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E 000 Initial Comments E 000

 An Emergency Preparedness Survey was 
conducted by Healthcare Licensing and Surveys 
on 06/05/2024. Based upon the findings of the 
survey, it was determined the facility was in 
compliance with the requirements of 42 CFR 
483.73.

 

K 000 INITIAL COMMENTS K 000

 A Life Safety Code survey was conducted by 
Healthcare Licensing and Surveys on 06/05/2024.

Requirements for Long Term Care Facilities 
Section 42 CFR 483.90 except as otherwise 
provided in this 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, one story 
building of Type V (III) construction with plan 
approval in 1987 and 2009. 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 160 certified Medicare and Medicaid 
beds with a census of 111 residents. The findings 
that follow demonstrate noncompliance with 42 
CFR 483.90.

 

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 

K 345 8/5/24
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K 345 Continued From page 1 K 345
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:
 Based on document review 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:

Document review on 06/05/2024 starting at 3:00 
PM revealed that the facility was able to produce 
documentation demonstrating the fire alarm 
system had been tested within the last 12 
months. However, the documentation did not 
provide a location and pass/fail test for the alarm 
notification devices as required.

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

Interview with the regional director, executive 
director, and maintenance manager at the time of 
exit acknowledged the deficiency.

Ref: NFPA 101, Sec. 19. 3.4.1, 9.6.1.3; NFPA 72, 
Table 14.4.5

 On 6/27/2024 Contractor was on site and 
performed a location and pass/fail test for 
the alarm notification devices as required 
and all systems passed. Fire panel 
batteries were replaced. Facility will 
ensure this will be performed annually.

K 900 Health Care Facilities Code - Other
CFR(s): NFPA 101

K 900 8/5/24
SS=E
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K 900 Continued From page 2 K 900

Health Care Facilities Code - Other
List in the REMARKS section any NFPA 99 
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 
99, Heath Care Facilities Code. Failure to 
maintain main and feeder circuit breakers as 
required could result in faulty or inoperable 
equipment. The deficiency affected the facilities 
main and backup electric system.
The findings were:

Document review on 06/05/2024 starting at 3:00 
PM revealed the facility was not able to provide 
documentation demonstrating that the main and 
feeder circuit breakers had been tested.

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

Interview with the regional director, executive 
director, and maintenance manager at the time of 
exit acknowledged the deficiency.

Ref: 2012 NFPA 99 Ch.10 Sec. 4.4.1.2

 On 6/27/2024 Maintenance Director 
contacted contractor and will ensure that 
the main feeder circuit breakers have 
been tested. Facility will develop a plan to 
ensure the main and feeder circuit 
breakers have been tested annually.
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