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E 000 Initial Comments E 000

 An Emergency Preparedness Survey was 
conducted by Healthcare Licensing and Surveys 
on 07/05/2024. Based upon the findings of the 
survey, it was determined the facility was in 
compliance with all 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 07/25/2024. 
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 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 44 
residents. The findings that follow demonstrate 
noncompliance with 42 CFR 483.90.

 

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

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.

K 900 8/19/24
SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

08/16/2024Electronically Signed

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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K 900 Continued From page 1 K 900
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 
essential electrical system. The findings were:

Document review on 07/25/2024 starting at 10:45 
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 aware of the requirement.

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

Ref: 2012 NFPA 99 Ch.10 Sec. 4.4.1.2

 K900
Corrective action: The Environmental 
Manager will actuate the breaker no later 
than August 19th, 2024.  And take 
immediate corrective action if needed.
Systemic changes: The Environmental 
Manager will follow the Siemens feeder 
circuit breaker manufacturer’s 
recommendation of inspection, which is 
actuating the breaker once yearly by a 
visual inspection of the breaker in 
accordance with NEMA AB4. The 
Monitoring:  Environmental Manager will 
add these annual inspections to the TELS 
program. And keep an annual log of 
actuating the breaker.
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