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E 000 Initial Comments E 000

An Emergency Preparedness Survey was
conducted by Healthcare Management Sclutions,
LLC on behalf of the State of Missouri,
Department of Health and Senior Services on
02/12/25. The facility was found to be in
compliance with 42 CFR 483.73.
K 006 INITIAL COMMENTS K 000

A Life Safety Code Survey was conducted by
Healthcare Management Solutions, LLC on
behalf of the State of Misscuri, Department of
Health and Senior Services on 02/12/25 and was
found to be in noncompliance with the
requirements for participation in
Medicare/Medicaid at 42 CFR 483.90(a), Life
Safety from Fire, and the 2012 Edition of the
National Fire Protection Association (NFPA) 101,
Life Safety Code (LSC), Chapter 18 EXISTING
Health Care Occupancy.

Birch Pointe Health and Rehabilitation is a

one-story building built in 2018. It is composed of

Type |l protected canstruction. The facility is

divided intc 11 - smoke zones. The generator

powers 100% of the facility per the Maintenance

Director. The current occupied beds are 110 of

120.
K222 Egress Doors K 222
SS=F CFR(s): NFPA 101

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 cne of the following special locking
arrangements:

CLINICAL NEEDS OR SECURITY THREAT

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTA?GNAT E

TITLE (X6) DATE

- £ J O 1 o

Any deficiency statement ending with an asterisk (*) denotes ncy which the institution mayv be excused from correcting providing it i_s determined that
other safeguards provide sufficient protection to the patie ee instructions.) Except for nursing hemes, the findings siated above are dlscio§able 90 days
following the date of survey whether or not a plan of correction is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. |f deficiencies are ciled, an approved plan of correction is requisite to continued
program participation.
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K 222

Continued From page 1

LOCKING

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.

18:2.2:2.5.1,18:2.2:2.:6; 19:2.2:2:51: 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.

18.2.2252,19.2.2252 TIA12-4
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.
18.2.22.4,19.22.24

ACCESS-CONTROLLED EGRESS LOCKING
ARRANGEMENTS

Access-Controlled Egress Door assemblies

K 222
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Continued From page 2

installed in accordance with 7.2.1.6.2 shall be
permitted.
18.2.2.24,19.2224
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.
18.2.2.24,19.2224
This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to ensure exit doors equipped with delayed
egress had a sign that stated "Push until alarm
sounds door can be opened in 15 seconds" in
accordance with NFPA 101 Life Safety Code
(2012 edition) 7.2.1.6.1.1 (4). This deficient
practice had the potential to affect all 110
residents who resided at the facility.

1. Observations on 02/12/25, from 12:30 P.M. to
3:30 P.M., showed nine out of 11 exit doors with
delayed egress did not have signage attached to
the exit doors stating, "Push until alarm sounds
door can be opened in 15 seconds."

During interviews at the times of the
observations, the Maintenance Director verified
the exit doors were not equipped with the
required signage.

Electrical Systems - Essential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Testing

K 222

K918
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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.
6.4.4,6.54,6.6.4 (NFPA99), NFPA 110, NFPA
111, 700.10 (NFPA 70)

This REQUIREMENT is not met as evidenced
by:

Based on record review and interview, the facility
failed to ensure the facility's emergency generator
was tested monthly in accordance with NFPA 110
Standard for Emergency and Standby Power
Systems (2010 Edition) Section 8.3.7 and 8.3.7.1.

K918
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This deficient practice had the potential to affect
all 110 residents who resided at the facility.

1. Review of the facility's untitied generator
reports dated for the year 2024, provided by the
facility, showed no documented evidence that the
emergency generator's battery was tested
monthly.

During an interview on 02/12/25, at 4:15 P.M., the
Maintenance Director confirmed the monthly
battery tests were not completed.
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K222

The facility has and will continue to ensure Egress Doors —
Delayed-Egress Locking arrangements meet approved, listed
delayed-egress locking systems in accordance with 7.2.1.6.1.

Completed
on
03.30.2025




1. Facility maintenance labeled all Time-Delayed exit doors to
reflect “15 second” delay when door bar is pressed to open
door.

2. Facility Administrator/Designee will initiate education with all
staff, specific to the approved Plan of Correction.

The facility has and will continue to ensure Electrical Systems —
Essential Electric System Maintenance and Testing is
maintained and tested.

1. Facility maintenance supervisor added an emergency Completed
K318 generator battery test (voltage check) to the Emergency on
Power Generator Checklist. This will be completed at a 03.30.2025

minimum of once monthly.

2. Facility Administrator/Designee will initiate education with all
staff, specific to the approved Plan of Correction.

The Administrator signing and dating the first page of the CMS$-2567/State Form is indicating their approval of
the plan of correction being submitted on this form.



