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K 000 | INITIAL COMMENTS K 000

A Comparative Federal Monitoring Survey was
conducted on 8/7/2024 and 8/8/2024, following a
State Agency Annual Survey on 6/17/24, in
accordance with 42 Code of Federal Regulations,
Part 483:

Requirements for Long Term Care Facilities.
During this Comparative Federal Monitoring
Survey, the facility was found not to be in
compliance with the Requirements for
Participation in Medicare and Medicaid.

The findings that follow demonstrate
noncompliance with Title 42, Code of Federal
Regulations, 483.90 (a) et seq. (Life Safety from
Fire).

K 918 | Electrical Systems - Essential Electric Syste K918 9/20/24
SS=F | 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 observation and interview, the facility
failed to provide a remote manual stop station.
The deficient practice affected all smoke
compartments. The facility had a capacity for 57
beds with a census of 55 on the day of the
survey.

The findings include:

Observation during the building inspection tour on
8/7/24 revealed facility did not have a remote
manual stop for the generator.

An interview, on 8/7/24, with the Maintenance
Director revealed that facility was not aware this
requirement.

The census of 55 was verified by the
Administrator. The findings were acknowledged
by the Administrator and the Maintenance
Director during the exit interview.

K918 - Upon the discovery that the facility
did not have a remote manual stop for the
generator. The Maintenance Director
contacted the contractor to schedule the
installing of the E Stop away from the
generator.

All residents within the area have the
potential to be affected by the deficient
practice.

The Maintenance Director has been
educated by the contractor on the
requirement for the E Stop away from the
generator regarding the requirement to
obtain inspection reports, to review the
inspection reports for deficiencies and to
file and maintain inspection reports for
future review. An automatic electronic
notice will be set up in a computerized
maintenance management system to
remind the Maintenance Director. The
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NFPA 110 5.6.5.6: All installations shall have a Administrator will be responsible for
remote manual stop station of a type to prevent monitoring for compliance semiannually.
inadvertent or unintentional operation located
outside the room housing the prime mover, where Results of monitors and any deficiencies
so installed, or elsewhere on the premises where found during the building inspection tour
the prime mover is located outside the building. will be presented for follow up monthly

with the QAPI committee.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 0CIO21 Facility ID: 43BM If continuation sheet Page 3 of 3



