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 M 000 INITIAL COMMENTS  M 000

An abbreviated survey was conducted on 
05/28/2024 at Pheasant Adult Family Home.  As 
a result of this survey 1 deficient practice was 
identified.  

Census:  4

 

 M 334 88.05(4)(b)1 FIRE SAFETY-SMOKE 
DETECTORS

Every adult family home shall be  
equipped with one or more single  
station battery operated, electrically  
interconnected or radio signal  
emitting smoke detectors on each floor  
level.  Required smoke detectors shall  
be located in each habitable room  
except the kitchen and bathroom and  
specifically in the following  
locations:  at the head of each open  
stairway, at the door leading to every  
enclosed stairway, on the ceiling of  
the living room or family room, on the  
ceiling of each sleeping room and in  
the basement.

This Rule  is not met as evidenced by:

 M 334

Based on observation, staff interview, and record 
review the provider did not ensure placement of a 
smoke detector in 1 out of 4 resident bedrooms.  
Resident 1's ceiling had a covering over the area 
where a smoke detector would have been but 
there was no smoke detector in the room.

Findings include: 

This facility serves residents who are advanced 
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 M 334Continued From page 1 M 334

aged, developmentally disabled, physically 
disabled, and who have irreversible 
dementia/Alzheimer's, emotional disturbance or 
mental illness, or traumatic brain injury.   

On 05/28/2024 at approximately 11:00 a.m. while 
touring the facility Surveyor noted there was no 
smoke detector on the ceiling of Resident 1's 
bedroom.  A covering the approximate size of a 
smoke detector was in place of the smoke 
detector.  Facility records from smoke detector 
inspections dated 06/17/2020 and 05/20/2021 
showed a smoke detector was present and tested 
in that room.  There was no further 
documentation of a smoke detector in Resident 
1's room following the 2021 report.

During an interview with Surveyor on 05/28/2024 
at approximately 12:00 p.m., CMD (Care 
Management Director) - A and PM ( Program 
Manager) - B verified there was no smoke 
detector in Resident 1's bedroom and had no 
knowledge of when or why it had been removed.
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