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E 000 Initial Comments E 000

 A recertification survey conducted on September 
14, 2021 found ST Aloisius Medical Center 
Nursing Home in compliance with the 
requirements of 483.73 Long Term Care 
Emergency Preparedness.

 

K 000 INITIAL COMMENTS K 000

 This survey used the 2012 edition of NFPA 101, 
Life Safety Code, Chapter 19-Existing 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 II (000) construction with a wet automatic 
sprinkler system designed to meet the 
requirements of NFPA 13, Standard for the 
Installation of Sprinkler Systems. 

The St. Aloisius Hospital was attached to the 
nursing facility with two-hour fire-rated barriers at 
the west and south side of Unit A and at the north 
side of Unit B.  

An independent living unit was attached to the 
southeast side of Unit B and was separated from 
the nursing facility by an occupancy separation 
wall having a two-hour fire resistance rating.  

The partial basement of Unit B was separated 
from the main floor with a two-hour floor/ceiling 
assembly and two-hour rated vertical shafts.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that 
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K 918 Continued From page 1 K 918

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 
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:
 The facility failed to test the emergency power  1.  No residents were directly affected by 
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K 918 Continued From page 2 K 918
generator in accordance with NFPA 110, 
Standard for Emergency Power and Standby 
Systems.

Record review and interview with staff 
determined the diesel emergency power 
generator was not exercised under load for 4 
continuous hours in the past 36 months.

Failure to test the emergency power generator in 
accordance with NFPA 110 increases the risk of 
injury or death due to fire.

This deficiency affected one (1) of one (1) 
emergency power generator in the facility. The 
emergency power generator serves the entire 
facility.

this deficiency.
2.  All residents have the potential to be 
affected by the failure of the emergency 
backup generator.
3.  The emergency backup generator will 
be tested by operating the generator 
under load for four (4) continuous hours 
once every 36 months to ensure the 
emergency backup generator is in reliable 
operating condition.  All Environmental 
Services staff were educated on the Plan 
of Correction and Generator Testing 
Policy.
4.  The Environmental Services Manager 
will conduct a QI monitor to ensure the 
emergency backup generator is correctly 
run under load.  This monitor will continue 
annually for one year.
5.  Completion date October 29, 2021.
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