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E 000 | Initial Comments E 000

Federal Recertifaction Survey
Survey Date: 05/13/2024

Gregory Wing at St. Andrews, a long-term care
facility, was surveyed pursuant to the National
Fire Protection Association 101 Life Safety Code,
2012 Edition as referenced in 42 CFR 483.90 (a -
d) - Physical Environment and

is not in substantial compliance. ;
E 015 | Subsistence Needs for Staff and Patients E 015
8S=D | CFR(s): 483.73(b)(1) i

§403.748(b)(1), §418.113(b)(6)(iii), §441.184(b)
(1), §460.84(b)(1), §482.15(b)(1), §483.73(b)(1),
1 §483.475(b)(1), §485.542(b)(1), §485.625(b)(1)

[(b) Policies and procedures. [Facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must
be reviewed and updated every 2 years [annually
for LTC facilities]. At a minimum, the policies and
procedures must address the following:

(1) The provision of subsistence needs for staff
and patients whether they evacuate or shelter in
place, include, but are not limited to the following:
(i) Food, water, medical and pharmaceutical
supplies

(ii) Alternate sources of energy to maintain the
following:

(A) Temperatures to protect patient health and
safety and for the safe and sanitary storage of
provisions.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ' (X6) DATE

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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(B) Emergency lighting.

(C) Fire detection, extinguishing, and alarm
systems.

(D) Sewage and waste disposal.

*[For Inpatient Hospice at §418.113(b)(6)(iii):]
Policies and procedures.

(6) The following are additional requirements for
hospice-operated inpatient care facilities only.
The policies and procedures must address the
following:

(i) The provision of subsistence needs for
hospice employees and patients, whether they
evacuate or shelter in place, include, but are not
limited to the following:

(A) Food, water, medical, and pharmaceutical
supplies.

(B) Alternate sources of energy to maintain the
following:

(1) Temperatures to protect patient health and
safety and for the safe and sanitary storage of
provisions.

(2) Emergency lighting.

(3) Fire detection, extinguishing, and alarm
systems.

(C) Sewage and waste disposal.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the long term care facility failed to
maintain provision of subsistence needs for staff
and patients whether they evacuate or shelter in
place for Emergency Preparedness Plan in
accordance with 42 CFR 483.73

Finding:
On 05.13.2024, between 10:00 AM and 2:00 PM,

a surveyor, with the Administrator present,

E 015

|

]
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E 015 | Continued From page 2 E 015
observed the following: E

1. The was no evidence in the emergency
preparedness plan for pharmaceutical supplies
and how they would get replenished in the event
they had to evacuate or shelter in place.

The surveyor confirmed this finding with the
Administrator at the time of the observation.
E 018 | Procedures for Tracking of Staff and Patients E 018
SS=D | CFR(s): 483.73(b)(2)

§403.748(b)(2), §416.54(b)(1), §418.113(b)(6)(ii)
and (v), §441.184(b)(2), §460.84(b)(2),
§482.15(b)(2), §483.73(b)(2), §483.475(b)(2),
§485.542(b)(2), §485.625(b)(2), §485.920(b)(1),
§486.360(b)(1), §494.62(b)(1).

[(b) Policies and procedures. The [facilities] must
develop and implement emergency preparedness
policies and procedures, based on the emergency
plan set forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
and the communication plan at paragraph (c) of
this section. The policies and procedures must be
reviewed and updated at least every 2 years
[annually for LTC facilities]. At a minimum, the
policies and procedures must address the
following:]

[(2) or (1)] A system to track the location of
on-duty staff and sheltered patients in the
[facility's] care during an emergency. If on-duty
staff and sheltered patients are relocated during
the emergency, the [facility] must document the
specific name and location of the receiving facility
or other location.
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ICF/IIDs at §483.475(b), PACE at §460.84(b):]

*[For PRTFs at §441.184(b), LTC at §483.73(b),

Policies and procedures. (2) A system to track the

!

} E 018

location of on-duty staff and sheltered residents in
the [PRTF's, LTC, ICF/IID or PACE] care during

and after an emergency. If on-duty staff and
} sheltered residents are relocated during the

the receiving facility or other location.

*[For Inpatient Hospice at §418.113(b)(6):]

emergency, the [PRTF's, LTC, ICF/ID or PACE]
' must document the specific name and location of

j
|

Policies and procedures. :
(i) Safe evacuation from the hospice, which (
includes consideration of care and treatment ‘
needs of evacuees; staff responsibilities;
| transportation; identification of evacuation ‘
location(s) and primary and alternate means of J
communication with external sources of i
assistance. J
(v) A system to track the location of hospice |
employees' on-duty and sheltered patients in the /
hospice's care during an emergency. If the ‘
on-duty employees or sheltered patients are '
relocated during the emergency, the hospice

must document the specific name and location of

| the receiving facility or other location.

f *[For CMHCs at §485.920(b):] Policies and

| procedures. (2) Safe evacuation from the CMHC,
which includes consideration of care and i
treatment needs of evacuees; staff
responsibilities; transportation; identification of

] evacuation location(s); and primary and alternate

means of communication with external sources of |
assistance.

*[For OPOs at § 486.360(b):] Policies and

| |

|
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§8=D

i
I

| facility, which includes staff responsibilities, and

. Based on observation, interview and record

| Finding:

| 1. The was no evidence in the emergency |

Continued From page 4

procedures. (2) A system of medical

documentation that preserves potential and actual
donor information, protects confidentiality of |
potential and actual donor information, and \
secures and maintains the availability of records.

*[For ESRD at § 494.62(b):] Policies and
procedures. (2) Safe evacuation from the dialysis

needs of the patients.
This REQUIREMENT is not met as evidenced
by:

review, the long term care facility failed to
maintain provision of tracking on duty staff for
Emergency Preparedness Plan in accordance
with 42 CFR 483.73

On 05.13.2024, between 10:00 AM and 2:00 PM,
a surveyor, with the Administrator present,
observed the following:

preparedness plan of a way to track the on-duty
staff in the event that they had to activate the
emergency preparedness plan.

The surveyor confirmed this finding with the
Administartor at the time of the observation.
Names and Contact Information

CFR(s): 483.73(c)(1)

§403.748(c)(1), §416.54(c)(1), §418.113(c)(1),
§441.184(c)(1), §460.84(c)(1), §482.15(c)(1),

§483.73(c)(1), §483.475(c)(1), §484.102(c)(1),
§485.68(c)(1), §485.542(c)(1), §485.625(c)(1),

|
I}
£ o1s)

E 030
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§485.727(c)(1), §485.920(c)(1), §486.360(c)(1),
§491.12(c)(1), §494.62(c)(1).

[(c) The [facility must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least every
2 years [annually for LTC facilities]. The ‘
communication plan must include all of the
following:]

(1) Names and contact information for the
following:

(i) Staff.

(i) Entities providing services under arrangement.
(iii) Patients' physicians

(iv) Other [facilities].

(v) Volunteers.

*[For Hospitals at §482.15(c) and CAHs at
§485.625(c)] The communication plan must
include all of the following:

(1) Names and contact information for the
following:

(i) Staff.

(if) Entities providing services under arrangement.
(iii) Patients’ physicians

(iv) Other [hospitals and CAHSs].

(v) Volunteers.

*[For RNHCls at §403.748(c):] The
communication plan must include all of the
following:

(1) Names and contact information for the
following:

(i) Staff.

(i) Entities providing services under arrangement.
(iii) Next of kin, guardian, or custodian. !
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(iv) Other RNHCls.
(v) Volunteers.

*[For ASCs at §416.45(c):] The communication
pian must include all of the following:

(1) Names and contact information for the
following:

(i) Staff.

(ii) Entities providing services under arrangement.
(iii) Patients’ physicians.

(iv) Volunteers.

*[For Hospices at §418.113(c):] The
communication plan must include all of the
following:

(1) Names and contact information for the
following:

(i) Hospice employees.

(ii) Entities providing services under arrangement.
(iii) Patients’ physicians.

(iv) Other hospices.

*[For HHAs at §484.102(c):] The communication
plan must include all of the following:

(1) Names and contact information for the
following:

(i) Staff.

(ii) Entities providing services under arrangement.
(iii) Patients' physicians.

(iv) Volunteers.

*[For OPOs at §486.360(c):] The communication
plan must include all of the following:

(2) Names and contact information for the
following:

(i) Staff.

(ii) Entities providing services under arrangement.
(i) Volunteers.

|
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. (iv) Other OPOs.

(v) Transplant and donor hospitals in the OPO's
Donation Service Area (DSA).

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review, the long term care facility failed to
maintain that ail contact information has been
reviewed and updated at least annually with 42
CFR 483.73

Finding:

On 05.13.2024, between 10:00 AM and 2:00 PM,
a surveyor, with the Administrator present,
observed the following:

1. The was no evidence that all the contact
information has been reviewed and updated at
least annually for staff.

The surveyor confirmed this finding with the
Administrator at the time of the observation. ‘
E 036 | EP Training and Testing E 036
SS=F | CFR(s): 483.73(d)

§403.748(d), §416.54(d), §418.113(d),
§441.184(d), §460.84(d), §482.15(d), §483.73(d),
§483.475(d), §484.102(d), §485.68(d),
§485.542(d), §485.625(d), §485.727(d),
§485.920(d), §486.360(d), §491.12(d),
§494.62(d).

*[For RNCHIs at §403.748, ASCs at §416.54,
Hospice at §418.113, PRTFs at §441.184, PACE
at §460.84, Hospitals at §482.15, HHAs at
§484.102, CORFs at §485.68, REHs at §485.542, |
CAHs at §486.625, "Organizations” under

i
L
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485.727, CMHCs at §485.920, OPOs at
§486.360, and RHC/FHQs at §491.12:] (d)
Training and testing. The [facility] must deveiop
and maintain an emergency preparedness
training and testing program that is based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of
this section, policies and procedures at paragraph
(b) of this section, and the communication plan at
paragraph (c) of this section. The training and
testing program must be reviewed and updated at
least every 2 years.

*[For LTC facilities at §483.73(d):] (d) Training
and testing. The LTC facility must develop and
maintain an emergency preparedness training
and testing program that is based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of
this section, policies and procedures at paragraph
(b) of this section, and the communication plan at
paragraph (c) of this section. The training and
testing program must be reviewed and updated at

! least annually.

*[For ICF/IIDs at §483.475(d).] Training and
testing. The ICF/IID must develop and maintain
an emergency preparedness training and testing
program that is based on the emergency plan set
forth in paragraph (a) of this section, risk
assessment at paragraph (a)(1) of this section,
policies and procedures at paragraph (b) of this
section, and the communication plan at
paragraph (c) of this section. The training and
testing program must be reviewed and updated at
least every 2 years. The ICF/IID must meet the
requirements for evacuation drills and training at
§483.470(i).

E 036
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*[For ESRD Facilities at §494.62(d):] Training,
testing, and orientation. The dialysis facility must
develop and maintain an emergency
preparedness training, testing and patient
orientation program that is based on the
emergency plan set forth in paragraph (a) of this
section, risk assessment at paragraph (a)(1) of
this section, policies and procedures at paragraph
(b) of this section, and the communication plan at
paragraph (c) of this section. The training, testing
and orientation program must be evaluated and
updated at every 2 years.

This REQUIREMENT is not met as evidenced

| by:

Based on observation, interview and record
review, the long term care facility failed to
maintain a training and testing program for
Emergency Preparedness Plan in accordance
with 42 CFR 483.73

Finding:

On 05.13.2024, between 10:00 AM and 2:00 PM, %
a surveyor, with the Administrator present, | \
observed the following: |

1. The facility provided documentation for only
performing 1 of the 2 drills required in accordance
with the plan for drills of the emergency
preparedness pian.

The surveyor confirmed this finding with the
Administrator at the time of the observation.

K 000 | INITIAL COMMENTS K 000

Federal Recertification Survey:
Survey Date: 05/13/2024

I
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Egress Doors

Doors in a required means of egress shall not be
equipped with a latch or a lock that requires the
use of a tool or key from the egress side unless
using one of the following special locking
arrangements:

CLINICAL NEEDS OR SECURITY THREAT
LOCKING

Where special locking arrangements for the
clinical security needs of the patient are used,
only one locking device shali be permitted on
each door and provisions shall be made for the
rapid removal of occupants by: remote control of
locks; keying of all locks or keys carried by staff at|
all times; or other such reliable means available
to the staff at all times.

SPECIAL NEEDS LOCKING ARRANGEMENTS
Where special locking arrangements for the
safety needs of the patient are used, all of the
Clinical or Security Locking requirements are
being met. In addition, the locks must be
electrical locks that fail safely so as to release
upon loss of power to the device; the building is
protected by a supervised automatic sprinkler
system and the locked space is protected by a
complete smoke detection system (or is
constantly monitored at an attended location

|
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Gregory Wing at St. Andrews, a Long Term Care
Facility, was surveyed to the National Fire ‘
Protection Association 101 Life Safety Code 2012
Edition as reference on 42 CFR 483.90 (a-d)
physical environment and is not in substantial ;
compliance. ‘
K 222 | Egress Doors K222
SS=F | CFR(s): NFPA 101
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K222 | Continued From page 11

within the locked space); and both the sprinkler
and detection systems are arranged to unlock the
doors upon activation.

18.2.2.25.2,19.2.22.52, TIA12-4
DELAYED-EGRESS LOCKING
ARRANGEMENTS

Approved, listed delayed-egress locking systems
installed in accordance with 7.2.1.6.1 shall be

; permitted on door assemblies serving low and

| ordinary hazard contents in buildings protected
throughout by an approved, supervised automatic
fire detection system or an approved, supervised
automatic sprinkler system.

18.2.2.2.4,192.2.2.4

ACCESS-CONTROLLED EGRESS LOCKING
ARRANGEMENTS

Access-Controlled Egress Door assemblies

| installed in accordance with 7.2.1.6.2 shall be
permitted.

18.2.2.2.4,19.2224

ELEVATOR LOBBY EXIT ACCESS LOCKING
ARRANGEMENTS

Elevator lobby exit access door locking in
accordance with 7.2.1.6.3 shall be permitted on

by an approved, supervised automatic fire
detection system and an approved, supervised
automatic sprinkler system.
18.22.24,19.222.4

This REQUIREMENT is not met as evidenced
by:

Based on observations, the facility failed to
ensure that doors at the means of egress meet
the requirements of NFPA 101 life safety code
2012 edition sections 7.2.1.5.3 and 7.2.1.6.2
under requirements for door locks, latches, and
alarm devices.

Findings:

door assemblies in buildings protected throughout"

|

!

\
K222’
|
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On 5/13/2024, between 10:00 am and 2:00 pm, a |

surveyor, with the Interim Maintenance Director

. and Maintenance Manager, and Maintenance

tech present, observed the following:

1. Doors in a means of egress throughout the !
building do not open unless unlocked by an
employee by the use of a keycard.

2. Medication room doors are equipped with a
push to exit button in order to leave the room. No
motion detector is present and the button is the |
only means of unlocking the door from the inside.

The surveyor confirmed these findings with the
interim Maintenance Director and Maintenance
Manager, and Maintenance tech at the time of
observation. !
K 911 | Electrical Systems - Other ‘ K 911
S8S=D | CFR(s). NFPA 101 ‘

Electrical Systems - Other

List in the REMARKS section any NFPA 99
Chapter 6 Electrical Systems requirements that
are not addressed by the provided K-Tags, but
are deficient. This information, along with the ;
applicable Life Safety Code or NFPA standard | |
citation, should be included on Form CMS-2567. |
Chapter 6 (NFPA 99)

This REQUIREMENT is not met as evidenced

by:

Based on observation and interview, the
long-term care facility failed to equip the ;
generator with an emergency stop device outside
the generator enclosure per NFPA 110, Standard i
for Emergency and Standby Power Systems, % 1
2010 edition, section 5.6.5.6, and NFPA 99, ‘ 1
Health Care Facilities Code, 2012 edition, Section ‘
6.4.1.1. | \

|
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: Finding:
On 05.13.2024, between 10:00 AM and 2:00 PM,
a surveyor, with the Director of Facilities,
Supervisor of Facilities, Maintenance Worker,
present, observed the following:
1. The only generator remote emergency stop
station/device is inside the generator
enclosure/housing. There is no labeled remote
emergency stop station/device elsewhere.
The surveyor confirmed this finding with the
Director of Facilities, Supervisor of Facilities,
Maintenance Worker at the time of the
observation.
K 918 | Electrical Systems - Essential Electric Syste K918

$S=D  CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source
and associated equipment is capable of supplying
service within 10 seconds. If the 10-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance
with NFPA 110.

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
day intervals, and exercised once every 36
months for 4 continuous hours. Scheduled test
under load conditions include a complete
simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and testing of
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stored energy power sources (Type 3 EES) are in
accordance with NFPA 111. Main and feeder
circuit breakers are inspected annually, and a
program for periodically exercising the
components is established according to
manufacturer requirements. Written records of
maintenance and testing are maintained and
readily available. EES electrical panels and
circuits are marked, readily identifiable, and
separate from normal power circuits. Minimizing
the possibility of damage of the emergency power |
source is a design consideration for new
installations.

6.4.4,6.5.4,6.6.4 (NFPA 99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This REQUIREMENT is not met as evidenced
by: ;
Based on observations and interview, the facility
failed to ensure that the generator had proper
maintenance records and was being exercised in
accordance on the auxiliary generator power per
NFPA 99, (2012)6.4.1.1.17,6.4.4,6.5.4,6.6.4,
NFPA 110, NFPA 111, NFPA 70 700.10

Findings:

On 05.13.2024, between hours of 10:00 AM and
2:00 PM. this surveyor accompanied with Director
of Facilities, Supervisor of Facilities did observe
the following:

1. No generator records were on file showing the |
generator was maintained and ran weekly
exercise. The facility failed to have on file or show
the following, testing of the generator and transfer
switches are performed in accordance with NFPA |
110.

a. Week of 03.14.2024

| b.Week of 11.15.2023

|

A. BUILDING 01
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Electrical Equipment - Power Cords and
Extension Cords
Power strips in a patient care vicinity are only
used for components of movable
patient-care-related electrical equipment
(PCREE) assembles that have been assembled
by qualified personnel and meet the conditions of
10.2.3.6. Power strips in the patient care vicinity
may not be used for non-PCREE (e.g., personal
electronics), except in long-term care resident
rooms that do not use PCREE. Power strips for
PCREE meet UL 1363A or UL 60601-1. Power
strips for non-PCREE in the patient care rooms
(outside of vicinity) meet UL 1363. In non-patient
care rooms, power strips meet other UL
standards. All power strips are used with general
precautions. Extension cords are not used as a
substitute for fixed wiring of a structure.
Extension cords used temporarily are removed
immediately upon completion of the purpose for
which it was installed and meets the conditions of
10.2.4.
10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8
(NFPA 70), 590.3(D) (NFPA 70), TIA12-5
This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the
long-term care facility failed to ensure that power
strips are not used for non-PCREE
(Patient-care-related electrical equipment) and
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¢. Week of 11.08.2023
The surveyor confirmed these observations with
the Director of Facilities, Supervisor of Facilities
at the time of the observation. :
K 920 | Electrical Equipment - Power Cords and Extens K 920°
$S=D | CFR(s): NFPA 101
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1
K 920 | Continued From page 16

that power strips are not used as a substitute for
fixed wiring in accordance with NFPA 99 Chapter
10, NFPA 70 chapter 4 {400.8(1)}

|
|

|

! On 5/13/2024, between 10:00 AM and 2:00 PM, J
| surveyor, with the interim Maintenance Director, /
i Maintenance Manager, and Maintenance tech (
present observed the following: i

I 1. In the medication room in the assisted living
area on the second floor, a mini fridge was found |
plugged in using an extension cord for permanent

|
|
|

(X4)ID | SUMMARY STATEMENT OF DEFICIENCIES JT o PROVIDER'S PLAN OF CORRECTION )
L

K920

|
|
|
|
|
|

power.

The surveyor confirmed this finding with the
Maintenance Director, Maintenance Manager,
| and Maintenance tech at the time of the

| observation.

|

!

|
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