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E 000 Initial Comments E 000

A recertification survey conducted on 02/05/2024
found Good Samaritan Society - Larimore was
not in compliance with the Requirements for
Participation in Medicare and Medicaid.

The findings that follow demonstrate

noncompliance with Title 42, Code of Federal

Regulations, 42 CFR 483.73 (Long-Term Care

Facilities Emergency Preparedness).
E 039 EP Testing Requirements E 039 3/21/24
SS=F CFR(s): 483.73(d)(2)

§416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2),
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68,
REHSs at §485.542, OPO, "Organizations" under
§485.727, CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility]
must do all of the following:

(i) Participate in a full-scale exercise that is
community-based every 2 years; or
(A) When a community-based exercise is not
accessible, conduct a facility-based functional
exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility] is
exempt from engaging in its next required
community-based or individual, facility-based
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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
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.
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functional exercise following the onset of the
actual event.

(ii) Conduct an additional exercise at least every
2 years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i) of
this section is conducted, that may include, but is
not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the following:

(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility based
functional exercise every 2 years; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospital is exempt from
engaging in its next required full scale
community-based exercise or individual
facility-based functional exercise following the
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onset of the emergency event.

(i) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not limited
to the following:

(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led
by a facilitator and includes a group discussion
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospice is exempt from
engaging in its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) A mock disaster drill; or
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(C) Atabletop exercise or workshop led by a
facilitator that includes a group discussion using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.

*[For PRFTs at §441.184(d), Hospitals at
§482.15(d), CAHs at §485.625(d):]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH] must
do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the [PRTF, Hospital, CAH] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the

[facility] is exempt from engaging in its next
required full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(ii) Conduct an [additional] annual exercise
or and that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or individual, a facility-based
functional exercise; or

(B) A mock disaster drill; or
(C) A tabletop exercise or workshop that is
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led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
[facility's] emergency plan, as needed.

*[For PACE at §460.84(d):]

(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least
annually. The PACE organization must do the
following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

(B) If the PACE experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from
engaging in its next required full-scale community
based or individual, facility-based functional
exercise following the onset of the emergency
event.

(i) Conduct an additional exercise every 2
years opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i) of
this section is conducted that may include, but is
not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, a facility based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led
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by a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises to
test the emergency plan at least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/IID] must do the following:

(i) Participate in an annual full-scale exercise
that is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) Asecond full-scale exercise that is
community-based or an individual, facility based
functional exercise; or

(B) A mock disaster drill; or

(C) Atabletop exercise or workshop that is led
by a facilitator includes a group discussion, using
a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
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directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the [LTC facility] facility's response
to and maintain documentation of all drills,
tabletop exercises, and emergency events, and
revise the [LTC facility] facility's emergency plan,
as needed.

*[For ICF/IIDs at §483.475(d)]:

(2) Testing. The ICF/IID must conduct exercises
to test the emergency plan at least twice per
year. The ICF/IID must do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICF/IID is exempt from
engaging in its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(iii) Analyze the ICF/IID's response to and
maintain documentation of all drills, tabletop
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exercises, and emergency events, and revise the
ICF/1ID's emergency plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct exercises
to test the emergency plan at

least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise every 2 years;
or.

(B) If the HHA experiences an actual natural
or man-made emergency that requires activation
of the emergency plan, the HHA is exempt from
engaging in its next required full-scale
community-based or individual, facility based
functional exercise following the onset of the
emergency event.

(ii) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(iii) Analyze the HHA's response to and maintain
documentation of all drills, tabletop exercises,
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and emergency events, and revise the HHA's
emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct exercises
to test the emergency plan. The OPO must do
the following:

(i) Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise is
led by a facilitator and includes a group
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan. If the OPO experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
following the onset of the emergency event.

(i) Analyze the OPO's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
OPQ's] emergency plan, as needed.

*[ RNCHIs at §403.748]:

(d)(2) Testing. The RNHCI must conduct
exercises to test the emergency plan. The
RNHCI must do the following:

(i) Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set
of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan.

(ii) Analyze the RNHCI's response to and
maintain documentation of all tabletop exercises,
and emergency events, and revise the RNHClI's
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emergency plan, as needed.
This REQUIREMENT is not met as evidenced

The facility failed to conduct exercises to test the
emergency plan annually.

Review of documentation and interview with staff
determined the facility did not conduct a full-scale
exercise in the past year.

Failure to conduct annual exercises to test the
emergency preparedness plan increases the risk
of injury or death due to fire.

This deficiency affected the entire facility.

E 039

1) The facility will conduct at least two
emergency preparedness drills in the

forthcoming twelve months.

2) The entire facility is affected by this

deficient practice.

3) The Maintenance Supervisor or
designee will be re-educated on the
requirement of conducting at least two
emergency preparedness drills each year
and closely monitoring TELS tasks
related to emergency preparedness drills.
4) The Maintenance Supervisor or
designee will conduct audits on the

requirement of two emergency

preparedness drills each year at the
following frequency: once monthly for six

months.

5) This corrective action will be

completed by March 21, 2024.
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K000 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 V (000) construction that was protected by
a wet automatic fire sprinkler system designed to
meet the requirements of NFPA 13, Standard for
Installation of Sprinkler Systems. A one-story
Wellness Center addition was attached to the
northeast end of the nursing home in 2014 of
Type V (111) construction.

A two-hour fire rated wall assembly separated the

nursing home from an assisted living occupancy

attached to the south end of the building.
K211 Means of Egress - General K211 3/21/24
SS=F 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:
Openings required to have a fire protection 1) All fire doors in the facility will be
rating by Table 8.3.4.2 shall be protected by inspected, tested and maintained by
approved, listed, labeled fire door assemblies March 21, 2024. The Receiving Door will
and fire window assemblies and their be in compliance by March 21, 2024.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 02/16/2024

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.
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accompanying hardware, including all frames,
closing devices, anchorage, and sills in
accordance with the requirements of NFPA 80,
Standard for Fire Doors and Other Opening
Protectives, except as otherwise specified in this
code. 8.3.3.1.

Fire-rated door assemblies shall be inspected
and tested in accordance with NFPA 80,
Standard for Fire Doors and Other Opening
Protectives. Door openings not in proper
operating condition shall be repaired or replaced
without delay. 7.2.1.15.2,7.2.1.15.8, 4.6.12

When holes are left in a door or frame due to
changes or removal of hardware or plant-ons, the
holes shall be repaired by the following methods:
(1) Install steel fasteners that completely fill the
holes.

(2) Fill the screw or bolt holes with the same
material as the

door or frame.

NFPA 80 5.2.15.4

The facility failed to inspect, test, and maintain
fire rated door assemblies throughout the facility.

1) Review of documentation and interview with
staff determined fire rated door assemblies had
not been inspected in the past year.

2) Observation determined the fire-rated corridor
door to the Receiving Room had an unsealed
penetration.

Failure to inspect, test, and maintain fire rated
door assembilies increases the risk of injury or
death due to fire.

2) The entire facility is affected by this
deficient practice.

3) The Maintenance Supervisor or
designee will be re-educated on the
requirement of inspection, testing and
maintenance of fire doors annually and
will closely monitor TELS tasks related to
fire doors.

4) The Maintenance Supervisor or
designee will conduct audits on the
requirement of inspection, testing and
maintenance of fire doors annually at the
following frequency: once monthly for six
months.

5) This corrective action will be
completed by March 21, 2024.
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Emergency Lighting

Emergency lighting of at least 1-1/2-hour duration
is provided automatically in accordance with 7.9.
18.2.9.1, 19.2.91

This REQUIREMENT is not met as evidenced
by:

Testing of required emergency lighting systems
shall be permitted to be conducted as follows:

1) Functional testing shall be conducted monthly,
with @ minimum of 3 weeks and a maximum of 5
weeks between tests, for not less than 30
seconds.

2) The test interval shall be permitted to be
extended beyond 30 days with the approval of
the authority having jurisdiction.

3) Functional testing shall be conducted annually
for a minimum of 1'% hours if the emergency
lighting system is battery powered.

4) The emergency lighting equipment shall be
fully operational for the duration of the tests.

5) Written records of visual inspections and tests
shall be kept by the owner for inspection by the
authority having jurisdiction.

7.9.3.1.1

The facility failed to ensure the emergency
lighting was in proper operating condition to
provide 1%z hours of emergency illumination in
the event of failure of normal lighting.

Record review determined the facility failed to
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K211 Continued From page 2 K211
The deficiency affected numerous fire rated door
assemblies throughout the facility.
K 291 Emergency Lighting K 291 3/21/24
SS=E CFR(s): NFPA 101

1) All emergency lighting in the facility
will be in proper operating condition and
tested monthly as regulated by March 21,
2024.

2) The entire facility is affected by this
deficient practice.

3) The Maintenance Supervisor or
designee will be re-educated on the
requirement of inspecting the emergency
lighting as regulated as and will closely
monitor TELS tasks related to emergency
lighting.

4) The Maintenance Supervisor or
designee will conduct audits on the
requirement of inspecting the emergency
lighting as regulated at the following
frequency: once monthly for six months.
5) This corrective action will be
completed by March 21, 2024.
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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:

Automatic sprinkler systems are continuously
maintained in reliable operating condition and are
inspected and tested periodically. The property
owner or designated representative shall correct

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
355097 B. WING 02/05/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GOOD SAMARITAN SOCIETY - LARIMORE 501 E FRONT ST
i LARIMORE, ND 58251
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

K291 Continued From page 3 K 291
conduct a 30-second monthly test of the
emergency battery back-up lights during the
months of April, May, and June 2023.
Failure to test and maintain the emergency lights
in accordance with NFPA 101 increases the risk
of death or injury due to fire.
The deficiency affected all emergency battery
back-up lights throughout the building.

K 353 Sprinkler System - Maintenance and Testing K 353 3/21/24

1) The automatic sprinkler system will
be inspected by March 21, 2024. All dust
will be removed from all sprinkler heads
by March 21, 2024.
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Portable Fire Extinguishers

Portable fire extinguishers are selected, installed,
inspected, and maintained in accordance with
NFPA 10, Standard for Portable Fire
Extinguishers.

18.3.5.12, 19.3.5.12, NFPA 10

This REQUIREMENT is not met as evidenced

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K353 Continued From page 4 K 353
or repair deficiencies or impairments that are 2) The entire facility is affected by this
found during the inspection, test, and deficient practice
maintenance required by NFPA 25, Standard for 3) The Maintenance Supervisor or
the Inspection, Testing and Maintenance of designee will be re-educated on the
Water-based Fire Protection Systems. 19.7.6, requirement of inspecting the automatic
4.6.12, NFPA 25,4.1.41 sprinkler system as regulated as well as
the importance of keeping sprinkler heads
The facility failed to ensure the automatic clean and will closely monitor TELS tasks
sprinkler system was continuously maintained in related to automatic sprinkler systems.
a reliable operating condition as required by 4) The Maintenance Supervisor or
NFPA 25. designee will conduct audits on the
requirement of inspecting the automatic
1) Observation determined numerous sprinkler sprinkler system as regulated and
heads throughout the facility had heavy dust built keeping sprinkler heads clean at the
up on them. following frequency: once monthly for six
months.
2) Record review and interview with staff 5) This corrective action will be
determined the control valves and gauges of the completed by March 21, 2024
automatic sprinkler system had not been
inspected during all months in the past year.
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.
K 355  Portable Fire Extinguishers K 355 3/21/24
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HVAC

Heating, ventilation, and air conditioning shall
comply with 9.2 and shall be installed in
accordance with the manufacturer's
specifications.

18.5.2.1,19.5.2.1,9.2

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K355 Continued From page 5 K 355
by:
Fire extinguishers shall be manually inspected 1) The deficient practice cannot be
when initially placed in service and thereafter corrected retroactively, however, in the
either manually or by means of an electronic future, all portable fire extinguishers will
monitoring device/system at a minimum of be inspected monthly.
30-day intervals. 19.3.5.12, 9.7.4.1, NFPA 10 2) The entire facility is affected by this
7211,7.21.2 deficient practice.
3) The Maintenance Supervisor or
The facility failed to inspect and maintain portable designee will be re-educated on the
fire extinguishers in accordance with NFPA 10, requirement of inspecting all portable fire
Standard for Portable Fire Extinguishers. extinguishers monthly as regulated and
will closely monitor TELS tasks related to
Record review determined no documentation fire extinguishers.
was available to indicate a monthly inspection of 4) The Maintenance Supervisor or
the portable fire extinguisher located in the designee will conduct audits on the
Beauty Shop had been completed during requirement of inspecting the portable fire
November, and December 2023 and January extinguishers as regulated at the following
2024. frequency: once monthly for six months.
5) This corrective action will be
Failure to ensure portable fire extinguishers completed by March 21, 2024.
comply with NFPA 10 increases the risk of death
or injury due to fire.
The deficiency affected one (1) of numerous
portable fire extinguishers in the facility.
K521 HVAC K 521 3/21/24
SS=F CFR(s): NFPA 101
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This REQUIREMENT is not met as evidenced
by:

Fire dampers shall be tested and inspected in
accordance with NFPA 80, Standard for Fire
Doors and Other Opening Protectives. Each
damper shall be tested and inspected 1 year
after installation. The test and inspection
frequency shall then be every 4 years, except in
hospitals, where the frequency shall be every 6
years. All tests shall be completed in a safe
manner by personnel wearing personal protective
equipment. Full unobstructed access to the fire or
combination fire/smoke damper shall be verified
and corrected as required. If the damper is
equipped with a fusible link, the link shall be
removed for testing to ensure full closure and
lock-in-place if so equipped. The operational test
of the damper shall verify that there is no damper
interference due to rusted, bent, misaligned, or
damaged frame or blades, or defective hinges or
other moving parts. The damper frame shall not
be penetrated by any foreign objects that would
affect fire damper operations. The damper shall
not be blocked from closure in any way. The
fusible link shall be reinstalled after testing is
complete. If the link is damaged or painted, it
shall be replaced with a link of the same size,
temperature, and load rating. All inspections and
testing shall be documented, indicating the
location of the fire damper or combination
fire/smoke damper, date of inspection, name of
inspector, and deficiencies discovered. The
documentation shall have a space to indicate
when and how the deficiencies were corrected.
All documentation shall be maintained and made
available for review by the AHJ. 19.5.2.1,9.2.1,
NFPA 90A 5.4.8.1, NFPA 80, 19.4
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1) All fire dampers in the HVAC system
will be inspected as regulated by March
21, 2024.

2) The entire facility is affected by this
deficient practice.

3) The Maintenance Supervisor or
designee will be re-educated on the
requirement of inspecting all fire dampers
as regulated and will add a TELS task
related to inspecting fire dampers as
regulated.

4) The Maintenance Supervisor or
designee will conduct audits on the
requirement of inspecting the fire
dampers as regulated at the following
frequency: once monthly for six months.
5) This corrective action will be
completed by March 21, 2024.
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K521 Continued From page 7

The facility failed to test and inspect fire dampers
in accordance with NFPA 80.

Review of records and staff interview determined
the tests and inspections of fire dampers were
not performed as required. On 02/05/2024, no
records of tests and inspections of fire dampers
were available.

Failure to test and inspect fire dampers in
accordance with NFPA 80 increases the risk of
death or injury due to fire.

This deficiency affected all fire dampers in the
facility.

Fire Drills

CFR(s): NFPA 101

K712
SS=E

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.

19.7.1.4 through 19.7.1.7

This REQUIREMENT is not met as evidenced
by:

The facility failed to conduct fire drills as
required.

Fire drill records review determined:

1) The March, and October 2023 and January

K 521

K712

3/21/24

1) The deficient practice cannot be
corrected retroactively, however, in the
future, all fire drills will be conducted as
regulated.

2) The entire facility is affected by this
deficient practice.
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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
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2024 fire drills did not include the simulation of an 3) The Maintenance Supervisor or
emergency phone call to the fire department. designee and all nurses will be
re-educated on the requirement of
2) No fire drill was conducted on the AM Shift conducting quarterly fire drills as well as
during the second quarter in the past year. calling 911 during any drill or actual fire as
regulated and will add a TELS task
3) No fire drills were conducted on the Night Shift related to inspecting fire drills as
during the first, second, and third quarters in the regulated.
past year. 4) The Maintenance Supervisor or
designee will conduct audits on the
Failure to conduct fire drills as required increases requirement of conducting fire drills as
the risk of death or injury due to fire. regulated at the following frequency: once
monthly for six months.
The deficiency affected seven (7) drills in the past 5) This corrective action will be
year. completed by March 21, 2024
K 918 Electrical Systems - Essential Electric Syste K918 3/21/24
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K918 Continued From page 9

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 ensure the emergency
generator was in compliance with NFPA 99,
Health Care Facilities Code and NFPA 110,
Standard for Emergency and Standby Power
Systems.

Exhaust system installation shall be gastight to
prevent exhaust gas fumes from entering
inhabited rooms or buildings and terminate in
such a manner that toxic fumes cannot reenter a
building or structure, particularly through
windows, air ventilation inlets, or the engine
air-intake system.

For reciprocating engines, the piping shall
terminate in any of the following:

(1) Rain cap

(2) Tee

(3) Ell, pointing downwind from the prevailing
wind

(4) Vertically upward-oriented stack with suitable
provisions for trapping and draining rain and
snow water NFPA 110 7.10.2, 7.10.3.5

K918

1) The generator will be inspected as
regulated by March 21, 2024. The
exhaust pipe coming from the generator
will be extended above the roof line and
at least 20 feet away from any intake.

2) The entire facility is affected by this
deficient practice.

3) The Maintenance Supervisor or
designee will be re-educated on the
requirement of inspecting the generator
weekly and as regulated and be sure the
exhaust is piped away from operating
windows and intake as regulated and pay
close attention to the TELS task related to
generator inspections.

4) The Maintenance Supervisor or
designee will conduct audits on the
requirement of inspecting the generator
weekly as well as having proper exhaust
for the generator as regulated at the
following frequency: once monthly for six
months.
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Review of generator test records, interview with
staff, and observation:

1) Determined the weekly inspection of the
emergency generator was not conducted for all
weeks during the past year.

2) Determined the monthly test of the emergency
generator was not conducted during April, May,
June, July, and December 2023.

3) Determined the emergency generator exhaust
system terminated 40 inches from an operable
window in Apartment 2 and 72 inches from the
fresh air ventilation inlet to the Generator Room
in such a manner that toxic fumes could reenter
the building.

Failure to inspect, test and maintain the
emergency generator in accordance with NFPA
99 and NFPA 110 increases the risk of death or
injury due to fire.

The deficiency affected one (1) of one (1)
emergency generator which provides all
emergency power to the facility.
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5) This corrective action will be
completed by March 21, 2024.
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