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Dear Ms. Heisler: 

On January 12, 2016, a Facility Fire Safety and Constrnction survey was conducted at Life 
Care Center of Idaho Falls by the Depmiment of Health & \Velfare, Bureau of Facility 
Standards to determine if your facility was in compliance with State Licensure and Federal 
pmiicipation requirements for nursing homes participating in the Medicare and/or Medicaid 
programs. This survey found that your facility was not in substantial compliance with Medicare 
and Medicaid program pmiicipation requirements. This survey found the most serious deficiency 
to be a widespread deficiency that constitutes no actual harm with potential for more than 
minimal hmm that is not immediate jeopardy, as documented on the enclosed CtvfS-2567, 
whereby significant conections m·e required. 

Enclosed is a Statement of Deficiencies and Plan ofConection, Form CMS-2567, listing 
Medicare and/or Medicaid deficiencies. If applicable, a similar State Form will be provided 
listing licensure health deficiencies. hi the spaces provided on the right side of each sheet, answer 
each deficiency and state the date when each will be completed. Please provide ONLY ONE 
completion date for each federal and state tag in column (XS) Completion Date to signify when 
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you allege that each tag will be back in compliance. NOTE: The alleged compliance date must 
be after the "Date Survey Completed" (located in field X3) and on or before the "Opp01tunity to 
Correct" (listed on page 2). After each deficiency has been answered and dated, the administrator 
should sign the Statement of Deficiencies and Plan of Conection, CMS-2567 Form in the spaces 
provided and return the originals to this office. If a State Form with deficiencies was issued, it 
should be signed, dated and returned along with the CMS-2567 Forni. 

Your Plan of Conection (PoC) for the deficiencies must be submitted by February 4, 2016. 
Failure to submit an acceptable PoC by February 4, 2016, may result in the imposition of civil 
monetary penalties by February 24, 2016. 

Your PoC must contain the following: 

• What conective action(s) will be accomplished for those residents found to have been 
. affected by the deficient practice; 

• How you will identify other residents having the potential to be affected by the same deficient 
practice and what corrective action(s) will be taken; 

• What measures will be put into place or what systemic changes you will make to ensure that 
the deficient practice does,not recur; 

• How the conective action(s) will be monitored to ensure the deficient practice will not recur, 
i.e., what quality assurance program will be put into place; and, 

• Include dates when conective action will be completed. 

• The administrator must sign and date the first page of both the federal survey report, Form 
CMS-2567 and the state licensure survey rep01i, State Form. 

All references to federal regulato1y requirements contained in this letter are found in Title 42, 
Code of Federal Regulations. · 

Remedies will be recommended for imposition by the Centers for Medicare and Medicaid 
Services (CMS) if your facility has failed to achieve substantial compliance by February 16, 
2016, (Opportunity to Conect). Informal dispute resolution of the cited deficiencies will not 
delay the imposition of the enforcement actions recommended (or revised, as appropriate) on 
February 16, 2016. A change in the seriousness of the deficiencies on February 16, 2016, may 
result in a change in the remedy. 
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The remedy, which will be recommended if substantial compliance has not been achieved by 
February 16, 2016, includes the following: 

Denial of payment for new admissions effective April 12, 2016. 
42 CPR §488.417(a) 

If you do not achieve substantial compliance within three (3) months after the last day of the 
survey identifying noncompliance, the CMS Regional Office and/or State Medicaid Agency must 
deny payments for new admissions. 

We must recommend to the CMS Regional Office and/or State Medicaid Agency that your 
provider agreement be terminated on July 12, 2016, if substantial compliance is not achieved by 
that time. 

Please note that this notice does not constitute formal notice of imposition of alternative 
remedies or termination of your provider agreement. Should the Centers for Medicare & 
lVledicaid Services determine that termination or any other remedy is warranted, it will 
provide you with a separate formal notification of that determination. 

If you believe these deficiencies have been c01Tected, you may contact Mark P. Grimes, . . 

Supervisor, Facility Fire Safety and Construction, Bureau of Facility Standards, 3232 Elder 
Street, PO Box 83720, Boise, ID 83720-0009, Phone#: (208) 334-6626, Fax#: (208) 364-1888, 
with your written credible allegation of compliance. If you choose and so indicate, the PoC may 
constitute your allegation of compliance. We may accept the written allegation of compliance 
and presume compliance.until substantiated by a revisit or other means. In such a case, neither 
the CMS Regional Office nor the State Medicaid Agency will impose the previously 
recommended remedy, if appropriate. 

If, upon the subsequent revisit, your facility has not achieved substantial compliance, we will 
recommend that the remedies previously mentioned in this letter be imposed by the CMS 
Regional Office or the State Medicaid Agency beginning on January 12, 2016, and continue 
until substantial compliance is achieved. Additionally, the CMS Regional Office or State 
Medicaid Agency may impose a revised remedy(ies), based on changes in the seriousness of the 
nonccompliance at the time of the revisit, if appropriate. 

In accordance with 42 CPR §488.331, you have one oppo1tunity to question cited deficiencies 
through an infomrnl dispute resolution process. To be given such an oppmtunity, you are 
required to send your written request and all required information as directed in Infonnational 
Letter #2001-10. Info1mational Letter #2001-10 can also be found on the Internet at: 
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hnQ://healthandwelfare.idaho.gov/Providers/ProvidersFacilities/StateFederalPrograms/NursingFa 
ciliti es/tabid/ 4 3 4!Default.aspx 

Go to the middle of the page to Infonnation Letters section and click on State and select the 
following: 

BFS Letters (06/30/11) 

2001-10 Long Te1m Care Infonnal Dispute Resolution Process 
2001-10 IDRRequest Form 

This request must be received by February 4, 2016. If your request for informal dispute 
resolution is received after February 4, 2016, the request will not be granted. An incomplete 
infonnal dispute resolution process will not delay the effective date of any enforcement action. 

Thank you for the courtesies extended to us during the survey. If you have any questions, please 
contact us at (208) 334-6626. 

Sincerely, 

·Ju/S~----
Mark P. Grimes, Supervisor 
Facility Fire Safety and Construction 

MPG/lj 
Enclosures 
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I< 000 INITIAL COMMENTS 

The facility is a single story Type V (Ill) building 
with partial basement housing hot water heaters. 
The fully sprinklered su·ucture was built in 1978. A 
new smoke detection system was installed in 
20j 1. A major renovation was completed in 1998. 
Currently it is licensed for 109 NF beds. 

The following deficiency was cited at the above 
facility during the Fire/life Safety survey 
conducted on January·12, 2016. The facility was 
surveyed under the LIFE SAFETY CODE, 2000 
Edition, Existing Health Care Occupancy and 42 
CFR483.70. 

The Survey was conducted by: 

Nate Elkins 
Health Facility Surveyor 
Fire Life Safety & Construction 

I< 018 NFPA 101 LIFE SAFEiY CODE STANDARD 
SS=E 

Doors protecting corridor openings in other than 
required enclosures of vertical openings, exits, or 
hazardous areas shall be substantial doors, such· 
as those constructed of 13/4 inch solid-bonded 
cor.e wood, or capable of Fesisting fire for at least 
20 minutes. Clearance between bottom of door 
and floor covering is not exceeding 1 inch. Doors 
in fully sprinklered smoke compartments are only 
required to resist the passage of smoke. There is 
no impediment to the closing of the doors. Hold 
open devices that release when the door is 
pushed or pulled are permitted. Doors shall be 
provided with a means suitable for keeping the 
door closed. Dutch (loors meeting 19.3.6.3.6 are 
permitted. Door frames shall be labeled and 

K 000 This Plan of Correction is s~bmitted as I 
required under Federal and ·State 
regulations and statutes applicable to 
long-term care providers. The Plan of 
Correction does not constitute an 
admission of liability on part of the 
facility, and such liability is specifically 
denied. The submission of this Plan of 
Correction does not constitute 
agreement by the facility that the 
surveyors findings and/or conclusions 
constitute a deficiency, or that the scope 
and severity of the deficiencies cited are 
correctly applied. 

K018 

I< Oi8 SPECIFIC ISSUE 

1. Cross corridor doors in hallway 
#3 that revealed a gap between 
the facing edge of the doors 
when closed were adjusted 
appropriately to close the gap. 

2. Hallway #4 the door leading to 
room 61 with a % inch gap on 
the top corner was adjusted to 
sealed properly. 

3. Cross Corridor doors in hallway 
#4 with the clearance between 
the bottom of the door and the 
floor covering was adjusted 
properly to close the gap to less 
than 1 inch per the requirement. 

LABORAT\. '1r/Jcrn]R's oR PR Vlt '1,ru UPf JER REPRE'sE1-qAT1VE's s1GNA_T_u_R_E-~---Gt/---T-1T_L_E------1~1
-'.%'-_.... i,.,.lltJIX_6_>_oA_r_E---' 

.,. JJ1\,..- :"Ill•) 
' -

·made of steel or other materials in compliance I 

Any defici n~statement ending\ Jth ~n asterisk (*) denotes a deficiency v1hich the institution may be excused from corretting providing it is determined that 
other safeguards provide sufficient pro ecl·ion to the patients. (See instructions.) Except for nursing homes, the findings stated above are disc!osable 90 days 
follo\'./ing the date of survey vJhether or not a plan of correcUon is provided. For nursing· homes, the above.findings and plans of correction are disciosable 14 
days following the date these documents are rnade available to the faCility. If deficiencies are cited, an approved plan of correction is requisite to continued 
program participation. 

····--··-·-----------
FORM CMS-2567(02-99) Previous Versions Obsolete Event ID; R08021 Facility ID: MDS001400 If continuatlo.n sheet Page 1 of 1 O 
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I< 018 Continued From page 1 

with 8.2.3.2.1. Roller latches are prohibited by 
CMS regulations in all health care facilities. 
19.3.6.3 
This STANDARD is not met as evidenced by: 
Based on observation, operational testing, and 

interview the facility failed to maintain doors that 
protect corridor openings. Failure to maintain 
corridor doors would allow the passage of smoke 
and dangerous gases to travel freely and negate 
the opportunity to defend in place. This deficient 
practice affected 30 residents, staff and visitors in 
3 of 6 smoke compartments on the date of the 
survey. The facility is licensed for 109 SNF/NF 
beds with a census of 61 on the day of the 
survey. 

Findings include: 

1.) During the facility tour on January 12, 2016 at 
approximately 11 :30 AM, observation and 
operational testing of the cross corridor doors in 
hallway #3 revealed an approximate 1/2 inch to 
3/4 inch gap between the facing edge of the 
doors when closed completely that would allow 
the passage of smoke. When asked, the 
Maintenance Supervisor stated the facility was 
unaware of the gap between the doors. 

2.) During the facility tour on January 12, 2016 at 
approximately 2:45 PM, observation and 
operational testing of the door leading to room 61 
in hallway #4 revealed the door would not close 
and seal properly leaving an approximate 3/4 inch 
gap between the top corner of the door and door 
frame that would allow the passage of smoke. 
When asked, the Maintenance Supervisor stated 
the facility was unaware !he door would not seal 
properly. 
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I< 018 
OTHER AREAS 

All corridor doors were inspected in the 
facility to identify any other doors that 
have excessive gaps. Any doors 
identified were repaired and adjusted as 
needed to ensure compliance. 

SYSTEMIC CHANGES 

Maintenance Director will schedule 
routine checks on corridor doors for 
gaps to be completed every two weeks 
for two months then monthly thereafter. 
Any gaps identified on the routine 
checks will be remedied as needed to 
assure compliance. 

MONITOR 

The Maintenance Director will inspect 
monthly 2 corridor doors to monitor the 
system. Maintenance Director will bring 
results of the monitor inspection along 
with a copy of the routine checks 
completed by Main!. Staff to the QAPI 
meeting monthly for review. 

(XS) 
COMPLETION 

DATE 

02/16/2016 

Facility ID: MDS001400 If continuation sheet Page 2 of 10 
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3.) During the facility tour on January 12, 2016 at 
approximately 3:00 PM, observation and 
operational testing of the cross corridor doors in 
hallway #4 revealed an approximate 1-1/2 inch 
clearance between bottom of door and floor 
covering exceeding the 1 inch requirement when 
closed. When asked, the Maintenance Supervisor 
stated the facility was unaware of the gap 
between the door and the floor. 

Actual NFPA standard: 

19.3.6.3 Corridor Doors. 
19.3.6.3.1* 
Doors protecting corridor openings in other than 
required enclosures of vertical openings, exits, or 
hazardous areas shall be substantial doors, such 
as those constructed of 13/4-in. (4.4-cm) thick, 
solid-bonded core wood or of construction that 
resists fire for not less than 20 minutes and shall 
be constructed to resist the passage of smoke. 
Compliance with NFPA 80, Standard for Fire 
Doors and Fire Windows, shall not be required. 
Clearance between the bottom of the door and 
the floor covering not exceeding 1 in. (2.5 cm) 
shall be permitted for corridor doors. 
Exception No. 1: Doors to toilet rooms, 
bathrooms, shower rooms, sink closets, and 
similar auxiliary spaces that do not contain 
flammable or combustible materials. 
Exception No. 2: In smoke compartments 
protected throughout by an approved, supervised 
automatic sprinkler system in accordance with 
19.3.5.2, the door construction requirements of 
19.3.6.3.1 shall not be mandatory, but the doors 
shall be constructed to resist the passage of 
smoke. 

K 025 NFPA 101 LIFE SAFETY CODE STANDARD 
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SS=D 

Smoke barriers shall be constructed to provide at 
least a one half hour fire resistance rating and 
constructed in accordance with 8.3. Smoke 
barriers shall be permitted to terminate at an 
atrium wall. Windows shall be protected by 
fire-rated glazing or by wired glass panels and 
steel frames. 
8.3, 19.3.7.3, 19.3.7.5 
This STANDARD is not met as evidenced by: 
Based on observation and interview, the facility 

failed to ensure that smoke barriers were 
maintained. Failure to maintain smoke barriers 
could allow smoke and dangerous gases to pass 
freely between smoke compartments. This 
deficient practice affected 18 residents, staff and 
visitors on the date of survey. The facility is 
licensed for 109 SNF/NF beds with a census of 
61 on the day of the survey. 

Findings include: 

During the facility tour on January 12, 2016 at 
approximately 11:00 AM, observation of the 
ceiling in room #20 revealed a 3 inch circular hole 
cut into the ceiling near the sprinkler head that 
was unsealed. When asked, the Maintenance 
Supervisor stated the facility was unaware of the 
hole in the ceiling. 

Actual NFPA standard: 

19.3.7.3 
Any required smoke barrier shall be constructed 
iri accordance with Section 8.3 and shall have a 
fire resistance rating_ 9f not less than 1/2 hour. 
Exception No. 1: Where an atrium is used, 
smoke barriers shall be permitted to terminate at 
an atrium wall constructed in accordance with 
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SPECIFIC 
The 3 inch circular hole in room #20 was 
sealed as appropriate. 

OTHER 

Inspection of the facility ceilings was 
completed and any other area where a 
smoke barrier was compromise as 
identified in the inspection was sealed 
as appropriate. 

SYSTEMIC CHANGES 

Maintenance Director will add a routine 
schedule of inspection of ceilings. 
Maintenance staff will inspect every two 
weeks for two months then monthly 
thereafter per the routine schedule 
ceilings to ensure smoke barriers are 
maintained as appropriate. 

(XS) 
COMPLETION 

DATE 
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Exception No. 2 to 8.2.5.6(1). Not less than two 
separate smoke compartments shall be provided 
on each floor. 
Exception No. 2*: Dampers shall not be required 
in duct penetrations of smoke barriers in fully 
ducted· heating, ventilating, and air conditioning 
systems where an approved, supervised 
automatic sprinkler system in accordance with 
19.3.5.3 has been provided for smoke 
compartments adjacent to the smoke barrier. 

8.3.2* Continuity. 
Smoke barriers required by this Code shall be 
continuous from an outside wall to an outside 
wall, from a floor to a floor, or from a smoke 
barrier to a smoke barrier or a combination 
thereof. Such barriers shall be continuous 
through all concealed spaces, such as those 
found above a ceiling, including interstitial 
spaces. 
Exception: A smoke barrier required for an 
occupied space below an interstitial space shall 
not be required to extend through the interstitial 
space, provided that the construction assembly 
forming the bottom of the interstitial space 
provides resistance to the passage of smoke 
equal to that provided by the smoke barrier. 

K029 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=E 

One hour fire rate.d construction (with o hour 
fire-rated doors) or an approved automatic fire 
extinguishing system in accordance with 8.4.1 
and/or 19.3.5.4 protects hazardous areas .. When 
the.approved automatic fire extinguishing system 
option is used, the areas are separated from 
other spaces by smoke resisting partitions and 
doors. Doors are self-closing and non-rated or 
field-applied protective plates that do not exceed 
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Maintenance Director to inspect one 
· hallway per month the ceilings for any 
holes to monitor the effectiveness of the 
system. Maintenance Director will bring 
the results of the monitor along with the 
schedule of the routine checks to the 
monthly QAPI meeting for review. 

,02/16/2016 
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48 inches from the bottom of the door are 
permitted. 19.3.2.1 
This STANDARD is not met as evidenced by: 
Based on observation, operational testing and 

interview, the facility failed to ensure hazardous 
areas were protected with doors that would resist 
the passage of smoke. Failure to provide doors in 
hazardous areas would allow smoke and 
dangerous gases to pass freely into corridors and 
hinder egress of occupants during a fire event. 
This deficient practice affected residents, staff 
and visitors utilizing the main dining room on the 
datE! of the survey. The facility is licensed for 109 
SNF/NF beds with a census of 61 on the day of 
the survey. 

Findings include: 

During the facility tour on January 12, 2016 at 
approximately 1 :30 PM, observation and 
operational testing of the doors leading from the 
dining room into the kitchen found when closed 
revealed a 1" gap between the door and the door 
frame. Upon further inve·stigation it was revealed 
the doors Would not close and seal properly 
leaving a 3" gap between the leading edge of 
both doors when closed. When asked, the 
Maintenance Supervisor stated the facility was 
unaware of the gaps between the doors and did 
not close properly. 

Actual NFPA standard: 

3.3.13.2 Area, Hazardous. 
An area of a structure or building that poses a 
degree of hazard greater than that normal to the 
general occupancy of the building or structure, 
such as areas used for the storage or use of 
combustibles or flammables; toxic, noxious, or 
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The kitchen doors leading from the 
dining room into the kitchen were 
adjusted appropriately to close the 
gap per requirement 

OTHER 

Other hazardous areas of the 
facility were inspected to assure 
that the doors when closed did not have 
excessive gaps. Any areas identified 
were corrected to ensure compliance 

SYSTEM 

Maintenance Director will add a routine 
schedule of inspection of doors in 
hazardous areas. Maintenance 

' staff will inspected every two weeks for two 
months then monthly thereafter per the 
routine schedule of doors in hazardous 
areas to ensure they seal properly. 

(XS) 
COMPLETION 

DATE 
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corrosive materials; or heat-producing 
appliances. 

19.3.2.1 Hazardous Areas. 
Any hazardous areas shall be safeguarded by a 
fire barrier 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 option is used, the areas shall be 
separated from other spaces by smoke-resisting 
partitions and doors. The doors shall be 
self-closing or automatic-closing. Hazardous 
areas shall include, but shall not be restricted. to, 
the following: 

(1) Boiler and fuel-fired heater rooms 
(2) Central/bulk laundries larger than 100 ft2 (9.3 
m2) 
(3) Paint shops 
(4) Repair shops 
(5) Soiled linen rooms 
(6) Trash collection rooms 
"(7) Rooms or spaces larger than 50 ft2 (4.6 m2), 
including repair shops, used for storage of 
combustible supplies and equipment in quantities 
deemed hazardous by the authority having 
jurisdiction 
(8) Laboratories employing flammable or 
combustible materials in quantities less than 
those that would be considered a severe hazard. 

K 064 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=D 

Portable fire extinguishers shall be installed, 
inspected, and maintained in all health care 
occupancies in accordance with 9.7.4.1, NFPA 
10. 
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MONITOR 

Maintenance Director to inspect one 
hazardous area door per month for 
gaps to monitor the effectiveness of 
the system. Maintenance Director will 
bring the results of the monitor along 
with the schedule of the routine checks to! . 
monthly QAPI meeting for review. 1 
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18.3.5.6, 19.3.5.6 
This STANDARD is not met as evidenced by: 
Based on observation and interview, the facility 

failed to ensure 1hat fire extinguishers were 
installed in accordance with NFPA 10. Failure to 
ensure fire extinguishers were installed correctly 
could inhibit their proper use during a fire event. 
This deficient practice affected staff on the date 
of the survey. The facility is licensed for 109 
SNF/NF beds with a census of 61 on the day of 
the survey. 

Findings include: 

During the facility tour on January 12, 2016 at 
approximately 1 :30 PM, observation of the 
placard located above the "K" style fire 
extinguisher located in the kitchen revealed the 
placard was not properly marked with the correct 
wording. The sign stated "Secondary Backup 
Extinguisher". When asked, the Maintenance 
Supervisor stated the sign was changed prior to 
the survey date. 

Actual NFPA Standard: 
19.3.5.6 
Portable fire extinguishers shall be provided in all 
health care occupancies in accordance with 
9.7.4.1. 

9.7.4.1* 
Where required by the provisions of another 
section of this Code, portable fire extinguishers 
shall be installed, inspected, and maintained in 
accordance with NFPA 10, Standard for Portable 
Fire Extinguishers. 

NFPA10 
2-3.2.1 
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SPECIFIC 

The "K" style fire extinguisher located in 
the kitchen was properly marked with 
the correct wording on a placard. 

OTHER 

Extinguishers in the facility were 
inspected to assure they are properly 
marked. 

SYSTEMIC CHANGES 

Maintenance staff inserviced on the 
appropriate wording on the placards 
near the fire extinguishers. · 
Maintenance staff will check monthly the: 
extinguishers to assure the placards are 
appropriately labeled. ; 

MONITOR 

Maintenance Director will inspect 5 
extinguishers monthly to monitor the , 
system and report findings to the QAPI ' 
committee monthly. 
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A placard shall be conspicuously placed near the 
extinguisher that states that the fire protection 
system shall be activated prior to using the fire 
extinguisher. 

K 074 NFPA 101 LIFE SAFETY CODE STANDARD 
SS=F 

Draperies, curtains, including cubicle curtains, 
and other loosely hanging fabrics and films 
serving as furnishings or decorations are flame 
resistant in accordance with NFPA 701 except for 
shower curtains. Sprinklers in areas where 
cubical curtains are installed shall be in 
accordance with NFPA 13 to avoid obstruction of 
the sprinkler. 10.3.1, 18.3.5.5, 19.3.5.5, 18.7.5.1, 
19.7.5.1, NFPA 13 

o Newly introduced upholstered furniture shall 
meet the char length and heat release criteria 
specified when tested in accordance with the 
methods cited in 10.3.2 (2) and 10.3.3, 18.7.5.2, 
19.7.5.2. 

o Newly introduced mattresses shall meet the 
char length and heat release criteria specified 
when tested in accordance with the method cited 
in 10.3.2 (3) and 10.3.4. 18.7.5.3, 19.7.5.3 

o Newly introduced upholstered furniture and 
mattresses means purchased since March, 2003. 
This STANDARD is not met as evidenced by: 
Based on record review, observation and 

interview, the facility failed to ensure drapes and 
curtains were provided in accordance with NFPA 
701. Failure to install curtains and drapes with 
flame resistive properties would increase the 
available fuel during a fjre eyent. This deficient 
practice affected all residents, staff and visitors 
on the date of the survey. The facility is licensed 
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SPECIFIC 

The curtains and drapes identified 
without a tag for 701 rating were treated 
with fire resistant application. 

OTHER 

All curtains and drapes were inspected 
throughout the facility to identify any that 
were not tagged for 701 rating. Any 
curtains or drapes identifiedwere 
treated with a fire resistant application. 

SYSTEMIC 

Maintenance staff inserviced on the 
need to inspect curtains prior to 
installation ensuring they are tagged for 
a 701 rating or have been treated with a 
fire resistant application. 

MONITOR 
Maintenance Director monthly will audit I 
10% of the rooms in the facility to 
ensure that the drapes or curtains are 
either 1<1gged for a 701 rating or have 
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for 109 SNF/NF beds with a census of61 on the 
day of the survey. 

Findings include: 

During record review on January 16, 2016 
between 9:00 AM to 10:30 AM, review of the 
facility records failed to show any fire treatment 
records for non-tagged curtains or drapes. Upon 
further observation during the facility tour 
between 11 :OO AM and 3:30 PM, physical 
inspection of curtains and drapes installed 
throughout the facility were not tagged for 701 
rating or treated with a fire resistant application. 
When asked, the Maintenance Supervisor stated 
the facility was not aware of the non-tagged 
draperies and curtains. 

Actual NFPA standard: 

19.7.5.1* 
Draperies, curtains, including cubicle curtains, 
and other loosely hanging fabrics and films 
serving as furnishings or decorations in health 
care occupancies shall be in accordance with the 
provisions of 10.3.1. (See 19.3.5.5.) 
Exception: Curtains at showers. 

10.3.1* 
Where required by the applicable provisions of 
this Code, draperies, curtains, and other similar 
loosely hanging furnishings and decorations shall 
be flame resistant as demonstrated by tei;ting in 
accordance with NFPA 701, Standard Methods of 
Fire Tests for Flame Propagation of Textiles and 
Films. 

i 
I 
I 
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