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On 5/4/26 to 5/6/26, a survey for compliance with
CFR §483.73, Appendix Z, Emergency Preparedness
Requirements was conducted during a standard
recertification survey. The facility was IN
compliance.
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The facility is enrolled in ePOC and therefore a
signature is not required at the bottom of the first
page of the CMS-2567 form. Although no plan of
correction is required, it is required that the facility
acknowledge receipt of the electronic documents.

INITIAL COMMENTS

On 5/4/26 to 5/6/26, a standard recertification
survey was conducted at your facility. A complaint
investigation was also conducted. Your facility was
NOT in compliance with §42 CFR 483, Subpart B,
Requirements for Long Term Care Facilities.

The following complaints were
reviewed: H52621726C (2989371), H52621727C
(2986450). NO deficiencies were cited.

The facility's plan of correction (POC) will serve as
your allegation of compliance upon the Departments
acceptance. Because you are enrolled in ePOC, your
signature is not required at the bottom of the first
page of the CMS-2567 form. Your electronic
submission of the POC will be used as verification
of compliance.

Upon receipt of an acceptable electronic POC, an
onsite revisit of your facility may be conducted to
validate substantial compliance with the regulations
has been attained.

Infection Prevention & Control

CFR(s): 483.80(a)(1)(2)(4)(e)(f)

§483.80 Infection Control

The facility must establish and maintain an infection
prevention and control program designed to provide

F0000

F0880 Enhanced Barrier Precautions (EBP) were
implemented for R4 due to his open wound. The
nursing staff were educated on his EBP use, and his
care plan and orders updated.

Residents that have chronic open wounds could be
affected by this. All residents that have wounds were
assessed to ensure that EBP was implemented. If

05/14/2026

06/03/2026

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 reverse for further 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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a safe, sanitary and comfortable environment and to
help prevent the development and transmission of
communicable diseases and infections.

§483.80(a) Infection prevention and control program.

The facility must establish an infection prevention
and control program (IPCP) that must include, at a
minimum, the following elements:
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F0880 Continued from page 1
any were found not to have EBP implemented the
IPCO or designee implemented EBP.

The DON or designee reviewed the Enhanced Barrier
Precaution policy. No Revisions were made.

The DON or designee educated nurses on when to
implement EBP and how to use it properly. All
nursing staff and therapy staff were also trained in
the correct use of EBP and the policy.

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents, staff,
volunteers, visitors, and other individuals providing
services under a contractual arrangement based
upon the facility assessment conducted according to
§483.71 and following accepted national standards;

The DON or designee will do audits to ensure that
EBP is implemented for chronic open wounds. This
will be done 2x/week for 2 weeks, 1x/week for 2
weeks. Findings will be brought to QAPI to see if
further auditing should be done, along with the
duration of the audit.

§483.80(a)(2) Written standards, policies, and
procedures for the program, which must include, but
are not limited to:

(i) A system of surveillance designed to identify
possible communicable diseases or

infections before they can spread to other persons
in the facility;

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions to
be followed to prevent spread of infections;

(iv)When and how isolation should be used for a
resident; including but not limited to:

(A) The type and duration of the isolation, depending
upon the infectious agent or organism involved, and

(B) A requirement that the isolation should be the
least restrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility must
prohibit employees with a communicable disease or
infected skin lesions from direct contact with
residents or their food, if direct contact will transmit
the disease; and

(vi)The hand hygiene procedures to be followed by
staff involved in direct resident contact.
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§483.80(a)(4) A system for recording incidents
identified under the facility's IPCP and the
corrective actions taken by the facility.

§483.80(e) Linens.

Personnel must handle, store, process, and transport
linens so as to prevent the spread of infection.

§483.80(f) Annual review.

The facility will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, and document
review, the facility failed to implement
donning/doffing of personal protective equipment
(PPE) practices for 1 of 3 residents (R4) observed for
enhanced barrier precautions (EBP) (an infection
control intervention designed to reduce transmission
of multidrug-resistant organisms that employs
targeted gown and glove use during high contact
resident care activities).

Findings include: Review of Centers for Disease
Control and Prevention (CDC) guidance dated
4/1/24, Implementation of Personal Protective
Equipment (PPE) Use in Nursing Homes to Prevent
Spread of Multidrug-resistant Organisms (MDROs)
indicated Examples of high-contact resident care
activities requiring gown and glove use for
Enhanced Barrier Precautions included: dressing,
bathing/showering, transferring, providing hygiene,
changing linens, changing briefs or assisting with
toileting, device care or use: central line, urinary
catheter, feeding tube, tracheostomy/ventilator and
wound care: any skin opening requiring a
dressing. R4's quarterly Minimal Data Set (MDS)
dated 2/20/2026, identified R4 was cognitively intact.
R4 had a diagnosis that included an unhealed
pressure ulcer, vascular disease (affects blood flow),
and hemiplegia (weakness from stroke). R4 was
dependent on staff for dressing and activities of
daily living (ADLs). R4’s diagnosis reported 5/5/26,
identified R4 had acquired absence of right leg
below the knee as of 5/9/25. R4’s care plan revised
on 3/27/25, identified R4 needed assistance with
ADLs, transferring, and bed mobility. R4’s care plan
lacked information regarding EBP. R4’s signed
physician orders identified on 2/9/26, orders
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Continued from page 3
received to gently wash open area on the right
stump with warm soapy water and pat dry. Apply
PluroGel (dressing to maintain moisture) with Prisma
(collagen-based wound dressing) to the wound bed
and cover with Mepilex (foam dressing) and gauze
dressing two days a week, on Monday and Friday.
R4’s signed physician orders dated 3/31/26,
identified R4 had orders started on 3/3/26 to gently
wash open area to the right stump with warm soapy
water and pat dry. Apply PluroGel with Prisma to the
wound bed. Cover with Allevyn dressing every
Monday and Friday. R4’s signed physician orders
dated 4/30/26, identified R4 had a pressure injury to
the right knee and to apply Medi-honey (gel to treat
wounds), covered by silver alginate, and cover with
boarded gauze dressing. R4’s electronic medical
records (EMAR) for March 2026, identified R4 had a
treatment from 3/6/26 to 4/24/26, to wash the open
area to the right stump with warm soapy water and
pat dry. Apply PluroGel with Prisma to the wound
bed. Cover with Allevyn dressing Monday and
Friday. R4’s EMAR for April 2026, identified R4
received a new order on 4/24/26, to cleanse the
stump wound with wound cleanser and pat dry.
Apply Medi-honey, covered by silver alginate
(antimicrobial dressing), skin prep peri-wound, and
allow to dry, apply bordered foam three times a
week. Monitor peri-wound skin daily for increasing
redness, warmth, or other signs and symptoms of
infection. One time a day every Tuesday, Thursday,
and Saturday for the right stump wound, no stop
date. R4’s Medical Device Related Pressure Ulcer
Evaluation History printed 5/5/26, identified on
3/2/26, R4 had a stage two pressure ulcer (shallow
red wound bed) on the right rear below knee
amputation site measuring 1.48 centimeters (cm) by
1.19 cm and was covered by a dressing with no
saturation (wound drainage). On 4/13/26, R4 had a
stage two pressure ulcer on the right rear below
knee amputation site measuring .42 cm by .36 cm
and was covered by a dressing with 25%
saturation. R4’s skin Issue assessment dated
3/2/26, identified R4 as having a stage two pressure
ulcer, which was improving, and was acquired in the
facility. Measurements were 1.48 cm by 1.19 cm. R4
had a limb protector on during a transfer. R4 had
bumped his stump on a PAL (mechanical lift), and
the new skin had come off the wound. Restarted the
order for PluroGel and Prisma to wound bed, the
medical provider updated. R4’s skin Issue
assessment dated 3/12/26, identified R4 had a right
below-knee amputation site. Stage two pressure
ulcer with partial thickness skin loss with exposed
dermis (middle layer of skin), which had an overall
wound characteristics improvement, and was
acquired in the facility and had been chronic for
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Continued from page 4
more than three months. R4’s skin Issue
assessment dated 4/13/26, identified R4 as having a
stage two pressure ulcer on the right knee
amputation site. R4’s wound was stable, acquired in
the facility, and has been chronic for greater than
three months. Progress note dated 4/14/26, revealed
R4 having a stage two pressure ulcer, right rear,
below the knee amputation site. The wound is
greater than three months. No signs and symptoms
of infections. Measurements were 0.42 cm by 0.36
cm. 25% saturation on the dressing. Area continues
to improve with the current dressing order. R4
denies pain to the area, no signs or symptoms of
infection. Progress note dated 4/23/26, revealed
R4’s right rear below-knee amputation site was a
stage two pressure ulcer with partial thickness skin
loss with exposed dermis. Wound acquired in the
facility. The wound was greater than three months.
No undermining, no tunneling. R4 seen by the
provider for wound care. New orders to clean wound
with wound cleanser, pat dry, apply Medi-honey,
covered by silver alginate, skin prep peri wound, and
allow to dry, apply bordered foam three times a
week. Monitor peri-wound skin daily for increasing
redness, warmth, or other signs and symptoms of
infection. R4’s progress notes dated 4/30/26,
revealed R4 was seen by the wound provider.
Wound was stable and appeared to be improving.
Continue Medi-honey, covered by silver alginate,
and cover with bordered gauze dressing. During an
interview/observation on 5/5/26 at 8:51 a.m.,
license practical nurse (LPN)-A sanitized scissors
with an alcohol wipe, gathered alevin dressing,
gauze dressings, Med-honey, wound spray cleaner,
gloves, skin prep, and brought supplies into the
room. LPN -A washed hands and applied gloves.
LPN did not apply a gown, and there was no sign on
R4’s door of being on EBP. There were no gowns
outside of R4’s room or inside of R4’s room.
LPN-A indicated the wound was on the top of the
right stump. LPN -A removed the old dressing and
reported there was a scant amount of drainage on
the dressing, which was yellow in color. No signs of
infection. LPN-A cleansed the wound with wound
wash. LPN-A indicated the wound would be
measured with the wound nurse on Thursday and
did not have a measuring device, but the wound
appears to be approximately 0.5 cm by 0.5 cm and is
red around the open wound, and the area appeared
to be healing. The LPN-A took off the gloves and
sanitized hands. LPN-A applied new gloves, took the
Medi-honey and placed on the wound, and covered
it with silver alginate. LPN-A used the skin prep
around the wound, and the Allevyn dressing was
applied. LPN-A indicated the facility received new
wound care orders the previous week from the
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Continued from page 5
wound nurse. LPN-A indicated R4 had an open area
last fall on his right stump but was healed until R4
bumped his stump on something. R4 wound is
chronic as R4 has a bone that rubs against the skin
and will open up when area is rubbed against
something or bumped. LPN-A indicated the wound
had been open for over a month. LPN -A indicated
that gowns were to be worn if a resident had MRSA
or tested positive for an organism that warranted the
use of gowns, but did not believe gowns needed to
be worn for R4's dressing change. During an
interview on 5/5/26 at 12:01 p.m., nursing assistant
(NA)-B indicated she did not wear a gown when
providing ADLs as R4 did not have Clostridium
difficile (c. diff) or a contagious organism and was
not on EBP. During an interview on 5/5/26 at 1:53
p.m., infection preventionist (IP) indicated R4 had an
open wound on his right stump and had been open
for a few months. IP indicated there is a bone under
the skin and when R4 rubs the skin on something,
the area opens up. IP verified R4 had not been
placed on EBP, and staff had not been wearing
gowns when doing the dressing changes. During an
interview on 5/5/26 at 2:17 p.m., director of nursing
(DON) indicated her expectation was for staff to use
EBP when working with a resident who has an
indwelling medical device or a chronic open wound.
DON would expect staff to wear gowns when
performing high-contact care such as transfers,
dressing, wound changes, and ADLs. DON indicated
this is important to prevent multidrug resistant
organisms (MDROs). Policy titled Enhanced Barrier
Precautions dated 3/10/26, identified EBP should
also be used for residents with chronic wounds
and/or indwelling medical devices (e.g., urinary
catheters, feeding tubes, central line, tracheostomy).
Chronic wounds are defined as pressure ulcer,
diabetic foot ulcer, unhealed surgical wound, and
venous stasis ulcer. Skin breaks or skin tears are
not considered a chronic wound. Indwelling medical
devices are defined as urinary catheter, feeding tube,
central line, and tracheostomy. A peripheral
intravenous line is not considered an indwelling
medical device. EBP are employed when performing
the following high-contact resident care activities:
dressing, bathing/showering, changing linen,
transferring, hygiene care, toileting/peri
care/emptying catheter bag, wound care, indwelling
medical device care, therapy treatment. EBP will
remain in place for the resident stay or until
resolution of the wound or discontinuation of the
medical indwelling device. Staff who are not
engaging in high-contact resident care activities will
not need to employ EBP while interacting with the
residents (e.g., answering a call light, verbally
conversing, or during medication administration).
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The facility failed to use EBP for residents with
chronic wounds.

F0880

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

(X5)
COMPLETION

DATE

06/03/2026

FORM CMS-2567 (02/99) Previous Versions Obsolete Event ID: 22E073-H1 Facility ID: 00654 If continuation sheet Page 7 of 7



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

245262

NAME OF PROVIDER OR SUPPLIER

West Wind Village

PRINTED: 05/15/2026
FORM APPROVED

OMB NO. 0938-0391

(X2) MULTIPLE CONSTRUCTION

A. BUILDING 01 - MAIN BUILD...

B. WING

(X3) DATE SURVEY COMPLETED

05/07/2026

STREET ADDRESS, CITY, STATE, ZIP CODE

1001 SCOTTS AVENUE , MORRIS, Minnesota, 56267

(X4) ID
PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL

REGULATORY OR LSC IDENTIFYING INFORMATION)

ID
PREFIX

TAG

K0000
Bldg. 01

INITIAL COMMENTS

FIRE SAFETY

K0000

An annual Life Safety recertification survey was
conducted by the Minnesota Department of Public
Safety, State Fire Marshal Division on 05/07/2026. At
the time of this survey, West Wind Village was found
not in compliance with the requirements for
participation in Medicare/Medicaid at 42 CFR,
Subpart 483.70(a), Life Safety from Fire, and the 2012
edition of National Fire Protection Association
(NFPA) 101, Life Safety Code (LSC), Chapter 19
Existing Health Care and the 2012 edition of NFPA
99, Health Care Facilities Code.

THE FACILITY'S POC WILL SERVE AS YOUR
ALLEGATION OF COMPLIANCE UPON THE
DEPARTMENT'S ACCEPTANCE. YOUR SIGNATURE
AT THE BOTTOM OF THE FIRST PAGE OF THE
CMS-2567 FORM WILL BE USED AS VERIFICATION
OF COMPLIANCE.

UPON RECEIPT OF AN ACCEPTABLE POC, AN
ONSITE REVISIT OF YOUR FACILITY MAY BE
CONDUCTED TO VALIDATE THAT SUBSTANTIAL
COMPLIANCE WITH THE REGULATIONS HAS BEEN
ATTAINED IN ACCORDANCE WITH YOUR
VERIFICATION.

PLEASE RETURN THE PLAN OF CORRECTION FOR
THE FIRE SAFETY DEFICIENCIES (K-TAGS) TO:

If PARTICIPATING IN THE E-POC PROCESS, a paper
copy of the plan of correction is not required.

Healthcare Fire Inspections

State Fire Marshal Division

445 Minnesota St., Suite 145

St. Paul, MN 55101-5145, OR

By email to:
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FM.HC.Inspections@state.mn.us

K0000

THE PLAN OF CORRECTION FOR EACH
DEFICIENCY MUST INCLUDE ALL OF THE
FOLLOWING INFORMATION:

1. A detailed description of the corrective action
taken or planned to correct the deficiency.

2. Address the measures that will be put in place to
ensure the deficiency does not reoccur.

3. Indicate how the facility plans to monitor future
performance to ensure solutions are sustained.

4. Identify who is responsible for the corrective
actions and monitoring of compliance.

5. The actual or proposed date for completion of the
remedy.

The West Wind Village was constructed at four
different times. The original building was built in
1962, is 1-story, with a basement, and was
determined to be of a Type V (111) construction
because of wood found in parts of the roof system
and an outside storage room that was added to the
southeast of the East Wing. In 1972 additions were
constructed to the west and east of the original
building. They are 1-story, without a basement, and
were determined to be Type II (000) construction. In
1976 an addition was built to the northwest of the
original building; it is 1 story without a basement
and was determined to be Type II (000) construction.
In 1999 a secured unit was added to the northwest
addition and is 1-story without a basement and was
determined to be Type II(000). The building is divided
into 6 smoke zones on the main floor. West Wing
Pod addition 02 of West Wind Village Care Center
consists of a 2015 building addition and is one-story
in height, has no basement, is fully fire sprinkler
protected, and was determined to be of Type II (000)
construction.

The facility is fully fire sprinkler protected and also
has a fire alarm system with smoke detection in the
corridors and spaces open to the corridors which is
monitored for automatic fire department notification.

The facility has a capacity of 45 beds and had a
census of 42 at the time of the survey.

The requirements at 42 CFR, Subpart 483.70(a), are
NOT MET as evidenced by:

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)
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K0222 On 5/7/26, the delayed egress door in Loher Lane
was adjusted to open at 15-seconds as indicated on
the sign posted.

Egress Doors

Doors in a required means of egress shall not be
equipped with a latch or a lock that requires the use
of a tool or key from the egress side unless using
one of the following special locking arrangements:

CLINICAL NEEDS OR SECURITY THREAT LOCKING

The egress door in Loher Lane will be inspected
monthly for 3 months and reported to the Quality
Assurance Performance Improvement Committee for
review. If there are no continuing issues, doors will
then be inspected during the regular inspection audit
that takes place annually.

Where special locking arrangements for the clinical
security needs of the patient are used, only one
locking device shall be permitted on each door and
provisions shall be made for the rapid removal of
occupants by: remote control of locks; keying of all
locks or keys carried by staff at all times; or other
such reliable means available to the staff at all
times.

Environmental Services and or designee is

responsible for corrective action, monitoring and
compliance with delayed egress doors.

18.2.2.2.5.1, 18.2.2.2.6, 19.2.2.2.5.1, 19.2.2.2.6

SPECIAL NEEDS LOCKING ARRANGEMENTS

Where special locking arrangements for the safety
needs of the patient are used, all of the Clinical or
Security Locking requirements are being met. In
addition, the locks must be electrical locks that fail
safely so as to release upon loss of power to the
device; the building is protected by a supervised
automatic sprinkler system and the locked space is
protected by a complete smoke detection system (or
is constantly monitored at an attended location
within the locked space); and both the sprinkler and
detection systems are arranged to unlock the doors
upon activation.

18.2.2.2.5.2, 19.2.2.2.5.2, TIA 12-4

DELAYED-EGRESS LOCKING ARRANGEMENTS

Approved, listed delayed-egress locking systems
installed in accordance with 7.2.1.6.1 shall be
permitted on door assemblies serving low and
ordinary hazard contents in buildings protected
throughout by an approved, supervised automatic
fire detection system or an approved, supervised
automatic sprinkler system.

18.2.2.2.4, 19.2.2.2.4

ACCESS-CONTROLLED EGRESS LOCKING
ARRANGEMENTS

Access-Controlled Egress Door assemblies installed
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in accordance with 7.2.1.6.2 shall be permitted.

18.2.2.2.4, 19.2.2.2.4

K0222

ELEVATOR LOBBY EXIT ACCESS LOCKING
ARRANGEMENTS

Elevator lobby exit access door locking in
accordance with 7.2.1.6.3 shall be permitted on door
assemblies in buildings protected throughout by an
approved, supervised automatic fire detection
system and an approved, supervised automatic
sprinkler system.

18.2.2.2.4, 19.2.2.2.4

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain delayed egress doors per NFPA
101 (2012 edition), Life Safety Code, sections
19.2.2.2.4, and 7.2.1.6.1.1(3). This deficient finding
could have an isolated impact on residents within
the facility.

Findings include:

On 05/07/2026 at 12:01 PM, it was revealed by
observation that the delayed egress door in Loher
Lane has a sign on it indicating that it will open in
15-seconds, but when the door was tested it opened
at 30-seconds.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE
APPROPRIATE DEFICIENCY)

K0321
SS = D
Bldg. 01

Hazardous Areas - Enclosure

CFR(s): NFPA 101

Hazardous Areas - Enclosure

Hazardous areas are protected by a fire barrier
having 1-hour fire resistance rating (with 3/4 hour
fire rated doors) or an automatic fire extinguishing
system in accordance with 8.7.1 or 19.3.5.9. When
the approved automatic fire extinguishing system
option is used, the areas shall be separated from
other spaces by smoke resisting partitions and
doors in accordance with 8.4. Doors shall be
self-closing or automatic-closing and permitted to
have nonrated or field-applied protective plates that
do not exceed 48 inches from the bottom of the
door.

Describe the floor and zone locations of hazardous

K0321 On 5/7/26, the door for the Soiled Utility Room in
Pacific Lane was adjusted to positively latch when
closed using the self-closing device.

The Soiled Utility Room door in Pacific Lane will be
inspected monthly for 3 months and reported to the
Quality Assurance Performance Improvement
Committee for review. If there are no continuing
issues, doors will then be inspected during the
regular inspection audit that takes place annually.

Environmental Services and or designee is

responsible for corrective action, monitoring and
compliance with positively latching doors.
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areas that are deficient in REMARKS.

19.3.2.1, 19.3.5.9

K0321
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Area Automatic Sprinkler Separation N/A

a. Boiler and Fuel-Fired Heater Rooms

b. Laundries (larger than 100 square feet)

c. Repair, Maintenance, and Paint Shops

d. Soiled Linen Rooms (exceeding 64 gallons)

e. Trash Collection Rooms

(exceeding 64 gallons)

f. Combustible Storage Rooms/Spaces

(over 50 square feet)

g. Laboratories (if classified as Severe

Hazard - see K322)

This STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain hazardous area enclosures per
NFPA 101 (2012 edition), Life Safety Code, sections
19.3.2.1, and 19.3.6.3.5. This deficient finding could
have an isolated impact on residents within the
facility.

Findings include:

On 05/07/2026 at 12:09 PM, it was revealed by
observation that the door for the Soiled Utility Room
in Pacific Lane did not positively latch when closed
using the self-closing device.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.

Sprinkler System - Maintenance and Testing

CFR(s): NFPA 101

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.

K0353 On 5/7/26, the sprinkler head escutcheon plate in
the Wells Park Clean Linen Room was restored.

The sprinkler head escutcheon plate in the Wells
Park Clean Linen Room will be inspected monthly
for 3 months and reported to the Quality Assurance
Performance Improvement Committee for review. If
there are no continuing issues, sprinkler heads will
be
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Records of system design, maintenance, inspection
and testing are maintained in a secure location and
readily available.
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K0353 Continued from page 5

inspected during the regular inspection audit that
takes place semi-annually.

a) Date sprinkler system last checked
_____________________ Environmental Services and or designee is

b) Who provided system test
____________________________

responsible for corrective action, monitoring and
compliance with sprinkler heads.

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 STANDARD is NOT MET as evidenced by:

Based on observation and staff interview, the facility
failed to maintain fire sprinkler systems per NFPA
101 (2012 edition), Life Safety Code, section 9.7.5,
and NFPA 25 (2011 edition), Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems, section
5.2.1.1.1. This deficient finding could have an
isolated impact on residents within the facility.

Findings include:

On 05/07/2026 at 12:19 PM, it was revealed by
observation that the sprinkler head in the Wells Park
Clean Linen Room was missing an escutcheon plate.

An interview with the Maintenance Director verified
this deficient finding at the time of discovery.
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