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INITIAL COMMENTS 
 
This survey used the 2012 edition of NFPA 101, Life 
Safety Code, Chapter 19-Existing Health Care 
Occupancies and the 2012 edition of NFPA 99, 
Health Care Facilities Code in compliance with 42 
CFR 483.70(a)(b). The findings that follow 
demonstrate noncompliance with these standards. 
 
 
The facility was located in a one-story building of 
Type V (000) and Type V (111) construction with a 
partial basement. The facility was protected by a 
wet/dry automatic fire sprinkler system designed to 
meet the requirements of NFPA 13, Standard for 
Installation of Sprinkler Systems. 
 
 
An apartment building was attached via an enclosed 
walkway to the southeast side of the building. The 
apartment building was separated from the nursing 
facility by an occupancy separation wall designed to 
have a two-hour fire resistance rating. 
 

K0000  
 

08/07/2026

K0921

K0921 
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Electrical Equipment - Testing and Maintenanc 
 
CFR(s): NFPA 101 
 
Electrical Equipment - Testing and Maintenance 
Requirements 
 
The physical integrity, resistance, leakage current, 
and touch current tests for fixed and portable 
patient-care related electrical equipment (PCREE) is 
performed as required in 10.3. Testing intervals are 
established with policies and protocols. All PCREE 
used in patient care rooms is tested in accordance 
with 10.3.5.4 or 10.3.6 before being put into service 
and after any repair or modification. Any system 
consisting of several electrical appliances 
demonstrates compliance with NFPA 99 as a 
complete system. Service manuals, instructions, and 
procedures provided by the manufacturer include 
information as required by 10.5.3.1.1 and are 
considered in the development of a program for 
electrical equipment maintenance. Electrical 
equipment instructions and maintenance manuals 
are readily available, and safety labels and

K0921 The facility has purchased a Biomedical Electrical 
Safety Tester. Item received on August 11, 2026. 
 
 
All areas of the facility using fixed or patient-care 
related electrical equipment have the potential to be 
affected. 
 
 
The Maintenance Director or designee will develop 
and implement a monitoring tool to inspect, test, and 
maintain all electrical equipment. 
 
 
The QA Coordinator or designee will monitor the 
testing documentation on a monthly basis times 3 
months then quarterly for 1 year.

08/17/2026
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Continued from page 1 
condensed operating instructions on the appliance 
are legible. A record of electrical equipment tests, 
repairs, and modifications is maintained for a period 
of time to demonstrate compliance in accordance 
with the facility's policy. Personnel responsible for 
the testing, maintenance and use of electrical 
appliances receive continuous training. 
 
10.3, 10.5.2.1, 10.5.2.1.2, 10.5.2.5, 10.5.3, 10.5.6, 10.5.8 
 
This STANDARD is NOT MET as evidenced by: 
 
The facility failed to test all Patient-Care Related 
Electrical Equipment (PCREE) in use throughout the 
facility. 
 
Record review and interview with staff determined 
testing of all Patient-Care Related Electrical 
Equipment in use throughout the facility was not 
completed, as required by NFPA 99, Health Care 
Facilities Code. 
 
 
Failure to inspect, test and maintain Patient-Care 
Related Electrical Equipment (PCREE) in accordance 
with NFPA 99 increases the risk of death or injury 
due to fire. 
 
 
The deficiency affected numerous items of 
Patient-Care Related Electrical Equipment in use 
throughout the facility. 
 

K0921  08/17/2026
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Fire Drills 
 
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 STANDARD is NOT MET as evidenced by: 
 
The facility failed to conduct fire drills as required. 
 
Fire drill records review determined:

K0712 Fire drills, including the transmission of a fire alarm 
signal and a simulation of emergency fire conditions 
along with a simulated emergency phone call to the 
fire department will be conducted quarterly on each 
of the 3 shifts. 
 
 
the entire facility has the potential to be affected by 
this practice. 
 
 
A fire drill will be completed for each shift quarterly 
to include a simulated call to the fire department. A 
tracking tool will be utilized to track the completion 
of drills. 
 
 
The QA coordinator or designee will monitor the fire 
drill testing tool to ensure each shift is completed as 
well as that an emergency phone call was placed to 
the fire department quarterly times 1 year.

08/17/2026
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Continued from page 2 
 
 
1) No fire drill was conducted on the AM Shift during 
the first quarter in the past year. 
 
 
2) No fire drill was conducted on the Night Shift 
during the second quarter in the past year. 
 
 
Failure to conduct fire drills as required increases 
the risk of death or injury due to fire. 
 

K0712  08/17/2026
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Electrical Systems - Essential Electric Syste 
 
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 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 STANDARD is NOT MET as evidenced by: 
 
The facility failed to ensure the emergency generator 
was in compliance with NFPA 99 and NFPA 110.

K0918 A load test of the emergency generator will be 
conducted monthly, complying with the 20-40 day 
interval from the last load test requirement. 
 
 
The entire facility has the potential to be affected by 
this practice. 
 
 
Maintenance Director or designee will perform a load 
test of the emergency generator and record results 
on the monthly Emergency Generator Testing Log. 
 
 
The QA Coordinator or designee will monitor the 
testing documentation on a monthly basis times 3 
months then quarterly for 1 year.

08/17/2026
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Continued from page 3 
 
Record review and interview with staff determined: 
 
 
1) No monthly load tests of the emergency generator 
were conducted during September, and October 
2025. 
 
 
2) The monthly test of the emergency generator 
conducted on 04/27/2026 exceeded 40 days from 
the previous monthly test on 03/06/2026. 
 
 
Failure to inspect, test and maintain the emergency 
generator in accordance with NFPA 99 and NFPA 110 
increases the risk of death or injury due to fire. 
 
 
The deficiency affected one (1) of one (1) emergency 
generator which provides all emergency power to 
the facility.

K0918 08/17/2026
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E0000 Initial Comments 
 
A recertification survey conducted on 08/04/2026 
found Golden Acres Manor in compliance with the 
requirements of 483.73 Long-Term Care Facilities 
Emergency Preparedness.

E0000 08/07/2026
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