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E 000  Initial Comments E 000

An Emergency Preparedness Survey was
conducted by Healthcare Licensing and Surveys
on 07/09/2024. The findings that follow
demonstrate noncompliance with 42 CFR 483.73.
E 039 EP Testing Requirements E 039 8/25/24
SS=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
community-based every 2 years; or
(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

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 08/02/2024

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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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
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 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.

(ii) 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
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to the following:

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

(B) A mock disaster drill; or

(C) Atabletop 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.

(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) A mock 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
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challenge an emergency plan.

(iii) 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.

*[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.

(ii) 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
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(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):]

(2) Testing. The PACE organization must conduct
exercises to test the emergency plan at least
annually. The PACE organization 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 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
based or individual, facility-based functional
exercise following the onset of the emergency
event.

(ii) 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 individual, a facility based
functional exercise; or

(B) A mock disaster drill; or

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

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduct exercises to
test the emergency plan at least twice per year,
including unannounced staff drills using the
emergency procedures. The [LTC facility,
ICF/IID] 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) A mock 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.

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

(ii) 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) 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 ICF/IID'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
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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.

(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.

(ii) 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
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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
questions designed to challenge an emergency
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.

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

*[ RNCHls 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.

(ii) 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 test their emergency plan in
accordance with 42 CFR 483.73. Failure to test
the emergency plan as required could result in a

1. WCHS is responsible for planning and
carrying out emergency preparedness drill
per policy and guidelines.
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delay in response during an emergency, leading 2. WCHS will carry out a full scale drill
to injury or death. The findings were: annually and participate in a community
based drill every 2 years starting on
Document review on 07/09/2024 starting at 9:30 8/25/24
AM revealed that the facility could not provide
documentation demonstrating they had 3. Emergency preparedness committee
participated in a full-scale, community-based will meet quarterly and will review
exercise, nor a facility-based functional exercise. upcoming drills and ensure they are
The [LTC facility] must conduct exercises to test carried out.
the emergency plan at least twice per year,
including unannounced staff drills using the 4. QAPI committee will review emergency
emergency procedures. preparedness plans and any
implementations of drills carried out
Interview with the chief operating officer and quarterly until substantial compliance is
maintenance manager at the time of observation met and achieved.
confirmed the deficiency, and indicated that they
were aware of the requirement. 5. Administrator or designee will educate
emergency preparedness committee
Interview with the chief operating officer at the regarding the importance of planning and
time of exit confirmed the deficiency. implementing full scale drills as per
guidelines.

Ref: 42 CFR 483.73(d)
K 000 INITIAL COMMENTS K 000

A Life Safety Code survey was conducted by
Healthcare Licensing and Surveys on 07/09/2024.

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 with a basement of Type Il (111)
construction built in 1968, 2006, and 2015. The
building was equipped with a supervised,
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automatic wet sprinkler system and an
addressable fire alarm system. The facility had a
capacity of 58 certified Medicare and Medicaid
beds with a census of 37 residents. The findings
that follow demonstrate noncompliance with 42
CFR 483.90

K 351 Sprinkler System - Installation K 351 9/2/24
SS=D  CFR(s): NFPA 101

Spinkler System - Installation

2012 EXISTING

Nursing homes, and hospitals where required by
construction type, are protected throughout by an
approved automatic sprinkler system in
accordance with NFPA 13, Standard for the
Installation of Sprinkler Systems.

In Type | and Il construction, alternative protection
measures are permitted to be substituted for
sprinkler protection in specific areas where state
or local regulations prohibit sprinklers.

In hospitals, sprinklers are not required in clothes
closets of patient sleeping rooms where the area
of the closet does not exceed 6 square feet and
sprinkler coverage covers the closet footprint as
required by NFPA 13, Standard for Installation of
Sprinkler Systems.
19.3.5.1,19.3.,5.2,19.3.5.3,19.3.5.4, 19.3.5.5,
19.4.2,19.3.5.10, 9.7, 9.7.1.1(1)

This REQUIREMENT is not met as evidenced

by:

Based on observation and staff interview, the 1- WCHS maintenance department is
facility failed to to maintain the fire sprinkler responsible for the corrections of this
system in accordance with the 2010 NFPA 13, deficiency.

Standard for the Installation of Sprinklers. Failure

to properly maintain the fire sprinkler system 2-  WCHS maintenance will replace
could result in injury or death in the event of a fire. missing escutcheon ring on this sprinkler
The deficiency affect one of numerous spaces head.

throughout the facility. The findings were:
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3- WCHS maintenance will monitor this

Observation on 07/09/2024 at 9:05 AM in the deficiency through monthly safety
main housekeeping closet revealed a fire inspection and report finding to our
sprinkler head with the escutcheon missing, monthly quality committee.

exposing the annular space.
4- This deficiency will be completed by
Interview with the maintenance manager at the 9/2/2024

time of observation confirmed the deficiency, and
indicated that he was aware of the requirement.

Interview with the chief operating officer and
maintenance manager at the time of exit
confirmed the deficiency.

REF: 2012 NFPA 101, Ch. 19 Sec. 3.5.1, Ch. 9
Sec. 7.1; 2010 NFPA 13, Ch. 6 Sec. 2.7.1

K 353 | Sprinkler System - Maintenance and Testing K 353 9/2/24
SS=D  CFR(s): NFPA 101

Sprinkler System - Maintenance and Testing
Automatic sprinkler and standpipe systems are
inspected, tested, and maintained in accordance
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

c) 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
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This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the 1- WCHS maintenance is responsible
facility failed to maintain water-based fire for the correction of this deficiency.
protection systems in accordance with NFPA 101,
Life Safety Code, NFPA 13, The Standard for the 2- WCHS maintenance will clean all the
Installation of Sprinkler Systems, and NFPA 25, heads in the kitchen department and add
Standard for the Inspection, Testing, and this to a quarterly PM to clean all sprinkler
Maintenance of Water-Based Fire Protection heads in the facility.
Systems. Failure to test and maintain
water-based fire protection systems could result 3- WCHS maintenance will monitor this
in injury or death in the event of a fire. The deficiency during monthly safety
deficiency affected multiple sprinkler heads inspections and report all findings to the
throughout the facility. The findings were: monthly QA committee.
Observation on 03/26/2024 at 3:26 PM in the 4- WCHS maintenance cleaned these
kitchen revealed several sprinkler heads that had sprinkler heads on 7/16/24
a large amount of dust loaded on the device. Any
sprinkler that shows signs of loading shall be
cleaned with compressed air or vacuumed.
Interview with the maintenance manager at the
time of observation confirmed the deficiency, and
indicated that he was aware of the requirement.
Interview with the chief operating officer and
maintenance manager at the time of exit
confirmed the deficiency.
Ref: 2012 NFPA 101 Ch. 19 Sec. 3.5.1, Ch. 9
Sec. 7.1; 2010 NFPA 13 Ch. 25 Sec. 1; 2011
NFPA 25 Ch. 5, Sec. 2.1.1.2(5) and Annex
A5.2.1.1.2(5)
K 900 Health Care Facilities Code - Other K900 9/2/24
SS=D CFR(s): NFPA 101
Health Care Facilities Code - Other
List in the REMARKS section any NFPA 99
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requirements (excluding Chapter 7, 8, 12, and 13)
that are not addressed by the provided K-Tags,
but are deficient. This information, along with the
applicable Health Care Facilities Code or NFPA
standard citation, should be included on Form
CMS-2567.

This REQUIREMENT is not met as evidenced
by:

Based on document review and staff interview,
the facility failed to maintain main and feeder

circuit breakers in accordance with 2012 NFPA deficiency.
99, Heath Care Facilities Code. Failure to
maintain main and feeder circuit breakers as 2- WCHS maintenance department will

required could result in faulty or inoperable
equipment. The deficiency affected the facilities
essential electrical system. The findings were:

Document review on 07/09/2024 starting at 9:30
AM revealed the facility was not able to provide
documentation demonstrating that the main and
feeder circuit breakers had been tested. Main and
feeder circuit breakers shall be inspected
annually, and a program for periodically
exercising the components shall be established
according to manufacturer's recommendations.

Interview with the maintenance manager at the
time of observation confirmed the deficiency, and
indicated that he was not aware of the
requirement.

Interview with the chief operating officer and
maintenance manager at the time of exit
confirmed the deficiency.

Ref: 2012 NFPA 99 Ch.10 Sec. 4.4.1.2
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K900  Continued From page 13 K 900

1- WCHS maintenance department is
responsible for the corrections of this

contract a licensed electrical company to
come in and conduct required testing of
the main feed circuit breakers also their
recommendations on periodically
exercising the components to meet the
requirements of the NFPA 99 code and
have their report on hand from here on
out. This will be scheduled annually, so no
further monitoring of this requirement will
need to be reported to our QA committee.

3- This will be completed by 9/2/2024
and every year thereafter.
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