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INITIAL COMMENTS

This visit was for a recertification survey of an
Ambulatory Surgery Center.

Facility Number: 002769

Survey Date: 08/14/2023 and 8/23/23

QA: 8/21/23
ENVIRONMENT
CFR(s): 416.44

The ASC must have a safe and sanitary environment,
properly constructed, equipped, and maintained to
protect the health and safety of patients.

This CONDITION is NOT MET as evidenced by:

Based on record review and interview, the facility

failed to ensure the documentation for the annual

testing of all devices connected to 1 of 1 fire alarm
system was complete and accurate, failed to ensure 1 of
1 fire alarm system was maintained in accordance with
9.6.1.3 and failed to provide documentation for the
testing of 1 of 1 Emergency Power Standby System in
accordance with NFPA 110, Standard for Emergency and
Standby Power Systems, Section 8.4.9, as required by
NFPA 99 Health Care Facilities Code, Section
6.4.1.1.6.1...

The cumulative effect of these systemic problems
limited the facilities ability to ensure it provided
care in a safe environment.

SAFETY FROM FIRE

CFR(s): 416.44(b)(1)-(3)

(b) Standard: Safety from fire. (1) Except as otherwise
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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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provided in this section, the ASC must meet the

provisions applicable to Ambulatory Health Care
Occupancies, regardless of the number of patients

served, and must proceed in accordance with the Life
Safety Code (NFPA 101 and Tentative Interim Amendments
TIA 12-1, TIA 12-2, TIA 12-3, and TIA 12-4).

(2) In consideration of a recommendation by the State
survey agency or Accrediting Organization or at the
discretion of the Secretary, may waive, for periods
deemed appropriate, specific provisions of the Life
Safety Code, which would result in unreasonable
hardship upon an ASC, but only if the waiver will not
adversely affect the health and safety of the patients.

(3) The provisions of the Life Safety Code do not apply
in a State if CMS finds that a fire and safety code
imposed by State law adequately protects patients in an
ASC.

This STANDARD is NOT MET as evidenced by:

1. Based on record review and interview, the facility
failed to ensure the documentation for the annual
testing of all devices connected to 1 of 1 fire alarm
system was complete and accurate. NFPA 72, National
Fire Alarm Code, the 2010 Edition, at 14.6.2.4 requires
a record of all inspections, testing, and maintenance
shall be provided that includes the following
information regarding tests and all the applicable
information requested in Figure 14.6.2.4:

(1) Date

(2) Test frequency

(3) Name of property

(4) Address

(5) Name of person performing inspection, maintenance,
tests, or combination thereof, and affiliation,

business address, and telephone number

(6) Name, address, and representative of approving
agency (ies)

(7) Designation of the detector(s) tested
(8) Functional test of detectors

(9)*Functional test of required sequence of operations
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(10) Check of all smoke detectors

(11) Loop resistance for all fixed-temperature,
line-type heat detectors

(12) Functional test of mass notification system
control units

(13) Functional test of signal transmission to mass
notification systems

(14) Functional test of ability of mass notification
system to silence fire alarm notification appliances

(15) Tests of intelligibility of mass notification
system speakers

(16) Other tests as required by the equipment
manufacturer's published instructions

(17) Other tests as required by the authority having
jurisdiction

(18) Signatures of tester and approved authority
representative

(29) Disposition of problems identified during test
(e.g., system owner notified, problem
corrected/successfully retested, device abandoned in
place)

This deficient practice could affect all occupants in
the facility.

2. Based on record review and interview, the facility
failed to ensure 1 of 1 fire alarm system was
maintained in accordance with 9.6.1.3. LSC 9.6.1.3
requires a fire alarm system to be installed, tested,

and maintained in accordance with NFPA 70, National
Electrical Code and NFPA 72, National Fire Alarm Code.
NFPA 72, 7-3.2 requires testing shall be performed in
accordance with the Table 14.4.5 Testing Frequencies.
NFPA 72, 14.4.5.3.1 states sensitivity shall be checked
within 1 year after installation. NFPA 72, 14.4.5.3.2
states sensitivity shall be checked every alternate

year thereafter unless otherwise permitted by
compliance with 14.4.5.3.3. NFPA 72, 14.4.5.3.5 states
smoke detectors or smoke alarms found to have a
sensitivity outside the listed and marked sensitivity
range shall be cleaned and recalibrated or be replaced.

Findings include:
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#1 Based on record review on 08/23/23 between 9:30 a.m.

and 2:15 p.m. with the DON and Assistant DON present,
the most recent four quarterly fire alarm system
inspection/testing reports, which also included the
annual fire alarm system inspection/testing report
dated 08/18/22, 11/22/22, 02/23/23 and 05/23/23, only
included the visual inspection and functional testing

of 21 of the facility's 25 smoke detectors. The smoke
detectors in the two OR's and two Post Op smoke
detectors were not included as being inspected/tested
during any of the four most recent fire alarm system
inspections. This was acknowledged by the DON and
Assistant DON at the time of record review.

This finding was reviewed with the DON and Assistant
DON during the exit conference.

Findings include:

#2 Based on record review on 08/23/23 between 9:30 a.m.

and 2:15 p.m. with the DON and Assistant DON present,
there was no smoke detector sensitivity test available
for review for 25 of 25 smoke detectors. Based on
interview at the time of record review, the DON
confirmed no documentation for smoke detector
sensitivity was available for review.

This finding was reviewed with the DON and Assistant
DON during the exit conference.

EMERGENCY EQUIPMENT

CFR(s): 416.44(d)

(d) Standard: Emergency equipment. The ASC medical
staff and governing body of the ASC coordinates,
develops, and revises ASC policies and procedures to
specify the types of emergency equipment required for

use in the ASC's operating room. The equipment must
meet the following requirements:

(1) Be immediately available for use during emergency
situations.

(2) Be appropriate for the facility's patient
population.

(3) Be maintained by appropriate personnel.

This STANDARD is NOT MET as evidenced by:
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Based on record review and interview, the facility

failed to provide documentation for the testing of 1 of

1 Emergency Power Standby System in accordance with
NFPA 110, Standard for Emergency and Standby Power
Systems, Section 8.4.9, as required by NFPA 99 Health
Care Facilities Code, Section 6.4.1.1.6.1. NFPA 110
Section 8.4.9 states that all Level 1 Emergency Power
Systems shall be tested at least once within every

three years. Where the assigned class is greater than 4
hours, it shall be permitted to terminate the test

after 4 hours. NFPA 99 Section 6.4.1.1.6.1 states that
Type 1 and Type 2 essential electrical system power
sources shall be classified at Type 10, Class X, Level

1 generator sets. This deficient practice could affect

all occupants in the facility.

Findings include:

Based on record review on 08/23/23 between 9:30 a.m.
and 2:15 p.m. with the DON and Assistant DON present,
the facility could not provide documentation of a four
hour test of the emergency generator within the past 36
months for the emergency generator. This was confirmed
by the DON at the time of record review.

This finding was reviewed with the DON and Assistant
DON during the exit conference.
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