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E 000 Initial Comments E 000

 A recertification survey conducted on 06/17/2025 
found Good Samaritan Society - Lakota in 
compliance with the requirements of 483.73 
Long-Term Care Facilities Emergency 
Preparedness.
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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 III (211) construction with a wet/dry 
automatic sprinkler system designed to meet the 
requirements of NFPA 13, Standard for the 
Installation of Sprinkler Systems.

 

K 211 Means of Egress - General
CFR(s): NFPA 101

Means of Egress - General
Aisles, passageways, corridors, exit discharges, 
exit locations, and accesses are in accordance 
with Chapter 7, and the means of egress is 
continuously maintained free of all obstructions to 
full use in case of emergency, unless modified by 
18/19.2.2 through 18/19.2.11. 
18.2.1, 19.2.1, 7.1.10.1
This REQUIREMENT  is not met as evidenced 
by:

K 211 7/11/25
SS=D

 Aisles, passageways, corridors, exit discharges, 
exit locations, and accesses are in accordance 
with Chapter 7, and the means of egress is 
continuously maintained free of all obstructions to 
full use in case of emergency, unless modified by 
18/19.2.2 through 18/19.2.11. 18.2.1, 19.2.1, 
7.1.10.1

The facility failed to maintain the means of 
egress free of obstruction.

 1) The identified area of deficiency 
cannot be corrected as these events 
occurred in the past. However, systemic 
changes will be put in place to prevent 
these issues from happening in the future.
2) All residents have the potential to be 
affected by this deficient practice.
3) Re-education will be provided to all 
staff on the regulation regarding propping 
doors open. 
4) The Supervisor of Ancillary Services 
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K 211 Continued From page 1 K 211
Observation determined a wooden door wedge 
under Resident Room 103, obstructing the door 
from closing.

Failure to maintain the means of egress free of 
obstructions increases the risk of injury or death 
due to fire. 

This deficiency affected one (1) of thirty eight (38) 
resident sleeping rooms.

or designee will conduct audits on doors 
being propped open weekly for three 
months, every other week for three 
months and monthly for six months. 
Results of these audits to be included in 
monthly QAPI Meetings to ensure 
compliance and correction of findings.
5) This plan of correction will be in place 
as of July 11, 2025.

K 345 Fire Alarm System - Testing and Maintenance
CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance 
A fire alarm system is tested and maintained in 
accordance with an approved program complying 
with the requirements of NFPA 70, National 
Electric Code, and NFPA 72, National Fire Alarm 
and Signaling Code. Records of system 
acceptance, maintenance and testing are readily 
available.
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This REQUIREMENT  is not met as evidenced 
by:

K 345 7/11/25
SS=F

 Health care occupancies shall be provided with 
a fire alarm system in accordance with Section 
9.6.  19.3.4.1

A fire alarm system required for life safety shall 
be installed, tested, and maintained in 
accordance with the applicable requirements of 
NFPA 70, National Electrical Code and NFPA 72, 
National Fire Alarm and Signaling Code.    
9.6.1.3.   2010 NFPA 72, 14.1.1

The facility failed to test the fire alarm system as 
required.

 1) The identified area of deficiency 
cannot be corrected as these events 
occurred in the past. However, systemic 
changes will be put in place to prevent 
these issues from happening in the future.
2) All residents have the potential to be 
affected by this deficient practice.
3) Re-education will be provided to 
maintenance staff and the contracted fire 
and sprinkler agency regarding timely 
load voltage test of fire alarm batteries. 
4) The Supervisor of Ancillary Services 
or designee will conduct audits on timely 
load voltage testing monthly for twelve 
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K 345 Continued From page 2 K 345
Fire alarm system batteries shall be subjected to 
a load voltage test semiannually. NFPA 72, 
14.4.2.2 item 5(e).

Review of fire alarm system test records 
indicated the semiannual load voltage tests of the 
sealed lead acid batteries were not performed as 
required. A load voltage test of the fire alarm 
system batteries was done during the annual 
inspection by an outside company on 
02/27/2025. Records did not indicate any other 
load voltage test on the fire alarm system 
batteries in the past year.

Failure to install, test and maintain the fire alarm 
system in accordance with NFPA 72 increases 
the risk of death or injury due to fire.

This deficiency affected one (1) of two (2) 
required load voltage tests of the fire alarm 
batteries in the past year. The fire alarm system 
serves the entire facility.

months. Results of these audits to be 
included in monthly QAPI Meetings to 
ensure compliance and correction of 
findings.
5) This plan of correction will be in place 
as of July 11, 2025.

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

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  
____________________________

K 353 7/11/25
SS=F
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K 353 Continued From page 3 K 353
  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:
 Automatic sprinkler systems are continuously 
maintained in reliable operating condition and are 
inspected and tested periodically. The property 
owner or designated representative shall correct 
or repair deficiencies or impairments that are 
found during the inspection, test, and 
maintenance required by NFPA 25, Standard for 
the Inspection, Testing and Maintenance of 
Water-based Fire Protection Systems. 19.7.6, 
4.6.12, NFPA 25, 4.1.4.1 

The facility failed to ensure the automatic 
sprinkler system was continuously maintained in 
a reliable operating condition as required by 
NFPA 25.  

Record review determined that a quarterly flow 
test of the automatic sprinkler system was not 
conducted during the first quarter of 2025. 

Failure to inspect, test and maintain the 
automatic sprinkler system in accordance with 
NFPA 25 increases the risk of death or injury due 
to fire.

The deficiency affected the complete automatic 
sprinkler system, which serves the entire facility.

 1) The identified area of deficiency 
cannot be corrected as these events 
occurred in the past. However, systemic 
changes will be put in place to prevent 
these issues from happening in the future.
2) All residents have the potential to be 
affected by this deficient practice.
3) Re-education will be provided to 
maintenance staff and the contracted fire 
and sprinkler company on the importance 
of quarterly sprinkler inspections.  
4) The Supervisor of Ancillary Services 
or designee will conduct audits on timely 
quarterly sprinkler inspections monthly for 
twelve months.
5) This plan of correction will be in place 
as of July 11, 2025.
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