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E 000 Initial Comments E 000

 A recertification survey conducted on 03/14/2023 
found Nelson County Health System Care Center 
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 II (000) construction with no basement. The 
building was equipped with a wet automatic fire 
sprinkler system designed to meet the 
requirements of NFPA 13, Standard for the 
Installation of Sprinkler Systems.

A two-hour fire resistance rated barrier provided 
separation to a building attached to the north side 
of the nursing facility housing assisted living 
apartments.

 

K 291 Emergency Lighting
CFR(s): NFPA 101

Emergency Lighting
Emergency lighting of at least 1-1/2-hour duration 
is provided automatically in accordance with 7.9.
18.2.9.1, 19.2.9.1
This REQUIREMENT  is not met as evidenced 
by:

K 291 3/24/23
SS=F

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

1) Functional testing shall be conducted monthly, 
with a 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 

 1 The emergency lighting will be tested 
in accordance with the requirements and 
recorded in an inspection report.
2 All portions of the facility have the 
potential to be affected. 
3 Nelson County Health System will 
review the emergency lighting 
requirements internally and ensure the 
right steps are followed. 
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K 291 Continued From page 1 K 291
the authority having jurisdiction.
3) Functional testing shall be conducted annually 
for a minimum of 1½ 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 1½ hours of emergency illumination in 
the event of failure of normal lighting.

Review of records indicated the facility failed to 
conduct a 90-minute annual test of the 
emergency battery back-up lights in the past 
year.

Failure to provide emergency lighting as required 
increases the risk of death or injury due to fire.

The deficiency affected all emergency battery 
back-up lights in the building.

4 Nelson County Health System will 
conduct monthly meetings to ensure the 
deficient practices are being corrected 
and will not recur. 
5 3/24//2023

K 347 Smoke Detection
CFR(s): NFPA 101

Smoke Detection
2012 EXISTING
Smoke detection systems are provided in spaces 
open to corridors as required by 19.3.6.1.
19.3.4.5.2
This REQUIREMENT  is not met as evidenced 
by:

K 347 3/24/23
SS=D

 In spaces served by air-handling systems, 
detectors shall not be located where airflow 

 1 Corrective action will be to move the 
improperly placed smoke detection 
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K 347 Continued From page 2 K 347
prevents operation of the detectors. Detectors 
should not be located in a direct airflow or closer 
than 36 in. from an air supply diffuser or return air 
opening.  19.3.4.5.1, 9.6.2.10.1.1, NFPA 72 
17.7.4.1, A.17.7.4.1 

The facility failed to ensure the smoke detection 
system was in compliance with NFPA 72, 
National Fire Alarm and Signaling Code.  

Observation determined one (1) smoke detector 
in the corridor near Resident Room #3 was 
installed within 36 in. of an air return grate.

Failure to install the smoke detection system as 
required increases the risk of death or injury due 
to fire. 

This deficiency affected one (1) of numerous 
smoke detectors in the facility. The smoke 
detection system serves the entire facility.

system to ensure that it is not within 36 in. 
of an air return grate.
2 All portions of the facility have the 
potential to be affected. 
3 NCHS will place the smoke detection 
systems on the monthly checklist to sure 
they operational and further than 36 in 
from any air return grate. 
4 Nelson County Health System will 
conduct monthly meetings to ensure the 
deficient practices are being corrected 
and will not recur.
5 3/24/2023

K 712 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. 
19.7.1.4 through 19.7.1.7
This REQUIREMENT  is not met as evidenced 
by:

K 712 3/24/23
SS=F
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K 712 Continued From page 3 K 712
 The facility failed to conduct fire drills as 
required.

Fire drill records review determined no fire drill 
was conducted on the Night Shift during the first 
quarter in the past year.

Failure to conduct fire drills as required increases 
the risk of death or injury due to fire.

The deficiency affected one (1) of twelve (12) 
drills in the past year.

 1 Corrective action will be to conduct 
proper fire drills per a checklist to make 
sure all shifts and included in drills.
2 All portions of the facility have the 
potential to be affected.
3 Fire drills will be set up on a calendar. 
Monthly meetings will be conducted to 
review the schedule and compliance with 
the number per shift.
4 Nelson County Health System will 
conduct monthly meetings to ensure the 
deficient practices are being corrected 
and will not recur.
5 3/24/2023
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