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Initial Comments 

On August 6, 2024, an Emergency 
Preparedness Survey was conducted by the 
Michigan Department of Licensing and 
Regulatory Affairs, Bureau of Survey and 
Certification. At the survey Evergreen Health 
and Rehabilitation was found in substantial 
compliance with the requirements for 
participation in Medicare/Medicaid at 42 CFR 
483.73, Emergency Preparedness. 
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INITIAL COMMENTS 

On August 6, 2024, a Life Safety 
Recertification Survey was conducted by the 
Michigan Department of Licensing and 
Regulatory Affairs, Bureau of Survey and 
Certification. At the survey, Evergreen Health 
and Rehabilitation was found not in 
substantial compliance with the requirements 
for participation in Medicare/Medicaid at 42 
CFR 482.90(a), Life Safety from Fire and the 
applicable provisions of the 2012 Edition of 
the National Fire Protection Agency (NFPA) 
101, Life Safety Code and the 2012 Edition 
of NFPA 99, Health Care Facilities Code. 

The facility is a 1 story building of type II 
(000) construction with no basement built in 
1997. The building is fully sprinklered and 
has supervised smoke detection in the 
corridors and spaces open to the corridors.

The facility has 172 certified beds. At the 
time of the survey the census was 164.

 K0000

K0211

SS= E

Means of Egress - General Means of Egress 
- General Aisles, passageways, corridors, 
exit discharges, exit locations, and accesses 
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are in accordance with Chapter 7, and the 
means of egress is continuously maintained 
free of all obstructions to full use in case of 
emergency, unless modified by 18/19.2.2 
through 18/19.2.11. 18.2.1, 19.2.1, 7.1.10.1
This REQUIREMENT is not met as 
evidenced by:

Based on observation and interview, the facility 
failed to ensure aisles, passageways, corridors, 
exit discharges, exit locations and accesses are in 
accordance with Chapter 7, and continuously 
maintained free of all obstructions to full use in 
case of an emergency as required by 19.2.1 and 
7.1.10.1. This deficient practice could affect 10 
out of 164 occupants in the event of a fire 
emergency.

Findings Include:

On August 6, 2024 at approximately 10:30 AM. 
observation revealed the facility was storing and 
charging battery powered vital carts in the 
Redwood resident hallway. A vital cart was 
observed plugged into a wall outlet and not in use.

The Facility Maintenance Director and 
Administrator confirmed these findings during 
interview at the time of observation.

The Vital sign machines were immediately 
unplugged and cleared from the hallways. In 
addition, immediate verbal education was 
provided to the nursing staff regarding 
plugged in equipment within the hallways is 
considered storage and equipment must be 
cleared.

Element II
All aisles, passageways, coordinators and 
exits were cleared of all stored charging 
equipment including vital sign machines, 
weight chairs and lift devices. 

Element III
The maintenance department and nurse 
managers will monitor hallways and corridors 
daily for stored equipment in the egresses. 
Noncompliance will be removed immediately 
and placed within appropriate hall cut outs or 
designated charging areas. The nursing staff 
will be educated by 9/15/24 on what is an 
egress hall, corridors/hallways, importance of 
keeping all egresses clear and the locations 
for storing equipment while being charged. 

Element IV
The ensure compliance the maintenance staff 
will audit each unit for inappropriate storage of 
equipment within the hallways/corridor three 
times a week for one month and then weekly 
for two months. Findings will be reported to 
the QAPI committee monthly for three months 
and then quarterly thereafter until the AQPI 
committee finds full compliance is being 
maintained.

The maintenance director will be responsible 
for compliance.
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