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E0000

SS=  

Initial Comments 

On February 4 - 5, 2025, an Emergency 
Preparedness Survey was conducted by the 
Michigan Department of Licensing and 
Regulatory Affairs, Bureau of Survey and 
Certification. At the survey, Shelby Health 
and Rehabilitation Center - Shelby Twp was 
found not in substantial compliance with the 
requirements for participation in 
Medicare/Medicaid at 42 CFR 483.73, 
Emergency Preparedness. 

 E0000

E0004

SS= F

Develop EP Plan, Review and Update 
Annually §403.748(a), §416.54(a), 
§418.113(a), §441.184(a), §460.84(a), 
§482.15(a), §483.73(a), §483.475(a), 
§484.102(a), §485.68(a), §485.542(a), 
§485.625(a), §485.727(a), §485.920(a), 
§486.360(a), §491.12(a), §494.62(a). The 
[facility] must comply with all applicable 
Federal, State and local emergency 
preparedness requirements. The [facility] 
must develop establish and maintain a 
comprehensive emergency preparedness 
program that meets the requirements of this 
section. The emergency preparedness 
program must include, but not be limited to, 
the following elements: (a) Emergency Plan. 
The [facility] must develop and maintain an 
emergency preparedness plan that must be 
[reviewed], and updated at least every 2 
years. The plan must do all of the following: * 
[For hospitals at §482.15 and CAHs at 
§485.625(a):] Emergency Plan. The [hospital 
or CAH] must comply with all applicable 
Federal, State, and local emergency 
preparedness requirements. The [hospital or 
CAH] must develop and maintain a 
comprehensive emergency preparedness 
program that meets the requirements of this 
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section, utilizing an all-hazards approach. * 
[For LTC Facilities at §483.73(a):] 
Emergency Plan. The LTC facility must 
develop and maintain an emergency 
preparedness plan that must be reviewed, 
and updated at least annually. * [For ESRD 
Facilities at §494.62(a):] Emergency Plan. 
The ESRD facility must develop and maintain 
an emergency preparedness plan that must 
be [evaluated], and updated at least every 2 
years.
This REQUIREMENT is not met as 
evidenced by:

Based on observation, record review and 
interview, the facility failed to develop and 
maintain an Emergency Preparedness plan 
that must be reviewed and updated at least 
annually. This deficient practice could affect 
201 facility residents in the event of a facility-
based, man-made or natural emergency 
situation requiring contact of facility 
leadership.

Findings Include:

On March 5, 2025 at 10:13 AM, record 
review revealed the facility failed to update 
their distributed Administrative Phone List 
and their Emergency Preparedness Staff Call 
Down List were not updated at least 
annually. These list indicated at least 3 
leadership personal who were no longer 
employed at the facility. No compliance 
supporting documentation was presented the 
surveyor by the time of surveyor exit.

These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
record review.
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Policies/Procedures-Volunteers and Staffing 
§403.748(b)(6), §416.54(b)(5), §418.113(b)
(4), §441.184(b)(6), §460.84(b)(7), 
§482.15(b)(6), §483.73(b)(6), §483.475(b)(6), 
§484.102(b)(5), §485.68(b)(4), §485.542(b)
(6), §485.625(b)(6), §485.727(b)(4), 
§485.920(b)(5), §491.12(b)(4), §494.62(b)(5). 
[(b) Policies and procedures. The [facilities] 
must develop and implement emergency 
preparedness policies and procedures, 
based on the emergency plan set forth in 
paragraph (a) of this section, risk 
assessment at paragraph (a)(1) of this 
section, and the communication plan at 
paragraph (c) of this section. The policies 
and procedures must be reviewed and 
updated at least every 2 years [annually for 
LTC facilities]. At a minimum, the policies 
and procedures must address the following:] 
(6) [or (4), (5), or (7) as noted above] The 
use of volunteers in an emergency or other 
emergency staffing strategies, including the 
process and role for integration of State and 
Federally designated health care 
professionals to address surge needs during 
an emergency. *[For RNHCIs at 
§403.748(b):] Policies and procedures. (6) 
The use of volunteers in an emergency and 
other emergency staffing strategies to 
address surge needs during an emergency. *
[For Hospice at §418.113(b):] Policies and 
procedures. (4) The use of hospice 
employees in an emergency and other 
emergency staffing strategies, including the 
process and role for integration of State and 
Federally designated health care 
professionals to address surge needs during 
an emergency.
This REQUIREMENT is not met as 
evidenced by:
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Based on record review and interview, the 
facility failed to develop policies and 
procedures for the use of volunteers in an 
emergency or other emergency staffing 
strategies, including the process and role for 
integration of State and Federally designated 
health care professionals to address surge 
needs during an emergency. This deficient 
practice could affect all 201 facility residents 
in the event of an emergency situation. 

Findings Include:

On March 5, 2025 at 11:13 AM, record 
review revealed the facility failed to include 
the required policy and procedures for the 
use of emergency staffing and volunteers in 
their distributed Emergency Preparedness 
Plan. No compliance supporting 
documentation was presented to the 
surveyor by the time of surveyor exit.

These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
record review.

E0026

SS= F

Roles Under a Waiver Declared by Secretary 
§403.748(b)(8), §416.54(b)(6), §418.113(b)
(6)(C)(iv), §441.184(b)(8), §460.84(b)(9), 
§482.15(b)(8), §483.73(b)(8), §483.475(b)(8), 
§485.542(b)(7), §485.625(b)(8), §485.920(b)
(7), §494.62(b)(7). [(b) Policies and 
procedures. The [facilities] must develop and 
implement emergency preparedness policies 
and procedures, based on the emergency 
plan set forth in paragraph (a) of this section, 
risk assessment at paragraph (a)(1) of this 
section, and the communication plan at 
paragraph (c) of this section. The policies 
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and procedures must be reviewed and 
updated at least every 2 years [annually for 
LTC facilities]. At a minimum, the policies 
and procedures must address the following:] 
(8) [(6), (6)(C)(iv), (7), or (9)] The role of the 
[facility] under a waiver declared by the 
Secretary, in accordance with section 1135 
of the Act, in the provision of care and 
treatment at an alternate care site identified 
by emergency management officials. *[For 
RNHCIs at §403.748(b):] Policies and 
procedures. (8) The role of the RNHCI under 
a waiver declared by the Secretary, in 
accordance with section 1135 of Act, in the 
provision of care at an alternative care site 
identified by emergency management 
officials.
This REQUIREMENT is not met as 
evidenced by:

Based on record review and interview, the 
facility failed to establish the role of the 
facility under a Waiver declared by the 
Secretary, in accordance with section 1135 
of the Act, in the provision of care and 
treatment at an alternate care site identified 
by emergency management officials. This 
deficient practice could affect all 201 facility 
residents in the event of an emergency 
situation.

Findings Include:

On March 5, 2025 at 3:11 PM, record review 
revealed the facility failed to include in their 
distributed Emergency Preparedness Plan, 
the requirements for their roles under a 
declared 1135 waiver for their residents. No 
compliance supporting documentation was 
presented to the surveyor by the time of 
surveyor exit.
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These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
record review.

E0031

SS= F

Emergency Officials Contact Information 
§403.748(c)(2), §416.54(c)(2), §418.113(c)
(2), §441.184(c)(2), §460.84(c)(2), 
§482.15(c)(2), §483.73(c)(2), §483.475(c)(2), 
§484.102(c)(2), §485.68(c)(2), §485.542(c)
(2), §485.625(c)(2), §485.727(c)(2), 
§485.920(c)(2), §486.360(c)(2), §491.12(c)
(2), §494.62(c)(2). [(c) The [facility] must 
develop and maintain an emergency 
preparedness communication plan that 
complies with Federal, State and local laws 
and must be reviewed and updated at least 
every 2 years [annually for LTC facilities]. 
The communication plan must include all of 
the following: (2) Contact information for the 
following: (i) Federal, State, tribal, regional, 
and local emergency preparedness staff. (ii) 
Other sources of assistance. *[For LTC 
Facilities at §483.73(c):] (2) Contact 
information for the following: (i) Federal, 
State, tribal, regional, and local emergency 
preparedness staff. (ii) The State Licensing 
and Certification Agency. (iii) The Office of 
the State Long-Term Care Ombudsman. (iv) 
Other sources of assistance. *[For ICF/IIDs 
at §483.475(c):] (2) Contact information for 
the following: (i) Federal, State, tribal, 
regional, and local emergency preparedness 
staff. (ii) Other sources of assistance. (iii) 
The State Licensing and Certification 
Agency. (iv) The State Protection and 
Advocacy Agency.
This REQUIREMENT is not met as 
evidenced by:

 E0031
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Based on record review and interview, the 
facility failed to develop emergency officials 
contact information for Federal, State, tribal, 
regional or local emergency preparedness 
staff including: the state licensing and 
certification agency, the office of the state 
long-term care ombudsman and other 
sources of assistance. This deficient practice 
could affect all 201 facility residents in the 
event of an emergency situation.

Findings Include:

On March 5, 2025 at 11:27 AM, record 
review revealed the facility failed to include in 
their distributed Emergency Preparedness 
Plan evidence of a required updated 
Emergency Official Contact List. The present 
list included names of persons no longer 
employed at the facility. No compliant 
supporting documentation was presented to 
the surveyor by the time of surveyor exit.

These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
record review.

E0039

SS= F

EP Testing Requirements §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 

 E0039
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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. (ii) Conduct an 
additional exercise at least 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 
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 
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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 to the following: (A) 
A second full-scale exercise that is 
community-based or 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 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. (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 a facility based 
functional exercise; or (B) A mock disaster 
drill; or (C) A tabletop exercise or workshop 
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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 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 plan. 
(iii) Analyze the [facility's] response to and 
maintain documentation of all drills, tabletop 
exercises, and emergency events and revise 
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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) 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 plan. (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 
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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. (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 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 [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 
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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 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 
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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 
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 
OPO's response to and maintain 
documentation of all tabletop exercises, and 
emergency events, and revise the [RNHCI's 
and OPO's] emergency plan, as needed. *[ 
RNCHIs 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 
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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 record review and interview, the 
facility failed to conduct exercises to test the 
emergency plan at least annually and 
analyze the response to and maintain 
documentation of all drills, tabletop exercises 
and emergency events. This deficient 
practice could affect all 201 facility residents 
in the event of an emergency situation.

Findings Include:

On March 5, 2025 at 

These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
record review.
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K0000

SS=  

INITIAL COMMENTS 

On February 4 - 5, 2025, a Life Safety 
Recertification Survey was conducted by the 
Michigan Department of Licensing and 
Regulatory Affairs, Bureau of Survey and 
Certification. At the survey, Shelby Health 
and Rehabilitation Center - Shelby Twp 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, 134 k sq. ft. building 
of Type II (III) construction, built in 1999 with 
no basement. The building is fully sprinklered 
and has supervised smoke detection in the 
corridors and spaces open to the corridors.

The facility has 201 certified beds. At the 
time of the survey the census was 212.

 K0000
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K0345

SS= E

Fire Alarm System - Testing and 
Maintenance 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 
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 observation and interview, the 
facility failed to ensure the fire alarm system 
was tested and maintained in accordance 
with an approved program complying with 
NFPA 70 and NFPA 72. This deficient 
practice could affect XX occupants in the 
event of XX

Findings Include:

On March 4, 2025 at 

These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
observation.

 K0345
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K0353

SS= E

Sprinkler System - Maintenance and Testing 
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
This REQUIREMENT is not met as 
evidenced by:

Based on observation and interview, the 
facility failed to provide sprinkler system 
maintenance and testing as required by 
NFPA 25. This deficient practice could affect 
approximately XX occupants in the event of 
XX.

Findings Include:

On March 4, 2025 at 

These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
observation.

 K0353
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K0374

SS= E

Subdivision of Building Spaces - Smoke 
Barrie Subdivision of Building Spaces - 
Smoke Barrier Doors 2012 EXISTING Doors 
in smoke barriers are 1-3/4-inch thick solid 
bonded wood-core doors or of construction 
that resists fire for 20 minutes. Nonrated 
protective plates of unlimited height are 
permitted. Doors are permitted to have fixed 
fire window assemblies per 8.5. Doors are 
self-closing or automatic-closing, do not 
require latching, and are not required to 
swing in the direction of egress travel. Door 
opening provides a minimum clear width of 
32 inches for swinging or horizontal doors. 
19.3.7.6, 19.3.7.8, 19.3.7.9
This REQUIREMENT is not met as 
evidenced by:

Based on observation and interview, the 
facility failed to ensure smoke barrier doors 
meet the requirements of the LSC. This 
deficient practice could affect XX occupants 
in the event of XX.

Findings Include:

On March 4, 2025 at 

These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
observation.

 K0374
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K0511

SS= E

Utilities - Gas and Electric Utilities - Gas and 
Electric Equipment using gas or related gas 
piping complies with NFPA 54, National Fuel 
Gas Code, electrical wiring and equipment 
complies with NFPA 70, National Electric 
Code. Existing installations can continue in 
service provided no hazard to life. 18.5.1.1, 
19.5.1.1, 9.1.1, 9.1.2 
This REQUIREMENT is not met as 
evidenced by:

Based on observation and interview, the 
facility failed to ensure equipment using gas 
or gas-related piping complies with NFPA 54, 
and electrical wiring and equipment complies 
with NFPA 70. This deficient practice could 
affect XX occupants in the event of a fire 
emergency.

Findings Include:

On March 4, 2025 at 

These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
observation.
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K0712

SS= F

Fire Drills 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 observation and interview, the 
facility failed to conduct fire drills as required 
by 19.7.1.4 through 19.7.1.7. This deficient 
practice could affect XX occupants in the 
event of XX

Findings Include:

On March 4, 2025 at 

These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
observation.

 K0712

K0923

SS= E

Gas Equipment - Cylinder and Container 
Storag Gas Equipment - Cylinder and 
Container Storage Greater than or equal to 
3,000 cubic feet Storage locations are 
designed, constructed, and ventilated in 
accordance with 5.1.3.3.2 and 5.1.3.3.3. 
>300 but <3,000 cubic feet Storage locations 
are outdoors in an enclosure or within an 
enclosed interior space of non- or limited- 
combustible construction, with door (or gates 
outdoors) that can be secured. Oxidizing 
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gases are not stored with flammables, and 
are separated from combustibles by 20 feet 
(5 feet if sprinklered) or enclosed in a cabinet 
of noncombustible construction having a 
minimum 1/2 hr. fire protection rating. Less 
than or equal to 300 cubic feet In a single 
smoke compartment, individual cylinders 
available for immediate use in patient care 
areas with an aggregate volume of less than 
or equal to 300 cubic feet are not required to 
be stored in an enclosure. Cylinders must be 
handled with precautions as specified in 
11.6.2. A precautionary sign readable from 5 
feet is on each door or gate of a cylinder 
storage room, where the sign includes the 
wording as a minimum "CAUTION: 
OXIDIZING GAS(ES) STORED WITHIN NO 
SMOKING." Storage is planned so cylinders 
are used in order of which they are received 
from the supplier. Empty cylinders are 
segregated from full cylinders. When facility 
employs cylinders with integral pressure 
gauge, a threshold pressure considered 
empty is established. Empty cylinders are 
marked to avoid confusion. Cylinders stored 
in the open are protected from weather. 
11.3.1, 11.3.2, 11.3.3, 11.3.4, 11.6.5 (NFPA 
99)
This REQUIREMENT is not met as 
evidenced by:

Based on observation and interview, the 
facility failed to ensure storage of 
nonflammable gasses meet all requirements 
of NFPA 99. This deficient practice could 
affect XX occupants in the event of XX.

Findings Include:

On March 4, 2025 at 
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These findings were confirmed in interview 
with the facility Maintenance Director and the 
facility Assistant Administrator at the time of 
observation.
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