on 07/24/13 at 4:20 PM,
revealed she was "probably” supposed to waich
Resident #12 consume the medications before
leaving the roomn; however, the resident "aiways”
takes the pills. She alse verified the two insulin
bottles should have been secured in the
medication cart when left unsupervised,
Interview with the Director of Nursing {DON}, on
07/26/13 at 10:15 AM, revealed she expected
staff to stay within visual site, {o gnsure
consumption of medications. She revealed insulin
should not be left on top of the medication cart
unattended.
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N 283 | Continued From page 2 N 283 1} The chocolate milk, nectar thick lemon
N 263 902 KAR 20:300-10(8)(b} Section 10. Dietary N 283 flavored water; nectar thick cranberry cocktail
Services beverage the honey thick lemon flavored water,
. . i apple juice; orange juice, sweet tea and cranber
{8) Sanitary conditions, The facllity shall: PRIe) gejutce, &4
(b} Store, prepare, distribute, and serve food cocktail were discarded on 7/24/13 by a dieta
undsr sanitary conditions; and aide.
2} An audit was completed of food storage areas
This requirement is not met as evidenced by: by the acting dietary manager on 07/24/13 10
Based on observation, interview, and review of determine that food iterns were stored
the fagility's policy/pracedure, it was determined termi were store
the facility failed to ensure milk and thickensd appropriately with no concerns identified.
liquids were stored appropriately in the 3) The Dietary staff members were re-educate
refrigerator. The current census was forty-three _
{43) residents, with one {1) resident on tube ©on 7/24/13 by the acting manager, to the Col
:seq;ng. Five (5) residents required thickened Food Storage policy which included dating
iquids.
a items when they are opened and write the date
Findings include: they are to be discarded. A post test was
Review of the Cold Food Storage completed by dietary staff on food storage.
policy/pracedure, dated 07/08, revealed the 4} The Food Service Director will audit the
designated Nu'm,ion Service Dlr&d«)n‘COOk(%) coatler for appropriate storage of food items
ensured all food items were stored propeily in
covered containers, labeled and dated., including milk and thickened liquids. Audits
. will be conducted five times per week for two
Observation in the refrigerator, on 07/24/13 at .
10:40 AM, revealed the following items were waeeks, three times per week for two weeks,
opened, but not dated: two times per week for four weeks and weeldy
(1) neciar thickened |emon fiavored water for 10 months. Any concerns identified will be
{1} honey thickened lemon flavored water addressed at that time. A summary of findingy
(1) nectar thickened cranberry cockla from the audits wii be submitted to the
{1) honey thickened appte juice
{1} honey thickened orange juice Performance Improvement Committee by the
{1) honey thickened sweet tea ) Food Service Directar monthly for ane year fof
(2) honey thickened cranberry cockiail . .
further review and recommendations. B/23/13
Review of the labels for each of the above
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N 283| Continced From page 3 N 283
thickened liquids revealed fo refrigerate up to five
days, once opened.
Additional observalion, on 07/24/13 at 10:40 AM,
revealed (1) container of chocolate 1% iowfat
milk with a "best by" date of 07/23/13.
Interview with Dietary Aide #1, on 07/24/13 at
11:35 AM, revealed he was supposed to date the
thickened fiquids upon opening them; however,
he "forgot’, He revealed the chocolate milk was
expired and should hava been removed from the
refrigerator. He revealed it was "overooked."
Interview with the Administrator, on 07/26/13 at
10;20 AM, revealed she expected staff to follow
manufaclurer's guidelines related to food storage
in the refrigerator.
N 313 902 KAR 20.300-14(4) Section 14. Pharmacy N 313 1. The expired 2 boxes of Duonebs solution
Services ’ . . C oy
vials, that included 8 vials in one box and 22
{4) Labeling of drugs and biologicals. The facility vials in the second box, was discarded on
shall label drugs and biclogicals in accordance 7/24/13 by a licensed nurse.
with currently accepted professional principles, 2. The medicalion room was audited by the
and Includa the appropriate accessory and Assistant Director of Nursing on 7/24/13 to
cautionary instructions, and the expiration date. . . -
determine that no expired medications or
biologicals were maintained. No other
This requirement is not met as evidenced by: concems were identified..
Based on observation, interview, and review of 3. Licensed nurses and certified medicatioh
the facility's policy/procedure, it was determined technicians were re-educated as of 8/23/13
the facility faited to ensure drugs and biclogicals ) i ]
used in the facility were storad appropriatsly. by the Assistant Director of Nursing of the
Storage and Expiration of Medicaticns ,
Findings include: Biologicals, Syringes and Needies policy
. o o which included the expectation that all
Revizw of the "Storage and Expiration of dicati ust be di ded upon th
Medications, Biologicals, Syringes, and Needles" medications must be discarded up &
STATE FORM e Q3o If Contametion sheel 4 of §
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N 313 Continued From pags 4 N 313 expiration date, A post test on the Storage
policy/procadure, revised 01/01/13, revealed the and Expiration of Medications, Blologicals,
facility should ensure medications and bicfogicals Syringes and Needles policy was completed
have not been retained longer than ) by licensed nurses and medication technicians.
recommended by the manufacturer or supplier 4. Medication room, medication and treat-
uidelines. Lo
S ment cart audits will be completed by either
Observation, on 07/24/13 at 3:20 PM, revealed the Director of Nursing or Assistant Director
the following tems In the medication room, of Nursing to determins that there are no
available for resident use: (2) boxes of Duonghb expired medications present. Any issues
0.5 rrllllltgra-ms (mg)-3 mgﬂ.m’";m.em (mi) , identified will be addressed at that time.
sofution: eight (8) vials available in one box, with . il .
twenty-two {22) vials available in the other box, These audits will be completed two times
Both boxes expired May 2013 weekly X 4 weeks, then one time weekly X
4 weeKs then monthly x10 months. A
Interview with Registered N!“"Seh(RN) #1, on summary of findings from these medication
07/24/13 at 3:25 PM, revealed the nurses were : . .
responsible to ensure oxpired nebulizer room audits will be s.ubmmed to th‘e Performance
medications were removed from the cabinat impravement Committes by the Director of
Nursing monthly for one year for further
Interview with the Dirsctor of Nursing (DON), on review and recommendations. - 8/2313
07/26/13 at 10:15 AM, revealed the facility checks
for expired medications on a waekly basls;
however, the nurse was responsibie for checking
the expiration date prior 1o administering the
medication.
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NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP GODE
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X4y 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF GORREGTION o)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGLLATORY QR LSC IDENTIFYING INFORMAYION) YAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
1) The Therapy Department was relocated
K 000 | Conti F 1 - .
,:'on inued From page K 000 to the rear of the facility off of the dining
ire). room on 8/16/13. This location is se¢ured
Deficiencies were cited with the highest by walls and has an automatic smoke
defidency identified at "E" level. detector/sprinkler system. The room at the
K 017 | NFPA 101 LIFE SAFETY CODE STANDARD K 017} end of 300 hall remains open with no
S8=E Comid ed f by wal obstructions allowing the exit access to be
omidors are separated from use areas by walls . .
constructed with at least ¥ hour fire resistance readily acrj-essible at a!E fimes.
rating. In sprinkiered bulldings, partitions are only 2) The Maintenance Director completed a
required o resist the passage of smoke. In round of the center on 7/24/13 to determine
non-sprinkiered buildings, walls preperly extend that corridors are separated from use aregs
above the celling. (Comidor walls may terminate by walls with at least a 1/2 hour fire
at the underside of ceilings where specifically istan 1 No concemns were identified
parmitied by Code. Charting and c¢lericai stations, resista ce.ra ing. Neo ] ere identified.
waiting areas, dining rooms, and activity spaces 3) The Maintenance Director and
may be open to the corridor under cerain Administrator were educated regarding
conditions specified in ?he Code. Gift shops may K017 on 8/9/13 by the Regional Property
be separated from corridars by non-fire rated Manager and the complete Life Safety Code
walls if the giRt shop is fully sprinklered.) for K017 R dt h
19.3.6.1, 19.36.21, 19.36.5 or was reviewed lo ensure Ihe new
area met criteria for a patient treatment area.
4} The Administrator will conduct rounds to
ensure that patient treatment, resident
sleeping areas and hazardous storage areas
are secured in rooms secured by walls, with
automatic smoke detector/sprinkler system.
The rounds will be conducted weekly for four
This STANDARD is not met as evidenced by: weeks and then monthly for 11 months .
Based on observalion and interview, the facility _— . s
failed to ensure that rooms open to the corridor Findings will be SUbTmed to the Perf'ormar ce
wotlld not interfere with egress requirements in Improvement Committee by the Administrator
accordance with NFPA standards, The deficiency monthly for one year for further review ang
had the potential to affect two (2) of three {3) recommendations. 8/2313
smoke compartments, all rgsidents, staff and
visitors. The faciity is certified for Forty- Five {45}
beds with a census of Forty-Three (43) on the
day of the survey. The facility failed to ensure the
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DEFICIENGY) i
K 017 | Gontinued From page 2 K017
therapy departiment was not open to the exit
corridor,

The findings include:

Observation, on 07/24/13 at 3:16 PM with Ihe
Maintenance Supervisor, revealed the therapy
department was part of the exit corrider at the
end of 300 hall. The contents of this room are
not permitted to be in an arsa open to the
corridor.

interview, on 07/24/13 at 3:16 PM with the
Maintenance Supervisor, revealed this area was
originally designed as a television founge and had
been convened to the therapy department.

Reference: NFPA 101 (2000 edition)

19.3.6.1

Comidors shall be separated from all other areas
by partitions complying with 19.3.6.2 through
19.3.6.5. (See also 19.2.5,9.)

Exception No. t: Smoks comparments
protected throughout by an approved, supervised
gutomnatic sprinkler system in accordance with
19.3.5.3 shall be permitted to have spaces that
are unlimited in size open to the ocorridor,
provided that the following eriteria are met:

(a) The spaces are not used for patient sleeping
rooms, reatment rooms, of hazardous areas.

(b) The corrdors onto which the spaces open in
the same smoke compartment are protected by
an electrically supervised automalic smoke
detection system in sccordance with 18.3.4, or
the smoke compartment in which the space is
located is protected throughout by
quick-response sprinklers,

{c) The open space is protected by an slactricaily
supervised automatic smoke detection systerm in

FORM CMS-2657((02-59) Previous Versions Obsolata Evenl1D; Q30321 Facitity ID' 100679 I contimration sheet Page 3 of 6

61,57 :2¢kd 680936886.L2T 0L iwodH pREE £TB2-6T-9MY



DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE &

MEDICAID SERVICES

PRINTED: 08/09/2013
FORM APPROVED
OMB NO. 0938-0391

the approved automatic firg extinguishing system
option is used, the areas are separated from
other spaces by smoks resisling partitions and
doors. Doors are =elf-closing and non-rated or
figld-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted.  18.3.2.1

This STANDARD is not met as svidenced by:
Based on observation and interview, it was
determined the facility failed to msel the
requirements of Protection of Hazards in
accordance with NFPA Standards. The
deficiency had the potential to affect one (1) of
three (3) smoke compartments, thirty-eight
residents, staff and visitors. The facility is centified
for Forty- Five {45) beds with a census of

Director for storage of combustible supplies
and equipment in quantities deemed
hazardous by the authority having
jurisdiction on 07/24/13. No other problems
were identified.

3) Administrative staff members were
educated on 08/12/13 by the Administrator
regarding appropriate storage of cambustibi
suppiies and equipment in quantities deems
hazardous by the authority having jurisdictiq
4) The Maintenance Director will audit areas
throughout the facility monthly X 1 year to
ensure storage of combustible supplies and
equipment in quantittes deemed hazardous
by the authority having jurisdiction are store
appropriately. Any Issues identified will be
addressed at that time, Findings wili be
reported to the Performance Improvement

[s43
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x4 1D SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDEQ BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMFLETION
TAG REGULATORY OR LSC JDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TQ THE APPROPRIATE barz
DEFICIENCY)
K 017 | Continued From page 3 Ko17
sccordance with 19.3.4, or the entire space is
arranged and located o allow direct supervision
by fhe facility staff from a nurses * station or
similar space.
{d} The space does not obstryct access to
required exits.
7.5.11
Exits shall be focated and exit access shall be
arranged so that eXits are readily accessible at all
times,
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029{1) Door ciosures for the conference room,
85=0 One hour fire ratad wruion (with % h business office and administrator’s office
ne hour fire rated construction {with % hour . .
h n
fire-rated doors) or an approved automafic fire were orde'red on 8/1 5{13 and will be l‘nstalied
extinguishing system in accordance with 8.4.1 by the maintenance director upon arrival.
andlor 19.2.5.4 protects hazardous areas. When 2) The facliity was audited by the Maintenarce

b
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K028 | Continued From page 4 K 026| Committse by the Maintenance Director
Forty-Three {43) on the day of the survey. The monthly for one year for further review and
f;;:z;:]ygfallad to ensure 3 office doors were self- recommendations. 8/23/13

The findings include;

Observations, on 07/24/13 at 3:16 PM with the .
Maintenance Supervisor, revealed the door to the
conference room, business office, and the
Administrators * office did not have a door doser
installed to keep the areas separate from the
facility. The rooms were stacked with boxes and
papers around the rooms.

Interview, on 07/24/13 at 3:16 PM with the
Maintenanca Suparvisor, revealed he was
unaware the areas were considered hazardous
slorage thus requiring a door and a seif-closer,

Reference: NFPA 101 (2000 Edition).

19.3.2 Protection from Hazards,

19.3.2.1 Hazardous Areas. Any hazardous areas
shall be safeguarded by a fire barmier having a
1-hour fire resistance rating or shall be provided
with an automatic extinguishing system in
accordance with 8.4.1. The automatic
extinguishing shall be permitted to be in
accordance with 19.3.5. 4. Where the sprinkler
oplion is used. the areas shall be separated
from other spaces by smoke-resisting partitions
and doors. The doors shali be self-¢losing or
automatic-closing. Hazardous areas shait
include, but shall not be restricted to, the
following:

{1} Boiler and fuel-fired hesater rooms

(2) Centralbulk laundries larger than 100 ft2
(9.3 m2)

{3) Paint shops
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DEFICIENCY)
K 028 | Continved From page 5 _ K029
(4) Repair shaps
(5) Seiled linen rooms
{6) Trash collection rooms
{7) Rooms or spaces larger than 50 2 (4.6 m2},
incduding repair shops, used for storage of
combustible supplies
and equiprment in quantities desmed hazardous
by the authority having jurisdiction
(8} Laboratnriss employing fiammable or
combustible matarials in quantities less than
those that would be considered a severe hazard.
Exception: Doors in rated enclosures shall be
permitied to have nonrated, factory or
field-applisd
pratective plates extending not more than
48 in. {122 cm) above the bottom of the door.
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