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A Life Safety Code survey was conducted by
Healthcare Licensing and Surveys on January 15,
2019.

Requirements for Long Term Care Facilities
Section 42 CFR 483.70 (a) except as otherwise
provided in the section, the facility must meet the
applicable provisions of the 2012 Edition of the
Life Safety Code, Existing Health Care, of the
National Fire Protection Association.

The facility was a fully sprinklered, single story
building of Type V (111) construction with plan
approval in 2014. The building was equipped with
a supervised, automatic wet/dry sprinkler system,
and an addressable fire alarm system. The facility
had a capacity of 50 certified Medicare and
Medicaid beds with a census of 48 residents.
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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:

Based on document review and staff interview, K291- The facility will ensure that all

the facility failed to maintain emergency lighting in battery powered emergency lighting
accordance with the 2012 NFPA 101, Life Safety receives an annual 90 minute functional
Code. Failure to maintain emergency lighting as test. The facility will conduct a 90 minute
required could result in injury or death during an functional test by 2/14/19 to ensure all
emergency. The deficiency affected 1 of 2 testing emergency lights are in functional working
requirement for emergency lighting. The findings order. An audit will be conducted of all
were: emergency lights at that time. Any
problems identified will be addressed.
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Document review on 1/15/2019 at 1:50 PM The Plant Manager was educated on the
revealed that the facility could not verify that the 90 minute emergency light functional test
annual 90 minute functional test had been on 2/8/19. A tracking system has been
conducted on the battery powered emergency developed fo ensure annual 90 minute
lighting. functional test are completed on a yearly
basis. The tracking system will be audited
Interview with the facility maintenance manager at quarterly by the Plant Manager or
the time of observation acknowledged the designee to ensure 90 minute functional
deficiency, and indicated he was unaware of the test are being completed timely. All
requirement. results will be taken to QA&A meetings for
one year for further review and analysis.
Interview with the facility administrator at the time
of exit acknowledged the deficiency.
REF: 2012 NFPA 101, Sections: 19.2.9.1;
7.9.3.11
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An Emergency Preparedness survey was
conducted by Healthcare Licensing and Surveys
on January 15, 2019.

Based upon the findings of the survey team, it
was determined the facility was in compliance
with all requirements.
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