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E 000 Initial Comments E 000

 An Emergency Preparedness survey was 
conducted by Healthcare Licensing and Surveys 
on 05/03/2023. The findings that follow 
demonstrate noncompliance with 42 CFR 483.73

 

E 004 Develop EP Plan, Review and Update Annually
CFR(s): 483.73(a)

§403.748(a), §416.54(a), §418.113(a), 
§441.184(a), §460.84(a), §482.15(a), §483.73(a), 
§483.475(a), §484.102(a), §485.68(a), 
§485.542(a), §485.625(a), §485.727(a), 
§485.920(a), §486.360(a), §491.12(a), 
§494.62(a).

The [facility] must comply with all applicable 
Federal, State and local emergency 
preparedness requirements.  The [facility] must 
develop establish and maintain a comprehensive 
emergency preparedness program that meets the 
requirements of this section. The emergency 
preparedness program must include, but not be 
limited to, the following elements:

(a) Emergency Plan. The [facility] must develop 
and maintain an emergency preparedness plan 
that must be [reviewed], and updated at least 
every 2 years.  The plan must do all of the 
following:

* [For hospitals at §482.15 and CAHs at 
§485.625(a):] Emergency Plan. The [hospital or 
CAH] must comply with all applicable Federal, 
State, and local emergency preparedness 
requirements.  The [hospital or CAH] must 
develop and maintain a comprehensive 
emergency preparedness program that meets the 
requirements of this section, utilizing an 

E 004 5/19/23
SS=F
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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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E 004 Continued From page 1 E 004
all-hazards approach.

* [For LTC Facilities at §483.73(a):] Emergency 
Plan. The LTC facility must develop and maintain 
an emergency preparedness plan that must be 
reviewed, and updated at least annually.  

* [For ESRD Facilities at §494.62(a):] Emergency 
Plan. The ESRD facility must develop and 
maintain an emergency preparedness plan that 
must be [evaluated], and updated at least every 2 
years.

.
This REQUIREMENT  is not met as evidenced 
by:
 Based on document review and staff interview, 
the facility failed to review and update the 
emergency preparedness plan in accordance with 
§483.73(a). Failure to develop and maintain the 
emergency preparedness plan could result in the 
use of out-of-date information in an emergency. 
The deficiency affected the emergency 
preparedness plan. The findings were:

Document review on 05/03/2023 at 3:20 PM 
could not establish that the emergency 
preparedness plan had been updated on an 
annual basis.

Interview with the facility administrator at the time 
of observation acknowledged the deficiency, and 
indicated they were aware of the requirement.

Interview with the facility administrator at the time 
of exit acknowledged the deficiency.

 This plan of correction is submitted as 
required under State and Federal law.  
This plan does not constitute admission of 
liability on the part of the facility and such 
liability is hereby specifically denied.  The 
submission of this plan does not 
constitute agreement by the facility that 
the surveyors  findings or conclusions 
are accurate, that the findings constitute a 
deficiency or that the scope or severity 
regarding the deficiencies cited are 
correctly applied.

E004   The Emergency Preparedness 
plan was reviewed and updated on May 
19th, 2023.  The Emergency 
Preparedness plan will be reviewed and 
updated if needed every month of January 
by EVS manager or designee.  The 
emergency preparedness plan will be 
audited for three months for any changes.  
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E 004 Continued From page 2 E 004
These audits will be brought to QA&A and 
quarterly audit will be done by EVS 
manager or designee.

K 000 INITIAL COMMENTS K 000

 A Life Safety Code survey was conducted by 
Healthcare Licensing and Surveys on 05/03/2023. 

Requirements for Long Term Care Facilities 
Section 42 CFR 483.90, 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) with plan approval in 
2014. The building was equipped with a 
supervised automatic wet and 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 42 
residents. The findings that follow demonstrate 
noncompliance with 42 CFR 483.90.

 

K 324 Cooking Facilities
CFR(s): NFPA 101

Cooking Facilities
Cooking equipment is protected in accordance 
with NFPA 96, Standard for Ventilation Control 
and Fire Protection of Commercial Cooking 
Operations, unless: 
* residential cooking equipment (i.e., small 
appliances such as microwaves, hot plates, 
toasters) are used for food warming or limited 
cooking in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke 
compartments with 30 or fewer patients comply 

K 324 5/3/23
SS=D
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K 324 Continued From page 3 K 324
with the conditions under 18.3.2.5.3, 19.3.2.5.3, 
or
* cooking facilities in smoke compartments with 
30 or fewer patients comply with conditions under 
18.3.2.5.4, 19.3.2.5.4.
Cooking facilities protected according to NFPA 96 
per 9.2.3 are not required to be enclosed as 
hazardous areas, but shall not be open to the 
corridor. 
18.3.2.5.1 through 18.3.2.5.4, 19.3.2.5.1 through 
19.3.2.5.5, 9.2.3, TIA 12-2

This REQUIREMENT  is not met as evidenced 
by:
 Based on observation and staff interview, the 
facility failed to protect cooking equipment in 
accordance with the 2012 NFPA 101, Life Safety 
Code, and the 2011 NFPA 96, Standard for 
Ventilation Control and Fire Protection of 
Commercial Cooking Operations. Failure to 
properly protect cooking equipment could lead to 
equipment damage or improper protection by fire 
suppression systems, resulting in injury or death 
during an emergency. The deficiency affected the 
kitchen and all staff within. The findings were: 

Observation on 05/03/2023 at 11:37 AM in the 
kitchen revealed a wheeled gas-fired cooktop 
located beneath the grease hood and fire 
suppression system, which was furthest to the left 
of the equipment. Further observation revealed 
that no means was provided to ensure that the 
cooktop is returned to the approved location 
beneath the fire suppression system after being 
moved for service or cleaning. It was observed 
that the other cooktops did have a method to 

 K324   On May 3rd, 2023 Environmental 
Services Manager (EVS Manager) placed 
a tape line on the floor to align the 
gas-fired cooktop to ensure after cleaning 
and servicing, the cooktop will be returned 
to the correct placement to ensure it is 
located beneath the fire suppression 
system.  EVS manager will audit the 
placement of the gas-fired cooktop for no 
less than three months or until compliance 
has been achieved.
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K 324 Continued From page 4 K 324
return equipment to the approved location. 

Interview with the maintenance manager at the 
time of observation acknowledged the deficiency, 
and indicated they were not aware of the 
requirement. 

Interview with the facility administrator at the time 
of exit acknowledged the deficiency. 

REF: 2012 NFPA 101, Sections 19.3.2.5.5 and 
9.2.3
 2011 NFPA 96, Section 12.1.2.3

K 345 Fire Alarm System - Testing and Maintenance
CFR(s): NFPA 101

Fire Alarm System - Testing and Maintenance 
A fire alarm system is tested and maintained in 
accordance with an approved program complying 
with the requirements of NFPA 70, National 
Electric Code, and NFPA 72, National Fire Alarm 
and Signaling Code. Records of system 
acceptance, maintenance and testing are readily 
available.
9.6.1.3, 9.6.1.5, NFPA 70, NFPA 72
This REQUIREMENT  is not met as evidenced 
by:

K 345 5/5/23
SS=D

 Based on observation and staff interview, the 
facility failed to maintain fire alarm systems in 
accordance with the 2012 NFPA 101, Life Safety 
Code and the 2010 NFPA 72, National Fire Alarm 
Code. Failure to maintain fire detection systems 
as required could result in injury or death during 
an emergency. The deficiency affected one (1) of 
numerous requirements for the fire alarm system. 
The findings were: 

Observation on 05/03/2023 at 11:28 AM at the fire 

 K345   On May 5th, 2023 the EVS 
Manager procured the Underwriter s 
Laboratory certification for the fire alarm 
and placed on the fire alarm panel.  EVS 
Manager will audit the UL certificate 
placement for no less than three months 
or until compliance has been achieved.
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K 345 Continued From page 5 K 345
annunciator panel revealed that the Underwriter's 
Laboratory (UL) certification for the fire alarm was 
not present. 

Interview with the maintenance manager at the 
time of observation acknowledged the deficiency, 
and indicated they were aware of the 
requirement.

Interview with the facility administrator at the time 
of exit acknowledged the deficiency.

REF: 2012 NFPA Sections 19.3.4.1; 9.6.1.3
         2010 NFPA 72 Section 26.3.4.3

FORM CMS-2567(02-99) Previous Versions Obsolete XRRT21Event ID: Facility ID: WY0022 If continuation sheet Page  6 of 6


