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INITIAL COMMENTS

This survey used the 2012 edition of NFPA 101, Life

Safety Code, Chapter 18-New Health Care Occupancies and
the 2012 edition of NFPA 99, Health Care Facilities

Code in compliance with 42 CFR 483.70(a)(b). The

findings that follow demonstrate noncompliance with

these standards.

The facility was located in a one-story building of
Type V (111) construction protected with a wet/dry
automatic sprinkler system designed to meet the
requirements of NFPA 13, Standard for the Installation
of Sprinkler Systems.

A two-hour fire rated occupancy separation wall was
constructed between the nursing home and the attached
hospital to the west.

Fire Drills
CFR(s): NFPA 101
Fire Drills

Fire drills include the transmission of a fire alarm

signal and simulation of emergency fire conditions.

Fire drills are held at expected and unexpected times
under varying conditions, at least quarterly on each

shift. The staff is familiar with procedures and is

aware that drills are part of established routine.

Where drills are conducted between 9:00 PM and 6:00 AM,
a coded announcement may be used instead of audible
alarms.

18.7.1.4 through 18.7.1.7

This STANDARD is NOT MET as evidenced by:
The facility failed to conduct fire drills as required.
Fire drill records review determined a drill was not

conducted on the second shift during the third quarter
in the past year.

K0000

K0712

Address how corrective action will be accomplished:

The Maintenance Manager will recreate the fire drill
schedule to ensure all fire drills are held at least
guarterly on each shift. The Maintenance Manager will
ensure all fire drills will follow the written schedule

so all three (3) shifts are covered quarterly during

the calendar year.

How the facility will identify other portions of the
facility having the potential to be affected by the
same deficient practice:

All areas of the facility have the potential to be
affected by the alleged deficient practice.

What measures will be put into place or systemic
changes made to ensure that the deficient practice will
not recur:

The facility will ensure that all facility fire drills

08/07/2025

08/25/2025
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requirements. The Maintenance Manager implemented a twg
Bldg. 03 Failure to conduct fire drills as required increases (2) year calendar to ensure all three (3) shifts are
the risk of death or injury due to fire. covered quarterly during the calendar year.

On 08/05/2025 the Maintenance Manager was educated on
The deficiency affected one (1) of twelve (12) required proper scheduling of fire drills to ensure compliance
drills in the past year. with regulatory standards.

How the corrective action(s) will be monitored to
ensure the practice will not recur:

The Quality Assurance Nurse will perform a monthly
audit on fire drills for six (6) consecutive months to
ensure fire drills are completed for each shift for the
quarter in coordination with the regulatory
requirements.

Results of audited records will be reviewed by the
Quality Assurance Committee until such time consistent
substantial compliance has been achieved as determined
by the committee.

Corrective action completion date: 09/18/2025
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E0000 Initial Comments

Emergency Preparedness.

A recertification survey conducted on 08/05/2025 found
Griggs County Care Center in compliance with the
requirements of 483.73 Long-Term Care Facilities
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08/07/2025
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