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E 000  Initial Comments E 000

An Emergency Preparedness survey was
conducted by Healthcare Licensing and Surveys
on 04/24/2025. The findings that follow
demonstrate noncompliance with 42 CFR 483.73.
E 039 EP Testing Requirements E 039 6/8/25
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
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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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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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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):]

(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 will ensure full participation in
the facility failed to conduct the exercises to test collaborative emergency preparedness
the emergency plan as required in accordance planning, including community-based drills
with §483.73(d)(2). Failure to conduct exercises and exercises.
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to test the emergency plan could result in A) The Director of Operations (safety
inadequate response or preparation from staff officer), Pharmacy and Infection
and the community in the event of an emergency. Preventionist actively participated in the
The deficiency has the potential to affect all statewide, multi-county CHEMPACK
residents, staff, and visitors. virtual Tabletop Exercise coordinated by
the Wyoming Department of Health on
The findings were: 4/24/25, including discussion-based
exercise focused on large-scale chemical
Document review on 04/24/25 starting at 2:05 PM incident response, coordination of medical
revealed that the facility had not conducted all countermeasures (CHEMPACK), and
required exercises. Documentation was available healthcare/public health interoperability.
at the time of the survey to demonstrate that the B) All residents, staff and visitors have
facility had conducted a table top exercise in the the potential to be affected by this
last twelve (12) months. No additional deficient practice.
documentation was available at the time of the C) Director of Operations has been
survey to demonstrate a full-scale exercise had educated on CMS emergency
been conducted, or that the facility had activated preparedness regulations (42 CFR
their emergency plan in the last twelve (12) 483.73), the requirement for a
months. A full-scale exercise shall be conducted representative from AHCC to participate in
annually, and an additional full-scale or table top all exercises, and the expectation for
exercise shall be performed. documented collaboration with external
agencies. AHCC, in partnership with
Interview with the maintenance manager and JCHC, will participate in a county-wide
director of operations at the time of the full-scale mock disaster drill organized by
observation acknowledge the deficiency, and Johnson County Emergency
indicated that they were unaware of the Preparedness Manager, during the
requirement. summer 2025 (date TBD).
D) Compliance will be reported to QAPI
Interview with administrator at the time of the exit team quarterly.
confirmed the deficiency.
K 000 | INITIAL COMMENTS K 000
A Life Safety Code survey was conducted by
Healthcare Licensing and Surveys on 04/24/2025.
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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CFR(s): NFPA 101

Alcohol Based Hand Rub Dispenser (ABHR)
ABHRs are protected in accordance with 8.7.3.1,
unless all conditions are met:

* Corridor is at least 6 feet wide

* Maximum individual dispenser capacity is 0.32
gallons (0.53 gallons in suites) of fluid and 18
ounces of Level 1 aerosols

* Dispensers shall have a minimum of 4-foot
horizontal spacing

* Not more than an aggregate of 10 gallons of
fluid or 135 ounces aerosol are used in a single
smoke compartment outside a storage cabinet,
excluding one individual dispenser per room

* Storage in a single smoke compartment greater
than 5 gallons complies with NFPA 30

* Dispensers are not installed within 1 inch of an
ignition source

* Dispensers over carpeted floors are in
sprinklered smoke compartments

* ABHR does not exceed 95 percent alcohol

* Operation of the dispenser shall comply with
Section 18.3.2.6(11) or 19.3.2.6(11)

* ABHR is protected against inappropriate access
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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, two story
building of Type II(l1l) with plan approval in 2016.
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 44 certified Medicaid beds with
a census of 32 residents. The findings that follow
demonstrate noncompliance with 42 CFR 483.90.
K 325 | Alcohol Based Hand Rub Dispenser (ABHR) K 325 6/8/25
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18.3.2.6, 19.3.2.6, 42 CFR Parts 403, 418, 460,
482, 483, and 485
This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the The facility will ensure all alcohol-based
facility failed to store flammable liquid in hand sanitizer (ABHR) is stored in
accordance with the 2012 NFPA 101, Life Safety accordance with NFPA 101 and NFPA 30
Code, and 2012 NFPA 30, Flammable and requirements.
Combustible Liquids Code. Failure to properly A) On 4/25/25, all nine gallons of ABHR
store flammabile liquid could result in the spread were removed from the boiler/fire room. A
of smoke and fire, resulting in injury or death in full inspection of the facility was
the event of an emergency. The deficiency completed to ensure no other improper
affected the boiler and fire riser room, and could storage of flammabile liquids.
potentially affect all residents, staff, and visitors in B) All residents, staff and visitors have
the area. the potential to be affected by this
deficient practice.
The findings were: C) All maintenance staff will be
re-educated on proper storage of
Observation on 04/24/25 at 12:28 PM revealed a flammable liquids. No Flammable Storage
large amount of alcohol based hand sanitizer signs will be posted in boiler, mechanical,
being stored. Observation of boiler and fire riser and electrical rooms.
room revealed approximately nine (9) gallons of D) The Maintenance Manager or
alcohol based hand sanitizer being stored in designee will conduct monthly storage
cardboard boxes on the floor. Observation audits. These audits will be reported to the
revealed the alcohol based hand sanitizer Director of Operations monthly and
contains seventy (70) percent alcohol and meets reported to QAPI team quarterly.
Class | flammable liquid classification. The
alcohol based hand sanitizer was being stored in
cardboard boxes within one (1) foot of the boilers.
Precautions shall be taken to prevent the ignition
of flammable vapors by sources such as hot
surfaces, radiant heat, and heating equipment.
Interview with the maintenance manager 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
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CFR(s): NFPA 101

Fire Drills
Fire drills include the transmission of a fire alarm
signal and simulation of emergency fire
conditions. Fire drills are held at expected and
unexpected times under varying conditions, at
least quarterly on each shift. The staff is familiar
with procedures and is aware that drills are part of
established routine. Where drills are conducted
between 9:00 PM and 6:00 AM, a coded
announcement may be used instead of audible
alarms.
19.7.1.4 through 19.7.1.7
This REQUIREMENT is not met as evidenced
by:

Based on document review, and staff interview,
the facility failed to conduct fire drills in
accordance with the 2012 NFPA 101, Life Safety
Code. Failure to properly conduct fire drills could
result in an improper response by staff to an
emergency, resulting in injury or death. The
deficiency has the potential to affect all residents,
staff, and visitors.

The findings were:

Document review on 04/24/25 starting at 12:50
PM revealed that the facility failed to conduct all
required fire drills. Documentation was available
at the time of the survey to demonstrate that the
facility had conducted monthly fire drills for the
last twelve (12) months. Documentation revealed

The facility will ensure that fire drills are
conducted at least quarterly on each shift.
A) Areview of documentation confirmed
there were no additional missed fire drills.
B) All residents staff and visitors have
the potential to be affected by this
deficient practice.

C) Staff responsible for conducting fire
drills will be re-educated on shift-specific
quarterly drill requirements. A year-long
fire drill calendar will be implemented to
clearly show when each drill must occur
by shift. A fire drill log will track
completion.

D) The maintenance Manager will
oversee compliance and report monthly to
the Director of Operations and to QAPI
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exit confirmed the deficiency.
Ref: 2012 NFPA 101 19.3.2.6(7); 2012 NFPA 30
6.5.1
K712  Fire Drills K712 6/8/25
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that only three (3) fire drills were conducted on quarterly.

the 2nd shift in the last twelve months and no fire
drill was conducted on the 2nd shift between
June 2024 and November 2024. Drills shall be
conducted quarterly on each shift to familiarize
facility personnel with the signals and emergency
action required.

Interview with maintenance manager 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 confirmed the deficiency.

Ref: 2012 NFPA 101 19.7.1.6
K 918 | Electrical Systems - Essential Electric Syste K918 6/8/25
SS=F | CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

The generator or other alternate power source
and associated equipment is capable of supplying
service within 10 seconds. If the 10-second
criterion is not met during the monthly test, a
process shall be provided to annually confirm this
capability for the life safety and critical branches.
Maintenance and testing of the generator and
transfer switches are performed in accordance
with NFPA 110.

Generator sets are inspected weekly, exercised
under load 30 minutes 12 times a year in 20-40
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
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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 Code.
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 on 04/24/2025 starting at 12:50
PM revealed that the facility failed to perform the
inspection and testing of main and feeder circuit
breakers. No documentation was available at the
time of the survey to demonstrate that the facility
had conducted the annual inspection of the main
and feeder circuit breakers associated with the
EES. No maintenance program was available for
periodically exercising the components in

The facility will ensure completion and
documentation of annual inspection and
testing of main and feeder circuit breakers
for the Essential Electrical System (EES)
and periodically exercise these
components per manufacturer
specifications.

A) On 4/28/25, the facility contacted a
licensed electrician to arrange for the
required annual inspection of main and
feeder circuit breakers and will complete
the inspection as soon as scheduled date
is confirmed. The Maintenance Manager
will contact the Manufacturer to confirm
they recommend this testing of
equipment. The Maintenance Manager
will follow up with the contractor, schedule
the inspection promptly once a date is
confirmed and ensure all documentation
is retained.

B) All residents, staff and visitor have the
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accordance with manufacturer's potential to be affected by this deficient
recommendation. practice.
C) Maintenance Manager and Director of
Interview with the maintenance manager at the Operations will be educated on
time of the observation acknowledge the requirements of annual inspection and
deficiency, and indicated that they were aware of testing main and feeder circuit breakers. A
the requirement. preventive maintenance program will be
developed to ensure periodic exercising of
Interview with the administrator at the time of the circuit breakers based on manufacturer
exit confirmed the deficiency. guidance.
D) The Maintenance Manager will
Ref: 2010 NFPA 99 6.4.4.1.2.1 oversee compliance with manufacturer

recommendations and report to the
Director of Operations. Compliance will be
reported to QAPI quarterly.
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