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E 000 Initial Comments E 000

 A recertification survey conducted on 11/21/2022 
found Minot Health and Rehab, LLC in 
compliance with the requirements of 483.73 
Long-Term Care Facilities 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 two-story building of 
Type II (000) construction. The building had no 
basement. The building was protected by a 
wet/dry automatic sprinkler system designed to 
meet the requirements of NFPA 13, Standard for 
Installation of Sprinkler Systems.

Note:

At the time of this survey no residents occupied 
the lower level of the facility.

 

K 374 Subdivision of Building Spaces - Smoke Barrie
CFR(s): NFPA 101

Subdivision of Building Spaces - Smoke Barrier 
Doors
2012 EXISTING
Doors in smoke barriers are 1-3/4-inch thick solid 
bonded wood-core doors or of construction that 
resists fire for 20 minutes. Nonrated protective 
plates of unlimited height are permitted. Doors 

K 374 1/5/23
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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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K 374 Continued From page 1 K 374
are permitted to have fixed fire window 
assemblies per 8.5. Doors are self-closing or 
automatic-closing, do not require latching, and 
are not required to swing in the direction of 
egress travel. Door opening provides a minimum 
clear width of 32 inches for swinging or horizontal 
doors. 
19.3.7.6, 19.3.7.8, 19.3.7.9
This REQUIREMENT  is not met as evidenced 
by:
 The facility failed to ensure doors located in 
smoke barrier walls resisted the passage of 
smoke.

Observation determined the east leaf of the south 
smoke barrier cross-corridor doors on the lower 
level had been removed. 

Failure to maintain smoke barrier doors 
increases the risk of death or injury due to fire.

The deficiency affected two (2) of six (6) smoke 
compartments in the facility.

 1. The South smoke barrier door was 
ordered on 11/29/22 and will be installed 
by 01/04/23. 
2. Audits of facility doors to ensure they 
were inspected occurred by the 
maintenance director on 12/1/22. 
3. The maintenance director or 
designee will ensure the required test of 
the doors is completed monthly per the 
facility’s preventative maintenance 
program.
4. The Maintenance Director or 
designee and the Executive Director will 
be responsible to ensure future 
compliance. Concerns will be discussed 
with the quality assurance committee 
when identified.

K 511 Utilities - Gas and Electric
CFR(s): NFPA 101

Utilities - Gas and Electric
Equipment using gas or related gas piping 
complies with NFPA 54, National Fuel Gas Code, 
electrical wiring and equipment complies with 
NFPA 70, National Electric Code. Existing 
installations can continue in service provided no 
hazard to life. 
18.5.1.1, 19.5.1.1, 9.1.1, 9.1.2

K 511 1/5/23
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K 511 Continued From page 2 K 511

This REQUIREMENT  is not met as evidenced 
by:
 Ground-fault circuit-interruption for personnel 
shall be provided as required. The ground-fault 
circuit-interrupter shall be installed in a readily 
accessible location. All 125-volt, single-phase, 
15- and 20-ampere receptacles located in 
bathrooms, kitchens, rooftops, outdoors, indoor 
wet locations, locker rooms with associated 
showering facilities, garages and where 
receptacles are installed within 6 ft. of the outside 
edge of the sink shall have ground-fault 
circuit-interrupter protection for personnel. 
19.5.1.1, 9.1.2, NFPA 70, 210.8, 210.8(B)

The facility failed to ensure electrical wiring and 
electrical equipment met the requirements of 
NFPA 70, National Electrical Code.

Observation determined:

1) Six (6) duplex electrical receptacles in the 
Lower Level Clean Utility Room within 6 ft. of a 
sink were not ground-fault circuit-interrupter 
protected.

2) Six (6) duplex electrical receptacles in the 
Upper Level Clean Utility Room within 6 ft. of a 
sink were not ground-fault circuit-interrupter 
protected.

Failure to provide electrical wiring and equipment 
in accordance with NFPA 70 increases the risk of 
injury or death due to fire.

 1. The six duplex electrical receptacles 
in the lower-level clean utility room were 
replaced with ground-fault 
circuit-interrupter outlets by Holmes 
Electric on 11/28/22. The six electrical 
receptacles in the upper-level clean utility 
room were replaced with ground-fault 
circuit-interrupter outlets by Holmes 
Electric on 11/28/22. 
2. Audits of facility outlets being six feet 
away from a sink occurred by the 
maintenance director on 12/1/22.
3. The maintenance director or 
designee will ensure the required test of 
outlets and being more than six feet away 
from a sink occur monthly and as needed 
as part of the routine preventative 
maintenance program.
4. The Maintenance Director or 
designee and the Executive Director will 
be responsible to ensure future 
compliance. Concerns will be discussed 
with the quality assurance committee 
when identified.
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K 511 Continued From page 3 K 511

The deficiency affected twelve (12) of numerous 
electrical receptacles in the facility.

K 918 Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

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. 

K 918 1/5/23
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K 918 Continued From page 4 K 918
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.

Diesel generator sets in service shall be 
exercised at least once monthly, for a minimum 
of 30 minutes, using one of the following 
methods: 

(1) Loading that maintains the minimum exhaust 
gas temperatures as recommended by the 
manufacturer.

(2) Under operating temperature conditions and 
at not less than 30 percent of the EPS nameplate 
kW rating.

Diesel-powered EPS installations that do not 
meet the requirements shall be exercised 
monthly with the available EPSS load and shall 
be exercised annually with supplemental loads at 
not less than 50 percent of the EPS nameplate 
kW rating for 30 continuous minutes and at not 
less than 75 percent of the EPS nameplate kW 
rating for 1 continuous hour for a total test 
duration of not less than 1.5 continuous hours. 
NFPA 99 6.4.4.1.1.4, NFPA 110 8.4.2, 8.4.2.3

Buildings, or portions of buildings, shall be 
permitted to be occupied during construction, 
repair, alterations, or additions only where 
required means of egress and required fire 

 1. The generator was tested by 1/04/23, 
to ensure an annual test included 50 
percent of the EPS nameplate kW rating 
for 30 continuous minutes and at not less 
than 75 percent of the EPS nameplate 
kW rating for 1 continuous hour for a total 
test duration of not less than 1.5 
continuous hours.
2. Audit of generator test report was 
completed by the Executive Director 
when it was received before 1/05/23.
3. The maintenance director or 
designee will ensure the required monthly 
and annual tests of the generator is 
completed per the facility’s preventative 
maintenance program.
4. The Maintenance Director or 
designee and the Executive Director will 
be responsible to ensure future 
compliance. Concerns will be discussed 
with the quality assurance committee 
when identified.
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K 918 Continued From page 5 K 918
protection features are in place and continuously 
maintained for the portion occupied or where 
alternative life safety measures acceptable to the 
authority having jurisdiction are in place.  
4.6.10.1

Review of generator test records and interview 
with staff did not indicate the minimum exhaust 
temperature provided by the manufacturer was 
achieved and that the monthly exercise of the 
125 kW diesel generator loaded the generator to 
at least 30% (38 kW) of the nameplate rating. 
The facility did not perform annual supplemental 
load exercises as required when diesel 
generators are not loaded to 30% of nameplate 
rating or manufacturer's recommended 
temperature during the required monthly 
exercises.

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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