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E 000 | Initial Comments E 000

An Emergency Preparedness survey was
conducted by Healthcare Licensing and Surveys
on 09/26/2023. The findings that follow
demonstrate noncompliance with 42 CFR 483.73.
E 004 | Develop EP Plan, Review and Update Annually E 004
SS=F | 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
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Any deﬁﬁéndy 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 pian of correction is requisite to continued
program participation.
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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 (EPP) as required
in accordance with §483.73(a). Failure to review
and update the EPP could result in inadequate or
inaccurate information and policies in the event of
an emergency. The deficiency has the potential to
affect all residents, staff, and visitors.

The findings were:

Document review on 09/26/23 starting at 12:20
PM revealed the facility did not have
documentation available to demonstration that
the EPP had been reviewed and updated in the
last twelve (12) months. Documentation revealed
that the last time the EPP was reviewed and
updated was July of 2022. The facility shall
review and update the EPP at least annually.

Interview with maintenance personnel at the time
of the observation acknowledge the deficiency,

| and indicated that they were aware of the
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E0004 - 483.73(a) EP plan and review
annually

Plan reviewed and updated. Hazard and
Vulnerability Assessment completed on
9/28/2023

Completed
9/28/23

WRC recognizes the failure to update the:
EPP has potential to affect all residents, | [obe
staff, and visitors. Due to a newer staff | gy e a0i23
at expectations were not met.

Administrator and maintenace manager
will educate and familiarize themselves
on the current EPP expectation.
Administrator or designee will audit

EPP annually and place calendar
reminder for annual

review. Results of audit will be discussed
with safety and QAPI IDT teams for review
and comment.

E0032 — 483.73(c)(3)Primary and
alternate Means of Communication
Staff will be notified by phone, txt and/or
email. Manual has been updated to
reflect correct contact information for
staff and emergency agencies. Manual
will be updated annually and as needed.

Completed
10/12/23

WRC recognizes the risk to residents,
staff, and visitors by not having alternate| To be
means for communication. Adminstrator | ompleted by
or designee will audit call list information

monthly for 6 months or until substianal |
compliance is met. Audit will be reviewec
by Safety and QAPI Committees for
recommendation until substantial
compliance is met.
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requirement.

Interview with the administrator at the time of the
exit acknowledge the deficiency.

E 032 | Primary/Alternate Means for Communication E 032
SS=F | CFR(s): 483.73(c)(3)

§403.748(c)(3), §416.54(c)(3), §418.113(c)(3),
§441.184(c)(3), §460.84(c)(3), §482.15(c)(3),
§483.73(c)(3), §483.475(c)(3), §484.102(c)(3),
§485.68(c)(3), §485.542(c)(3), §485.625(c)(3),
§485.727(c)(3), §485.920(c)(3), §486.360(c)(3),
§491.12(c)(3), §494.62(c)(3).

[(c) The [facility] must develop and maintain an
emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least every
2 years [annually for LTC facilities]. The
communication plan must include all of the
following:

(3) Primary and alternate means for
communicating with the following:

(i) [Facility] staff.

(i) Federal, State, tribal, regional, and local
emergency management agencies.

*[For ICF/IIDs at §483.475(c):] (3) Primary and
alternate means for communicating with the
ICF/ID's staff, Federal, State, tribal, regional, and
local emergency management agencies.

This REQUIREMENT is not met as evidenced
by:

Based on document review and staff interview,
the facility failed to provide a primary and
alternate means for communication with staff and |
emergency management agencies in the ‘
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§441.184(c)(4)-(6), §460.84(c)(4)-(6), §482.15(c) |
(4)-(6), §483.73(c)(4)-(6), §483.475(c)(4)-(6),
§484.102(c)(4)-(5), §485.68(c)(4), §485.542(c)
(4)-(6), §485.625(c)(4)-(6), §485.727(c)(4),
§485.920(c)(4)-(6), §491.12(c)(4), §494.62(c)(4)-
(6).

[(c) The [facility] must develop and maintain an
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E 032 | Continued From page 3 E 032
Emergency Preparedness Plan (EPP) in
accordance with §483.73(c)(3). Failure to provide
a primary and alternate means for communication
with staff and emergency management agencies
| in the EPP could result in inadequate means of
| communication in the event of an emergency.
The deficiency has the potential to affect all
residents, staff, and visitors.
The findings were:
Document review on 09/26/23 starting at 12:20
PM revealed the facility did not have
documentation available to demonstration that
the EPP had a primary and alternate means for
communication with staff and emergency E0033 — 483-73(c) (4)-(6) Method of
management agencies. sharing information
Resident Information including photo ID,
Interview with maintenance personnel at the time diagnosis, and emergency contact g
| of the observation acknowledge the deficiency, g‘;g[lm,\?grosgfs %?ai,:i%%t Iamdpa:;\g?:];?r:rgfﬁtce
but indicated that they were unaware of the Binders to include transport log to identify
requirement. where resident is relocated to in the
event of building evacuation.
Interview with the administrator at the time of the Binders will be updated quarterly and as
exit acknowledge the deficiency. needed.
Esgi:; gﬂggw(osc)is Afgg ?gﬁé;?g)!?é?rmatlon E 033 WRC recognizes the potential for lack of
: : information sharing method could affect
all residents Medical records department To be
§403.748(c)(4)-(6), §416.54(c)(4)-(6), §418.113(c) manager or designee will audit information | someleted by
(4)-(6), §441.184(c)(4)-(6), §460.84(c)(4)-(6), binders monthly for 3 month or until

substantial compliance is met. Audit
information will be discussed at monthly
QAPI committee meeting for review and
recommendations until substantial
compliance met
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emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least every
2 years [annually for LTC facilities]. The
communication plan must include all of the
following:

(4) Amethod for sharing information and medical
documentation for patients under the [facility's]
care, as necessary, with other health providers to
maintain the continuity of care.

(5) A means, in the event of an evacuation, to
release patient information as permitted under 45
CFR 164.510(b)(1)(ii). [This provision is not
required for HHAs under §484.102(c), CORFs
under §485.68(c)]

(6) [(4) or (5)]A means of providing information
about the general condition and location of
patients under the [facility's] care as permitted
under 45 CFR 164.510(b)(4).

*[For RNHCIs at §403.748(c):] (4) A method for
sharing information and care documentation for
patients under the RNHCI's care, as necessary,
with care providers to maintain the continuity of
care, based on the written election statement
made by the patient or his or her legal
representative.

*[For RHCs/FQHCs at §491.12(c):] (4} A means
of providing information about the general
condition and location of patients under the
facility's care as permitted under 45 CFR
164.510(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on document review and staff interview,
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E 033 | Continued From page 5 E 033
the facility failed to provide a method for sharing
information and medical documentation in the

Emergency Preparedness Plan (EPP) as required
in accordance with §483.73(c)(4)-(6). Failure to
provide a method for sharing information and
medical documentation in the EPP could result in
inaccurate or insufficient means of sharing
information to maintain the continuity of care of
patients in the event of an emergency. The
deficiency has the potential to affect all residents,
staff, and visitors.

The findings were:

Document review on 09/26/23 starting at 12:20
PM revealed that the facility did not have

documentation available to demonstration that '
the EPP had a method for sharing information |
and medical documentation for patients with other :
health care providers to maintain continuity of |
care. I

Interview with maintenance personnel at the time
of the observation acknowledge the deficiency,
but indicated that they were unaware of the
requirement.

Interview with the administrator at the time of the
exit acknowledge the deficiency.

E 034 | Information on Occupancy/Needs | E 034
SS=F | CFR(s): 483.73(c)(7) ’

§403.748(c)(7), §416.54(c)(7), §418.113(c)(7)
§441.184(c)(7), §482.15(c)(7), §460.84(c)(7),
§483.73(c)(7), §483.475(c)(7), §484.102(c)(6),
§485.68(c)(5), §485.68(c)(5), §485.727(c)(5),
§485.542(c)(7), §485.625(c)(7), §485.920(c)(7),
§491.12(c)(5), §494.62(c)(7).

I
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| provide a means of providing information about

[(c) The [facility] must develop and maintain an

| emergency preparedness communication plan
that complies with Federal, State and local laws

[ and must be reviewed and updated at [east every

2 years [annually for LTC facilities]. The

communication plan must include all of the

following:

(7) [(5) or (6)] A means of providing information
about the [facility's] occupancy, needs, and its
ability to provide assistance, to the authority
having jurisdiction, the Incident Command
Center, or designee.

*[For ASCs at 416.54(c)]: (7) Ameans of
providing information about the ASC's needs, and
its ability to provide assistance, to the authority
having jurisdiction, the Incident Command
Center, or designee.

*[For Inpatient Hospice at §418.113(c):] (7} A
means of providing information about the
hospice's inpatient occupancy, needs, and its
ability to provide assistance, to the authority
having jurisdiction, the Incident Command
Center, or designee.

This REQUIREMENT is not met as evidenced
by:

Based on document review and staff interview,
the facility failed to provide a means of providing
information about the facility's occupancy, needs,
and ability to provide assistance in the
Emergency Preparedness Plan (EPP) as required
in accordance with §483.73(c)(7). Failure to

the facility's occupancy, needs, and ability to
provide assistance in the EPP could result in
inaccurate or insufficient information for the

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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| E0034 — 483-73 (c)(7)Information
E 034 | Continued From page 6 E 034 (©7)

on occupancy/needs

WRC recognizes the potential for
lack of information regarding
occupancy needs could affect all
residents, staff, and visitors in the
event of full building evacuation.
Current resident census is posted
near nurses stations and in main
office.

Medical records department
manager or designee will audit
census information weekly for 1
month then monthly for 3 months
or until substantial compliance is
met. Audit information will be
discussed at

monthly QAP| committee meeting
for review and recommendations
until substantial compliance met

To be
completed

by
11/30/23
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E 034 | Continued From page 7 E 034
authority having jurisdiction (AHJ), the incident
command center, or designee in the event of an
emergency. The deficiency has the potential to
affect all residents, staff, and visitors.
E035 LTC Sharing plan with patients
The findings were: . ;
WRC Recognizes the importance of
Document review on 09/26/23 starting at 12:20 rﬁ)sgjsgt\s/éigrgg'ﬁqseﬁcggilrig(sg%nS'bT'ﬁepames
PM revealeq the fa?'“ty did not have . facility understands this could potentially
documentation available to demonstration that affect all residents and their families or
the EPP had a means of providing information representatives.
about the facility's occupancy, needs, and ability . _ '
to provide assistance to the AHJ, incident Emergency preparedness information will
command center, or designee. be shared with residents and their
families or representatives upon
Interview with administrator at the time of the ?hdemel\slzlr?tno?ne?/:gt?a‘d'tiaclg i%?gr;%?i%itijjiil I
observation acknowledge the deficiency, and be shared via telephone, text and/or email.
indicated that they were aware of the
requirement, Admission department will provide all new
residents and their representatives with a
Interview with the administrator at the time of the copy of the EPP upon entry to facility.
E 035 ﬁ_)%ack;cl)évll;ﬁge the f:ieflmency.- . Medical records will provide via mail or har\d Tob
an Sharing Plan with Patients E 035 gelivery updated EPP to all current residents  (ooeieieq
SS=F | CFR(s): 483.73(c)(8) and their representatives. by 11/30/23

§483.73(c)(8); §483.475(c)(8)

*[For LTC Facilities at §483.73(c):]

[(c) The LTC facility must develop and maintain
an emergency preparedness communication plan
that complies with Federal, State and local laws
and must be reviewed and updated at least
annually. The communication plan must include
all of the following:]

*[For ICF/IIDs at §483.475(c):]
[(c) The ICF/ID must develop and maintain an
emergency preparedness communication plan

Medical records manager or designee
will develop a checklist to ensure this task ig
complete

QAPI committee will review and make
recommendations, PIP to be created to follg
updates and anual review of EPP for 1 year
or until substantial compliance met

W
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that complies with Federal, State and local laws
and must be reviewed and updated at least every
2 years. The communication plan must include
all of the following:]

(8) A method for sharing information from the
emergency plan, that the facility has determined
is appropriate, with residents [or clients] and their
families or representatives.

This REQUIREMENT is not met as evidenced
by:

Based on document review and staff interview,
the facility failed to provide a method of sharing
information from the emergency plan in the
Emergency Preparedness Plan (EPP) as required
in accordance with §483.73(c)(8). Failure to
provide a method of sharing information from the
emergency plan in the EPP could result in
inaccurate or insufficient information for residents
and their families, or representatives, in the event
of an emergency. The deficiency has the potential
to affect all residents, staff, and visitors.

The findings were:

Document review on 09/26/23 starting at 12:20
PM revealed the facility did not have
documentation available to demonstration that
the EPP had a method of sharing information
from the emergency plan with residents and their
families or representatives

Interview with maintenance personnel at the time
of the observation acknowledge the deficiency,
but indicated that they were unaware of the
requirement.

Interview with the administrator at the time of the
exit acknowledge the deficiency.
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§S8=F | CFR(s): 483.73(d)(2)

| §416.54(d)(2), §418.113(d)(2), §441.184(d)(2),
§460.84(d)(2), §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2), §484.102(d)(2), §485.68(d)(2),
§485.542(d)(2), §485.625(d)(2), §485.727(d)(2),
§485.920(d)(2), §491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs at §485.68, REHs
at §485.542, OPO, "Organizations" under
§485.727, CMHCs at §485.920, RHCs/FQHCs at
§491.12, and ESRD Facilities at §494.62]:

(2) Testing. The [facility] must conduct exercises
to test the emergency plan annually. The [facility]
must do all of the following:

(i) Participate in a full-scale exercise that is E0039 Testing Requirements

community-based every 2 years; or WRC acknowledges the potential that

(A) When a community-based exercise is not
accessible, conduct a facility-based functional
exercise every 2 years; or

(B) If the [facility] experiences an actual
natural or man-made emergency that requires
activation of the emergency plan, the [facility] is
exempt from engaging in its next required
community-based or individual, facility-based
functional exercise following the onset of the
actual event.

(i) Conduct an additional exercise at least every 2
years, opposite the year the full-scale or
functional exercise under paragraph (d)(2)(i) of
this section is conducted, that may include, but is
not limited to the following:

(A) A second full-scale exercise that is
community-based or individual, facility-based
functional exercise; or

| (B) A mock disaster drill; or
| (C) A tabletop exercise or workshop that is led by

lack of testing emergency preparedness
could affect all residents, staff, and visitors.
Facility will add EPP test to QAPI pip to be
reviewed 2 times a year. QAPI committee
o review and make recommendations

to review at monthly meeting time frame
of expected full scale and table top
exercises ensure substantial compliance.

Emergency preparedness drill was
conducted on 10/23/2023 @ 2pm.

A tornado-high wind warning drill was
conducted with 34 staff members and 82
residents included.

Drill was successful.

Met with Big Horn County
Emergency Management
Coordinator on 10/12/2023 to
review and update Emergency
plans

Completed
10/23/23
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a facilitator and includes a group discussion using
a narrated, clinically-relevant emergency

scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(iiiy Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[facility's] emergency plan, as needed.

*[For Hospices at 418.113(d):]

(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct
exercises to test the emergency plan at least
annually. The hospice must do the following:

(i) Participate in a full-scale exercise that is
community based every 2 years; or

(A) When a community based exercise is not
accessible, conduct an individual facility based
functional exercise every 2 years; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of .
the emergency plan, the hospital is exempt from
engaging in its next required full scale
community-based exercise or individual
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional

| exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not limited
to the following:

(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) Amock disaster drill; or

(C) Atabletop exercise or workshop that is led by |
a facilitator and includes a group discussion using |
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a narrated, clinically-relevant emergency
scenario, and a set of problem statements,

| directed messages, or prepared questions
designed to challenge an emergency plan.

(3) Testing for hospices that provide inpatient
care directly. The hospice must conduct
exercises to test the emergency plan twice per
year. The hospice must do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual
facility-based functional exercise; or

(B) If the hospice experiences a natural or
man-made emergency that requires activation of
the emergency plan, the hospice is exempt from
engaging in its next required full-scale community
based or facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:

(A) Asecond full-scale exercise that is
community-based or a facility based functional
exercise; or

(B) Amock disaster drill; or '
(C) Atabletop exercise or workshop led by a
facilitator that includes a group discussion using a
narrated, clinically-relevant emergency scenario, |
and a set of problem statements, directed |
messages, or prepared questions designed to
challenge an emergency plan.

(i) Analyze the hospice's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the
hospice's emergency plan, as needed.
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*[For PRFTs at §441.184(d), Hospitals at

§482.15(d), CAHs at §485.625(d)]

(2) Testing. The [PRTF, Hospital, CAH] must
conduct exercises to test the emergency plan
twice per year. The [PRTF, Hospital, CAH] must
do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or
(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or
(B) If the [PRTF, Hospital, CAH] experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
[facility] is exempt from engaging in its next
required full-scale community based or individual,
facility-based functional exercise following the
onset of the emergency event.

(i) Conduct an [additional] annual exercise or
and that may include, but is not limited to the
following:

(A) A second full-scale exercise that is
community-based or individual, a facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(iii) Analyze the [facility's] response to and
maintain documentation of all drills, tabletop
exercises, and emergency events and revise the '
[facility's] emergency plan, as needed. |

*[For PACE at §460.84(d) ]
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exercises to test the emergency plan at least
annually. The PACE organization must do the
following:

is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or

based or individual, facility-based functional

event.

the following:
(A) A second full-scale exercise that is

functional exercise; or
(B) Amock disaster drill; or

a facilitator and includes a group discussion,
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.
(i) Analyze the PACE's response to and
maintain documentation of all drills, tabletop
PACE's emergency plan, as needed.

*[For LTC Facilities at §483.73(d):]

(2) Testing. The PACE organization must conduct

(i) Participate in an annual full-scale exercise that

(B) If the PACE experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the PACE is exempt from
engaging in its next required full-scale community

exercise following the onset of the emergency
(i) Conduct an additional exercise every 2
years opposite the year the full-scale or functional

exercise under paragraph (d}(2)(i) of this section
is conducted that may include, but is not limited to

community-based or individual, a facility based

(C) Atabletop exercise or workshop that is led by

using a narrated, clinically-relevant emergency

exercises, and emergency events and revise the

(2) The [LTC facility] must conduct exercises to
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test the emergency plan at least twice per year, |

including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/ID] must do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise.

(B) If the [LTC facility] facility experiences an
actual natural or man-made emergency that
requires activation of the emergency plan, the
LTC facility is exempt from engaging its next
required a full-scale community-based or
individual, facility-based functional exercise
following the onset of the emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:

(A) Asecond full-scale exercise that is
community-based or an individual, facility based
functional exercise; or

(B) Amock disaster drill; or

(C) Atabletop exercise or workshop that is led by
a facilitator includes a group discussion, using a
narrated, clinically-relevant emergency scenario,
and a set of problem statements, directed
messages, or prepared questions designed to
challenge an emergency plan.

(i) Analyze the [LTC facility] facility's response to
and maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
[LTC facility] facility's emergency plan, as needed.

*[For ICF/IIDs at §483.475(d)):

(2) Testing. The ICF/IID must conduct exercises
to test the emergency plan at least twice per year.
The ICF/IID must do the following:

(i) Participate in an annual full-scale exercise that
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is community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise; or.

(B) If the ICF/IID experiences an actual natural or
man-made emergency that requires activation of
the emergency plan, the ICF/IID is exempt from
engaging in its next required full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.

(i) Conduct an additional annual exercise that
may include, but is not limited to the following:
(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) Amock disaster drill; or

(C) A tabletop exercise or workshop that is led by
a facilitator and includes a group discussion,
using a narrated, clinically-relevant emergency
scenario, and a set of problem statements,
directed messages, or prepared questions
designed to challenge an emergency plan.

(ii) Analyze the ICF/ID's response to and
maintain documentation of all drills, tabletop
exercises, and emergency events, and revise the
ICF/IID's emergency plan, as needed.

*[For HHAs at §484.102]
(d)}(2) Testing. The HHA must conduct exercises
to test the emergency plan at
least annually. The HHA must do the following:
(i) Participate in a full-scale exercise that is
community-based; or

(A) When a community-based exercise is not
accessible, conduct an annual individual,
facility-based functional exercise every 2 years;
or.

E 039
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(B) If the HHA experiences an actual natural
or man-made emergency that requires activation
of the emergency plan, the HHA is exempt from
engaging in its next required full-scale
community-based or individual, facility based
functional exercise following the onset of the
emergency event.

(if) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section
is conducted, that may include, but is not
limited to the following:

(A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is
led by a facilitator and includes a group
discussion, using a narrated, clinically-relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
questions designed to challenge an emergency
plan.

(iii) Analyze the HHA's response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's
emergency plan, as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct exercises
to test the emergency plan. The OPO must do the
following:

(i) Conduct a paper-based, tabletop exercise or
workshop at least annually. A tabletop exercise is
led by a facilitator and includes a group |
discussion, using a narrated, clinically relevant
emergency scenario, and a set of problem
statements, directed messages, or prepared
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questions designed to challenge an emergency I
plan. If the OPO experiences an actual natural or |
man-made emergency that requires activation of
the emergency plan, the OPO is exempt from
engaging in its next required testing exercise
following the onset of the emergency event.

(if) Analyze the OPO's response to and maintain
documentation of all tabletop exercises, and
emergency events, and revise the [RNHCI's and
OPOQO's] emergency plan, as needed.

| I RNCHIs at §403.748]: |
(d)(2) Testing. The RNHCI must conduct |
exercises to test the emergency plan. The RNHCI
must do the following:

(i) Conduct a paper-based, tabletop exercise at
least annually. A tabletop exercise is a group
discussion led by a facilitator, using a narrated,
clinically-relevant emergency scenario, and a set |
of problem statements, directed messages, or
prepared questions designed to challenge an
emergency plan. |
(i) Analyze the RNHCI's response to and
maintain documentation of all tabletop exercises,
and emergency events, and revise the RNHCI's
emergency plan, as needed.

This REQUIREMENT is not met as evidenced
by:

Based on document review and staff interview,
the facility failed to conduct testing of the
Emergency Preparedness Plan (EPP) as required
in accordance with §483.73(d)(2). Failure to
conduct testing of the EPP could result in
inadequate preparedness of staff in the event of
an emergency. The deficiency has the potential to
affect all residents, staff, and visitors.

The findings were:
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Document review on 09/26/23 starting at 12:20
PM revealed the facility did not have

| documentation available to demonstration that a
full-scale test or tabletop exercise of the EPP had
been conducted in the last twelve (12) months.
The facility shall conduct a community-based full
scale test annually, as well as either a second full
scale test or a facility tabletop.

Interview with maintenance personnel at the time
of the observation acknowledge the deficiency,
and indicated that they were aware of the
requirement.

Interview with the administrator at the time of the
exit acknowledge the deficiency.

E 041 | Hospital CAH and LTC Emergency Power E 041
SS=F | CFR(s): 483.73(e)

§482.15(e) Condition for Participation:
(e) Emergency and standby power systems. The |
hospital must implement emergency and standby
power systems based on the emergency plan set
forth in paragraph (a) of this section and in the
policies and procedures plan set forth in
paragraphs (b)(1)(i) and (ii) of this section.

§483.73(e), §485.625(¢e), §485.542(¢e)

(e) Emergency and standby power systems. The
[LTC facility CAH and REH] must implement
emergency and standby power systems based on
the emergency plan set forth in paragraph (a) of
this section.

§482.15(e)(1), §483.73(e)(1), §485.542(e)(1),
§485.625(e)(1)

Emergency generator location. The generator
must be located in accordance with the location
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requirements found in the Health Care Facilities
| Code (NFPA 99 and Tentative Interim
Amendments TIA 12-2, TIA12-3, TIA12-4, TIA
12-5, and TIA 12-6), Life Safety Code (NFPA 101
and Tentative Interim Amendments TIA 12-1, TIA
12-2, TIA 12-3, and TIA 12-4), and NFPA 110,
when a new structure is built or when an existing
structure or building is renovated.

482.15(e)(2), §483.73(e)(2), §485.625(e)(2),
§485.542(e)(2)

Emergency generator inspection and testing. The
[hospital, CAH and LTC facility] must implement
the emergency power system inspection, testing,
and [maintenance] requirements found in the
Health Care Facilities Code, NFPA 110, and Life
Safety Code.

482.15(e)(3), §483.73(e)(3), §485.625(e)
(3),§485.542(e)(2)

Emergency generator fuel. [Hospitals, CAHs and
LTC facilities] that maintain an onsite fuel source
to power emergency generators must have a plan
for how it will keep emergency power systems
operational during the emergency, unless it
evacuates.

*[For hospitals at §482.15(h), LTC at §483.73(g), }
REHs at §485.542(g), and and CAHs
§485.625(g):]

The standards incorporated by reference in this
section are approved for incorporation by
reference by the Director of the Office of the
Federal Register in accordance with 5 U.S.C.
552(a) and 1 CFR part 51. You may obtain the
material from the sources listed below. You may
inspect a copy at the CMS Information Resource
Center, 7500 Security Boulevard, Baltimore, MD
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or at the National Archives and Records
Administration (NARA). For information on the
availability of this material at NARA, call
202-741-6030, or go to:
http://www.archives.gov/federal_register/code_of
_federal_regulations/ibr_locations.html.

If any changes in this edition of the Code are
incorporated by reference, CMS will publish a
document in the Federal Register to announce
the changes.

(1) National Fire Protection Association, 1
Batterymarch Park,

Quincy, MA 02169, www.nfpa.org,
1.617.770.3000.

(i) NFPA 99, Health Care Facilities Code, 2012
edition, issued August 11, 2011.

(i) Technical interim amendment (TIA) 12-2 to
NFPA 99, issued August 11, 2011.

(iii} TIA 12-3 to NFPA 99, issued August 9, 2012,
(iv) TIA 12-4 to NFPA 99, issued March 7, 2013.
(v) TIA 12-5 to NFPA 99, issued August 1, 2013.
(vi) TIA 12-6 to NFPA 99, issued March 3, 2014.
(vii) NFPA 101, Life Safety Code, 2012 edition,
issued August 11, 2011,

(viii) TIA 12-1 to NFPA 101, issued August 11,
2011.

(ix) TIA12-2 to NFPA 101, issued October 30,
2012,

(x) TIA 12-3 to NFPA 101, issued October 22,
2013.

(xi) TIA 124 to NFPA 101, issued October 22,
2013.

(xiiiy NFPA 110, Standard for Emergency and
Standby Power Systems, 2010 edition, including
TIAs to chapter 7, issued August 6, 2009..

This REQUIREMENT is not met as evidenced
by:

Based on document review and staff interview,
the facility failed to test and maintain the essential
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electrical system (EES) in accordance with
§483.73(e). Failure to test and maintain the EES
could result in a malfunction or failure of the
system in the event of an emergency. The
deficiency has the potential to affect all residents, E041 LTC Emergency Power E:%r??pleted
staff, and visitors. WRC - by
acknowledges failure to 11/15/23
The findings were: perform monthly 30 minute load tests
appropriately. Additionally WRC
Document review on 09/26/23 starting at 12:20 ?ggﬂﬁ:’c}ef %gi:ilét:]rﬁntg O%ZT&?J[:WW
PM revealed that the facility failed to perform the 36 months. Facility acknowledges
monthly 30 minute load test of the EES. the potentiél for lack of testing to
Documentation was available at the time of the affect all residents. staff and visitors.
survey to demonstrate that the facility was ’
running the emergency generator every week for Current maintence staff has not been
thirty (30) minutes. Interview with maintenance educated on how to properly perform
personnel revealed that during the weekly 30 these tests.
minute tests of the emergency generator the
automatic transfer switch does not transfer a load WRC has arranged with generator
to the generator. The EES shall be tested service provider to receive this training
monthly for 30 minutes under the available load on November 13,2023
from the facility.
Once education is complete WRC will
Interview with maintenance personnel at the time document all generator tests and
of the observation acknowledge the deficiency, present documentation to safety and
but indicated that they were unaware of the QAPI committees for review and
requirement. further recommendations.
Interview with the administrator at the time of the
exit acknowledge the deficiency.
K 000 | INITIAL COMMENTS K 000
A Life Safety Code survey was conducted by
Healthcare Licensing and Surveys on 09/26/2023.
Requirements for Long Term Care Facilities
Section 42 CFR 483.90 except as otherwise
provided in this section, the facility must meet the
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K 000 | Continued From page 22

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 Il (000), with a basement, built in
1981. The building was equipped with a
supervised, automatic wet sprinkler system with a
dry branch and an addressable fire alarm system.
The facility had a capacity of 90 certified
Medicare and Medicaid beds with a census of 83
residents. The findings that follow demonstrate
noncompliance with 42 CFR 483.90.

K 321 | Hazardous Areas - Enclosure

SS=E | CFR(s): NFPA 101

Hazardous Areas - Enclosure

Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating (with 3/4 hour
fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1 or 19.3.5.9.
When the approved automatic fire extinguishing
system option is used, the areas shall be
separated from other spaces by smoke resisting
partitions and doors in accordance with 8.4.
Doors shall be self-closing or automatic-closing
and permitted to have nonrated or field-applied
protective plates that do not exceed 48 inches
from the bottom of the door.

Describe the floor and zone locations of
hazardous areas that are deficient in REMARKS.
19.3.2.1,19.3.5.9

Area Automatic Sprinkler
Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)

¢. Repair, Maintenance, and Paint Shops

K 000

K321 K0321- NFPA 101 Hazardous Area enclosure completed

10119123
WRC acknowledges potential hazard to facility due
to lack of door closer in combustible storage areas
Door closers has been installed on nursing
storage room in basement.
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Continued From page 23

d. Soiled Linen Rooms (exceeding 64 gallons)
e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe

Hazard - see K322)

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to protect hazardous areas in
accordance with the 2012 NFPA 101, Life Safety
Code. Failure to properly protect hazardous areas
could result in the spread of fire and smoke,
resulting in injury or death. The deficiency
affected one (1) hazardous room and has the
potential to affect residents, staff, and visitors in
the observation area.

The findings were:

Observation on 09/26/2023 at 10:26 AM revealed
that the facility failed to protect hazardous areas.
Observation of the nursing storage room located
in the basement next to the nurse's training room
revealed that the room contained a large amount
of combustible storage. The room had two doors,
one opened to the corridor and was equipped
with an automatic door closer, the other opened
into the nurse's training room and was not
equipped with an automatic door closer. Doors
protecting hazardous areas shall be self-closing
or automatic-closing.

Interview with maintenance personnel at the time
of the observation acknowledge the deficiency,
and indicated that they were aware of the
requirement.

K 321
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with NFPA 25, Standard for the Inspection,
Testing, and Maintaining of Water-based Fire
Protection Systems. Records of system design,
maintenance, inspection and testing are
maintained in a secure location and readily
available.

a) Date sprinkler system last checked

b) Who provided system test

¢) Water system supply source

Provide in REMARKS information on coverage for
any non-required or partial automatic sprinkler
system.

9.7.5,9.7.7, 9.7.8, and NFPA 25
This REQUIREMENT is not met as evidenced
by:

Based on document review, and staff interview,
the facility failed to test and maintain the fire
sprinkler system in accordance with the 2010
NFPA 13, Standard for the Installation of Sprinkler
Systems. Failure to properly test and maintain the
fire sprinkler system could result in a malfunction
or failure of the system, resulting in injury or
death in the event of a fire. The deficiency
affected the fire sprinkler system and could
potentially affect all residents, staff, and visitors.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K 321 Continued From page 24 K 321
Interview with the administrator at the time of exit
acknowledge the deficiency.
Ref: 2012 NFPA 101 19.3.2.1.3
K 353 | Sprinkler System - Maintenance and Testing K 353
SS=F | CFR(s): NFPA 101
Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance

K0353 — NFPA 101 Sprinkler system maintenance
and testing.

WRC acknowledges a potential of malfunction or
system failure due to lack of sprinkler system test. ‘138/“;/92'63‘6"
Also the potential for system failure to affect all

residents, staff and visitors.

Dry loop system has been tested.

Test is scheduled to be completed quarterly. QAPI
and Safety committees to recieve report of quarterly
tests at monthly meetings.
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The findings were:
Document review on 09/26/2023 starting at 11:30
AM revealed that the facility failed to perform
quarterly testing of the fire sprinkler system. No
documentation was available at the time of the
survey to show that the priming water and low air
alarm were tested each quarter of the last 12
months. Documentation was available to show
that the dry system was tested in December of
2022 and March of 2023. K918 Essential Electric System to be
. : : , Maintenance and Testing completed
Interview with maintenance personnel at the time | by
of the observation acknowledge the deficiency, WRC acknowledges failure to 11/15/23
and indicated that they were aware of the perform monthly 30 minute load tests
FegEuremgit, appropriately. Additionally WRC
Interview with the administrator at the time of the aCkn.OV\gef%es fa”ur,? to congpl?te
exit acknowledge the deficiency. rgg lﬁ:’gn ths ?:l;rcci:l(i?t; ;nci%%ivlzagz\éep/
Ref: 2010 NFPA 13 13.4.4.2.1, 13.4.42.6 the potential for lack of testing to
K 918 | Electrical Systems - Essential Electric Syste k 918 |affect all residents, staff and visitors.|
SS=F | CFR(s): NFPA 101 )
Current maintence staff has not been
Electrical Systems - Essential Electric System educated on how to properly perform
Maintenance and Testing these tests.
The generator or other alternate power source _
and associated equipment is capable of supplying WRC has arranged with generator
service within 10 seconds. If the 10-second service provider to receive this
criterion is not met during the monthly test, a training on November 13,2023
process shall be provided to annually confirm this
capability for the life safety and critical branches. Once education is complete WRC will
Maintenance and testing of the generator and document all generator tests and
transfer switches are performed in accordance present documentation to safety and
Végr]lg";tl? ;;?s are inspected weekly, exercised QAP committees for.review and
under load 30 minutes 12 times a yeér in 20-40 further recommendations. :
| |
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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.

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:

| Based on document review, and staff interview,
the facility failed to test and maintain the essential
electrical system (EES) in accordance with the
2012 NFPA 99, Health Care Facilities, and 2010
NFPA 110, Standard for Emergency and Standby
Power Systems. Failure to properly test and
maintain the EES could result in a failure of the
system, resulting in injury or death in the event of
an emergency. The deficiency affected the EES
and could potentially affect all residents, staff, and
visitors.

The findings were:

Document review and staff interview on
09/26/2023 starting at 11:30 AM revealed that the
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facility failed to perform the monthly 30 minute
load test of the EES. Documentation was
available at the time of the survey to demonstrate
that the facility was running the emergency
generator every week for thirty (30) minutes.
Interview with maintenance personnel revealed
| that during the weekly 30 minute tests of the
emergency generator the automatic transfer
switch does not transfer a load to the generator.
The EES shall be tested monthly for 30 minutes
under the available load from the facility.
Interview with maintenance personnel at the time
of the observation acknowledge the deficiency, |
but indicated that they were unaware of the |
requirement.
Interview with the administrator at the time of the
exit acknowledge the deficiency.
Ref: 2010 NFPA 110 8.4.2
K 920 | Electrical Equipment - Power Cords and Extens K 920| K0920 - NFPA 101 Power cords and extension cords
§S=F | CFR(s): NFPA 101 WRC acknowledges that power strips should not be
located in resident care areas. Especially where
; i _ PCREE is present and could be plugged into the
Elecmcfal Equipment - Power Cords and power strip. WRC recognizes the potential for the
Extension Cords PCREE to not work properly and acknowledges this |
Power strips in a patient care vicinity are only could potentially affect all residents.
Use_d for components of movable ) | Room 203, 233, 235, and 345 were rearranged to | completed
patient-care-related electrical equipment move the power strip out of the resident care area
(PCREE) assembles that have been assembled anditivay flom REREE,
by qualified personnel and meet the conditions of Maintenance manager or designee will audit all
ing | i ieini resident rooms to ensure no power strip is near
10.2.3.6. Power strips in the patient care vicinity Patient Care Related Electronic Equipment . Audit to| Tobe
may not be used for non-PCREE (e.g., personal be completed weekly for one month then monthly for|  ¢omeleted
electronics), except in long-term care resident E\ﬁé{ﬂth% or élnt':tztétgtarntla_éCom%llance is mectj- i 11730123
H udit 10 be repol I review and recommenaation
rooms that do not use PCREE. Power strips for to Safety and QAPI committees at monthly meeting
PCREE meet UL 1363A or UL 60601-1. Power until substantial compliance met.
strips for non-PCREE in the patient care rooms
(outside of vicinity) meet UL 1363. In non-patient
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care rooms, power strips meet other UL
standards. All power strips are used with general
precautions. Extension cords are not used as a
substitute for fixed wiring of a structure.
Extension cords used temporarily are removed
immediately upon completion of the purpose for
which it was installed and meets the conditions of
10.2.4.

10.2.3.6 (NFPA 99), 10.2.4 (NFPA 99), 400-8
(NFPA 70), 590.3(D) (NFPA 70), TIA 12-5

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to utilize power strips in accordance
with the 2012 NFPA 99, Health Care Facilities
Code. Failure to properly utilize power strips
could result in Patient Care Related Electrical
Equipment (PCREE) working improperly,
resulting in injury or death in the event of a
malfunction. The deficiency affected four (4) of
multiple resident rooms, and could potentially
affect the residents of those rooms.

The findings were:

Observation on 09/26/23 starting at 9:35 AM
revealed power strips located in patient care
areas while PCREE was present. Observation of
resident rooms 203, 233, 235, and 345 revealed
oxygen concentrators that were located near a
power strip. PCREE shall not be plugged into
power strips, and power strips shall not be
located in the patient care area when PCREE is
present.

Interview with maintenance personnel at the time
of the observation acknowledge the deficiency,
but indicated that they were unaware of the
requirement.
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Interview with the administrator at the time of the
exit acknowledge the deficiency.
Ref: 2012 NFPA 99 10.2.3.6, CMS S&C:
14-46-LSC
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