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INITIAL COMMENTS

This survey used the 2012 edition of NFPA 101, Life
Safety Code, Chapter 18-New Health Care
Occupancies, 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 Il (000) construction. The building was
protected with a wet automatic sprinkler system
designed to meet the requirements of NFPA 13,
Standard for Installation of Sprinkler Systems and a
corridor smoke detection system. Two-hour fire
rated occupancy separation walls were constructed
between the facility and the attached apartments to
the east and an outpatient clinical building to the
west.

A kitchen addition of Type Il (000) construction was
attached to the southwest side of the existing facility
and a nursing station addition of Type Il (000)
construction was attached to the east side of the
200 Wing in 2022. A major renovation of the Dining
Room was completed in 2022. The additions and
Dining Room were surveyed using Chapter 18 of the
Life Safety Code.

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

K0000

K0921

K0921: The facility failed to have a complete

program in place to test the physical integrity,
resistance, leakage current, and touch current test
for fixed and portable patientcare related electrical
equipment (PCREE) as required in section 10.3 of the
NFPA 99 manual.

The facility has firstly identified all fixed and
portable patient-care related equipment. The facility
has also purchased a biomedical electrical tester to
test and document each piece of equipment going
forward. In addition, all maintenance personnel will
be trained on how to use the biomedical electrical
tester. Each piece of equipment that the facility
owns will be labeled with an identifying number that
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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
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.
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item ID #, physical integrity, cord defects, double
insulated, resistance, leakage current, comments and
corrective actions and leakage and touch current.
This document will be used as a record to track
electrical equipment tests, repairs, addition of new
equipment, and any modifications. Non patient care
electrical equipment that is brought with the resident
will be tested upon admission and documented on a
form that will be kept in the Administrator’s office.
Those residents who already reside at Marian Manor
will have all their electronic equipment tested by

July 8th, 2026. All electrical equipment instructions
and maintenance manuals will be kept with the
maintenance department but will be readily available
for staff, which can be found in the Maintenance
Directors area.

The facility department heads have gone through
their respective areas and listed all patientcare
related electrical equipment. These items will be
marked with a specific number and be listed in the
ongoing document by maintenance personnel. Any
smaller, newly purchased patientcare-related
electrical equipment will be received by central
supply. Maintenance will then test and mark the item
with an identifying number before being allowed to
be put into service and added to our on-going
document. Central supply is responsible for
receiving all packages that come to the facility, upon
arrival central supply will note any equipment that
will be used for patient care and notify the
maintenance department. Any large, fixed patient
care electrical equipment will go through the same
process as being marked with an identification
number and tested before use, when received from a
vendor. Maintenance personnel will also use the
document after patient care electronic equipment has
been modified or repaired to make sure that the
specific piece of equipment has been tested before
being placed back into service. Any equipment that
does not pass the PCREE test will not be placed
back into service to prevent death or injury.

The measures that will be put into place to ensure
that the deficient practice will not occur again will be
the addition of the biomedical electrical tester,
documentation, a centralized point of receiving
equipment, and systematic audits. Electronic patient
care equipment that ceases to operate, will be
placed in our maintenance log as we have always
done to notify our maintenance personnel and be
removed from service.
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The facility will monitor its corrective actions

through systematic audits by the Administrator or a
designee for the next four months (June-September),
and then on a quarterly basis for the next nine
months (October-June), followed by an annual basis.
The maintenance Director or maintenance designee
will also be testing the patient care electronic
equipment on the same schedule, four months
(June-September), and then on a quarterly basis or
as new equipment comes in (October-June), and
then on a yearly basis or as new equipment comes
in. After such time, an annual audit will be

conducted by the Administrator and be added to the
annual checklist for the maintenance team to
complete. In addition, the QAPI team will review
progress on a quarterly basis for twelve months
starting in July.

The corrective action date will be completed by July
8th, 2026, 30 days from the completed survey date.
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A recertification survey conducted on 06/08/2026
found Marian Manor Healthcare Center in compliance
with the requirements of 483.73 Long-Term Care
Facilities Emergency Preparedness.
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