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NFPA 101 LIFE SAFETY CODE STANDARD

Exit access is arranged so that exits are readily 

accessible at all times in accordance with section 

7.1.     19.2.1

This STANDARD  is not met as evidenced by:

K 038 5/26/15

 42 CFR 483.70 (a)

Based on observations, on  5/14/2015 at 

approximately 9:30 AM onward, the following 

deficiencies were noted:   The standard is 

non-compliant, specific findings include:

Exit access door to soiled work room is equipped 

with an incomplete special locking arrangements 

- an emergency light connected to the essential 

electrical system and on/off release switch are 

not provided inside room.  Room is located near 

nurse's station on four hundred hall.

This deficiency affected one of  two smoke 

compartments.

Failure to comply with minimum standards as 

referenced increases the risk of death or injury 

due to fire and/or smoke.

 The light in the soiled work room on 

Benson Hall has been wired to the 

emergency panel.  An on/off switch is 

located within the room.

Maintenance will monitor on preventative 

maintenance rounds to make sure all is 

working properly.
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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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