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The State Agency (SA) conducted a 
recertification survey from 11/18/2019 through 
11/21/2019. During the survey the SA determined 
the facility was in compliance : During the survey 
the SA determined the facility wast in compliance 
with the Minimum Standards for the Age & Infirm. 
The SAdid not cited any deficiencies.

At the time of the survey the census was 120 and 
the facility held a license for 151 beds.

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.

FORM CMS-2567(02-99) Previous Versions Obsolete EventID 7VKE11 Facility ID 24DR If continuation sheet Page 1 of 1



PRINTED: 02/13/2020 
FORM APPROVED 

OMB NO. 0938-0391
DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(XI) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER

(X2) MULTIPLE CONSTRUCTION 
A BUILDING 01 - MAIN BUILDING 01

(X3) DATE SURVEY 
COMPLETED

255290 B. WING 11/18/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CODE

1500 BROAD AVENUE 
GULFPORT, MS 39501DRIFTWOOD NURSING CENTER

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY)

(X4) ID 
PREFIX

ID (X5)
COMPLETION

DATE
PREFIX

TAG TAG

K 353 Continued From page 1 
Findings includes:

K 353

All residents have the potential to be 
affected.On 11/18/19 at 10:10 AM, observation and 

document review revealed the facility could not 
provide documentation for the quarterly 
inspection of the sprinkler system during the 1st 
and 3rd quarters of 2019.

Sprinkler inspection has been changed to 
quarterly. E-Fire Southern is scheduled to 
complete quarterly inspection on 
01/17/2020.

Sprinkler system inspection schedule 
changed to quarterly. Maintenance/EVS 
Supervisor and Memorial Hospital 
Engineering Technician will maintain 
copies of all inspections. A binder with 
inspection information and due dates 
were updated to include quarterly 
scheduling of the sprinkler system. This 
binder will be monitored by 
Maintenance/EVS Supervisor and 
Memorial Hospital Engineering Technician 
on a monthly basis.
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42 CFR 483.70(a)

The facility must meet the applicable provisions of 
the 2012 (existing) Edition of the Life Safety Code 
(LSC) of the National Fire Protection Association 
(NFPA)...

K 353 Sprinkler System - Maintenance and Testing 
SS=D CFR(s): NFPA 101

K 353 12/10/19

Sprinkler System - Maintenance and Testing 
Automatic sprinkler and standpipe systems are 
inspected, tested, and maintained in accordance 
with NFPA 25, Standard for the Inspection, 
Testing, and Maintaining of Water-based Fire 
Protection Systems. Records of system design, 
maintenance, inspection and testing are 
maintained in a secure location and readily 
available.

a) Date sprinkler system last checked

b) Who provided system test

c) Water system supply source

Provide in REMARKS information on coverage for 
any non-required or partial automatic sprinkler 
system.
9.7.5, 9.7.7, 9.7.8, and NFPA 25
This REQUIREMENT is not met as evidenced
by:
Based on record review and interviews with staff, 

the facility failed to properly insure the operability 
of the sprinkler system as required by NFPA 25 
table 2-1and NFPA 25 section 2-2.6. This 
deficiency practice affected all residents in the 
facility at the time of survey.

Sprinkler System was inspected by E-Fire 
Southern on 10/17/19. Water supply 
source is through the City of Gulfport. 
E-Fire Southern was contacted on 
11/18/19 via phone and again via email on 
12/9/19 to ensure updating schedule to 
quarterly inspections.
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Survey conducted on 11/18/19 reveals the above 
facility meets all applicable Federal, State and 
local emergency preparedness requirements.

No deficiencies were cited.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Electronically Signed
TITLE (X6) DATE

12/13/2019
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.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: 7VKE21 Facility ID: 24DR If continuation sheet Page 1 of 1


