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 M1245 45.41.1 Date of Construction & Life Safety...

Date of Construction and Life Safety Code 

Compliance.

1. Buildings constructed after the effective date of 

these regulations shall comply with the edition of 

the Life Safety Code (NFPA 101) effective on the 

date of construction.

2. Buildings constructed prior to the effective date 

of these regulations shall comply with Chapter 13 

of the Life Safety Code (NFPA 101), 1985 edition.

This Statute  is not met as evidenced by:

 M1245 8/27/24

Based on document review, the facility failed to 

properly maintain the emergency generator as 

per NFPA 110 section 8.4.1.  This deficiency 

affected all residents in the facility on the day of 

survey. 

 

Findings include:  

 

On July 29, 2024, at 12:45 PM, observation 

revealed the generator was in manual mode, not 

automatic mode. The generator was incapable of 

automatically transferring power to the facility 

within 10 seconds.

1.On 7/29/2024 administrator on 

notification immediately contacted the 

generator contractor for the only generator 

for all residents to ensure the generator 

was capable of automatically transferring 

power to the facility within 10 seconds.  On 

07/29/2024 administrator supervised the 

repair of the only generator by the 

generator contractor.

On 7/29/2024 administrator supervised 

the initiation of fire watch for all residents 

until generator was repaired on 7/29/2024.

2. All residents had the potential to be 

affected that reside in the facility.  On 

7/29/2024 administrator visually observed 

the repair of the only generator for 

residents with the potential to be affected 

to ensure the generator is capable of 

automatically transferring power to the 

facility within 10 seconds, with no further 

negative findings.

3.On 7/29/2024 administrator re-educated 

maintenance assistant to ensure the 

generator was capable of automatically 

transferring power to the facility within 10 

seconds.
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 M1245Continued From page 1 M1245

4.Administrator/designee using a 

monitoring log will visually observe 

generator to ensure the generator is 

capable of automatically transferring 

power to the facility within 10 seconds 

weekly x 8 weeks or until compliance is 

achieved, making corrections as 

necessary and reporting negative findings 

to the administrator.

5.Administrator/designee will report 

negative findings to the QAPI committee 

monthly for review and recommendations. 
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