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A Life Safety Cade survey was conducted by Healthcare
Licensing and Surveys on 04/13/2025.

Requirements for Ambulatory Surgical Centers, Section
CFR 416.44(b), except as otherwise provided in this
section, Building A must meet the applicable provisions
of the 2012 Edition of the Life Safety Code, Existing
Ambulatory Health Care, of the National Fire Protection
Assaciation. Building B must meet the applicable
provisions of the 2012 Edilion of the Life Safety Code,
New Ambulatory Health Gare, of the National Fire
Protection Association.

Building A was a single story building with a basement
of type V(111)} construction buill in 1978, with an OR
addition built in 1995. A second addition with a
supervised, aulomatic wet sprinkier system was
constructed in 1898. The entire facility was equipped
with a zoned fire alarm system. The licensed and
certified portion of the building was separated from
the remainder of the non-sprinklered portions by
fire-rated construction.

Building B was a single story huilding of type I (000)
construction equipped with a supervised, automatic wet
sprinkler system, and a zoned fire alarm system
constructed in 2019. The findings that follaw
demonstrate noncomnpliance with 42 CFR 416.44,
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In response Lo K0353:

I. Summit Fire Protection has provided the
scheduled quarterly/annual inspection dates so
that PRJC can also track scheduling and verify
inspections have been compleled successi ully.
2. PBIC verilied with Summit Fire Protection
that the facility quarterly inspections have been
updated in their system since their merger with
Front Range Fire Protection {(performed

{6353 Sprinkler Syslem - Maintenance and Testing K0353 quarterly inspections prior to the merger).

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, Tesling, and
Maintaining of Waler-based Fire Protection Systems,
Records of system design, mainlenance, inspection and
testing are maintained in a secure location and readily
available.

a) Date sprinkler system last checked

3. Summit Fire Protection will reach out fo
PBJC with a copy of each quarterly inspection
so the inspections logs can be kept updated.

4. PBIC will communicate directly  witl
Summit Fire Protcction for all scheduling 10
ensure no future inspections are missed.

5. Summit Fire Protection performed an onsitc
inspection on 4/[4/26 and the results have been
added to the log®Yhe water supply sourcc is
Cily.

6. This is assigned to the Direcior of Facilities
to monitor and verify compliance.
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Wy deficiency statement ending with an asterisk (*) denctes a deficiency which the institution ma

y be excused from correcting providing it is determined that other

ifeguards provide sufficient protection ta the patients. (See reverse for further instructions.) Except for faursing homes, the findings stated above are disclosable 90
s following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosabie 14 days

llowing the date these documents are made avallable to the faciiity. If deficiencies are cited, an approved plan of co

irticipation.

rrection is requisite to continued program
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b) Who provided system test

¢) Water syslem supply saurce

Provide in REMARKS information on coverage for any
nen-required or partial automatic sprinkler system.

9.7.5,9.7.7, 9.7.8, and NFFA 25
This STANDARD is NOT MET as evidenced by:

Based on document review, abservation, and staff
interview, the facility failed to maintain and test

sprinkler systems in accordance with the 2012 NFPA 101,
Life Safety Code, and the 2011 NFRA 25, Standard for
the Inspection, Testing, and Maintenance of Water-Based
Fire Protection Systems. Failure to maintain and test
sprinkler systems as required may inhibit the ability

of the system to respond to a fire, which may lead to
injury or death in an emergency, The deficiencies were
noted in documentation, and were also observed in one
{1) of multiple areas with slorage, and could impact

all staff, residents, and visitors in the area of

observation. The findings were:

Observation on 04/13/2026 at 11:54 AM in the laundry
room revealed boxes stored on tap of laundry equipment.
These boxes were located less than 18 inches below the
overhead sprinkler defleclor, resulting in an

obslruction lo water fiow. A minimum of 18 inchos must
be maintained below all sprinkler deflectors to prevent
ebstructions to the coverage area.

Interview with facility maintenance staff althe time
of observation confirmed the deficiency, and indicated
he was aware of the requiremenl.

Interview with the facility's direclor of nursing at
the lime of exit confirmed the deficiency.

REF: 2011 NFPA 25, Section 5.2.1.2.

Document review on 04/13/2026 starting at 10:30 AM
revealed that the facility failed to perform quarterly
testing and inspections of the sprinkler system, Review
Identified that quarterly tesling of dry systems had

been performed in February and August of 2025, as wel)
as February of 2026. No additional testing
dacumentation was pravided. These systems must be
tesled at least quarterly to ensure praper systam
operation.

In response to K0353 cont.

1. The hoxes on lop of the laundry equipment
was found to belong to the physical therapy
department. The Director of Faciljties and ASC
Director notified the Dircctor of Physical
Therapy of the deliciency.

2, The items identificd during the inspection
were removed on 4/V§/26.

3. Random audits will, be performed once a
week x 4 weeks. then once a month x 3 months,
IT failure of compliance is identified, audits will
continue as deemed necessary until compliance
is reached, This is assigned to the Clinical
Education Coardinator.

4. Results of the audits will be reposted to the
QAPI committee,
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Continued from page 2

Interview with facility maintenance staff at the time
of observation confirmed that documentation was
unavailable. Additional post-survey coordination
between the facility and their contractor confirmed
that these tests were not performed. The facility
maintenance staff indicated that he was aware of the
requirement,

Interview with the director of nursing at the time of
exit confirmed the deficiency.

REF: 2011 NFPA 25, Table 5.1,1.2
Electrical Systems - Bssential Electric Syste
CFR(s): NFPA 101

Electrical Systems - Essential Electric System
Maintenance and Tesling

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 aurtng the monthly tesl, a process shall be

pravided to annually confirm this capabilily 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 wee kly, exercised under
load 30 minutes 12 times a year in 20-40 day intervals,
and exercised once every 36 months for four continuous
hours. Scheduled test under oad conditions include a
complete simulated cold start and automatic or manual
transfer of all EES loads, and are conducted by
competent personnel. Maintenance and tesling of stored
energy power sources (Type 3 EES) are in accordance
with NFPA 111. Main and feeder circuit breakers ara
inspected annuaily, and & program for periodically
exercising the components is established according to
manufacturer requirements. Written records of
mainlenance and testing are maintained and readily
available. EES electrical panels and circuits are

marked and readily identifiable. 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 98), NFPA 110, NFPA 111,
700.10 (NFPA 70)

This STANDARD is NOT MET as evidenced by:

Based on document review and staff interview, the

K0353

K0918

In response to KO918:

L. PBJIC has instiwted 2 preventative
maintenance  schedule for  the lesting of
emergency power source main and feeder
cireuit breakers.

2. A licensed electrical contractor will perform
the required system testing as outlined by
WEPA 110 6L ANDUNEMA AB4 standards,

3. The initial testing will be completed before
3715/26 and bascd on the results of the
inspection. a schedule of routine testing will be
outlined (semi-annually or annually) and
implemented for future scheduling.

4. The eleetrician will submit inspection results
to the Director of Facilitics and they will be
added to the current logs.

5. This is assigned to the Director of Facilities
to monitor and verify compliance,
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facility failed to implement emergency power system
inspection, testing, and maintenance requirements found
in the 2012 Edition of NFPA 99, Health Care Facilities
Code. The deficiency affected all emergency power
systems. Failure to provide the required inspection,
testing, and maintenance of emergency power systems
could lead o injury or death for all staff and

patients in the event of electrical system failure

during an emergency. The findings were:

Document review on 04/13/2026 starting at 10;15 AM
revealed the facility’s emergency power systems were

not tested and maintained in accordance with 2010 NFPA
110, Standard for Emergency and Standby Power Systems,
and the 2012 NFPA 99, Health Care Facifities Code.
Document review revealed the facility failed to provide
evidence of the following:

Annual testing and maintenance for essential electrical
system feeders and breakers, The facility failed to
provide evidence that a program for periodicaliy
exercising the components had been established in
accordance with the manulacturer's recommandations.

Interview with the facility maintenance staif at the

time of observation confirmed that documentation was
nat available. He also indicated thal he was aware of
the requircment.

Interview with the director of nursing at the time of
exit confirmed te deficiency.

Electrical Equipment - Testing and Maintenanc
CFR(s): NFPA 101

Etectrical 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
perfoermed 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 consisling
of several electrical appliances demonstrates
compliance with NFPA 99 as a complete system. Service
manvals, 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 maintsnance.
Electrical equipment instructions and maintenance

K0918

K0921
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manuals are readily available, and salely labels and
condensed operating instructions on the appliance are

Blidg. 01 legible. A record of electrical equipment tests,
repairs, and modifications is maintained for a period in response to K0921:
of time to demonstrate compliance in accordance with I. Agrecment with vendor, HSS Security LLC.,
the facility's policy. Personnel responsible for the finalized 4/9/26. Vendor will provide PM
testing, maintenance and use of electrical appliances service.  labor, and lesting on PCREE
receiva continuous training. cquipment quarterly, with the initial testing

completed by 5/22/26.
2. This is assigned to the ASC Director to
manitor and ensure compliance,

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:

Based on document review and staff interview, the

facility faited to test and maintain the Patient Care

Related Electrical Equipment (PCREE] in accordance with
the 2012 NFPA 99, Health Care Facilities Code. Fajlure

te properly test and maintain PCREE could result in a
failure of equipment, resuiting in injury or death. The
deficiency affected all PCREE within the facility, and

could affect all patients that utilize the equipment.

The findings were;

Dacument review on 04/13/2026 starting at 9:45 AM
revealed that no documentation was available at the
time of the survey to demonstrate testing of PCREE
equipment as required. The physical integrity,
resistance, leakage current, and touch current tests
shall be tesled before equipment is putin to use, or
annually, as necessary.

Interview with the facility maintenance slaff at the
time of observation confirmed the deficiency, and
confirmed that documentation was not readily available.

Interview with the direclor of nursing al the time of
exil confirmed the deficiency.

REF: 2012 NFPA 99, Section 10.3
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An Emergency preparedness Survey was conducted by
Healthcare Licensing and Surveys on 04/13/2026. The
findings thal follow demonstrate noncompliance with 42
CFR 483.73.
E0004 Develop EP Plan, Review and Update Annually E0004

CFR(s): 416.54(a)

§403.748(a). §416.54(a), §418.113(a), §441.184(a),
§460.84(a), §482.15(a), §483.73(a), §463.475(a),
§484.102(a). §485.68(a), §485.542(a), §485.625(2),
§485.727(a), §485.920(a), §486.360(s), §491.12{a),
§494.62(z).

The [facility] must comply wilh all applicable Federal,

State and local emergency preparsdness requirements.

The [facility] must develop establish and maintain a
comprehensive emergency preparedness program that meets
the requirements of this section. The emergency
preparedness program must include, but rot be limited

to, the following elements:

(a) Emergency Plan. The [facility] must develop and
maintain an emergency preparedness plan that must be
[reviewed], and updated at ieast every 2 years, Tha
plan must do all of the following:

* [For hospitals at §482.15 and CAHs al §485.625(a))
Emergency Plan. The [hospital ar CAH] must comply with
all applicable Federal, State, and local emergency
preparedness requirements. The [hospital or CAH] must
develop and maintain a comprehensive emergency
preparedness program that meets the requiremenis of
this scction, utilizing an all-hazards approach,

* [For LTC Facilities at §483.73(a):] Emergency Plan,

The LTC facility must develop and maintain an emergency
preparedness plan that must be reviewed. ang updaled at
leasl annually.

In response to EQ004:

1. The Emergency Preparedness Plan will be
updated by 5/22/26. and annually thereafter.
This is assigned 10 the ASC Director.

2. The Emergency Preparedness Plan will
reported to the QAPI Commitice annually.

1y deficiency statement ending with an asterisk (") denotes a defi
feguards provide sutiicient profection to the patients. (See revers
s following the date of survey whether or not a plan of correction is provided. For nursing ho
llowing the date these documents are made available to the facility. If deficiencies are cited, &
irficipation.

ciency which the institution ma
e for further instructions,) Exc

v be excused from carrecting providing it is determined (hat other
ept for nursing homes, the findings stated above are disclosable 80
mes, the above findings and plans of correction are disclosable 14 days
n approved plan of correction is requisite to continued program
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EQ004 Continued from page 1

* [For ESRD Facilities at §494 £2(a):] Emergency Plan.
The ESRD facility must develop and maintain an
emergency preparedness plan that must be [evaluated],
and updated at least every 2 years,

This STANDARD is NOT MET as evidenced by:

Based on document review and staff interview, the
facility failed to maintain and update the Emergency
Preparedness Plan (EPP) on an annual basis in
accordance with 42 CFR 483.73. Failure fo update the
EPP as recuired could lead to out-of-date information
andlor policies, which may inhibit the facility's

ability to respond during an emergency, leading o
injury or death. The findings were:

Document review of the Emergency Preparedness Plan
(EPP) on 04/13/2026 starting al 9:45 AM revealed (hat

the pian had not been updated within the past 12

months. Review identified that updates had occurred in
2022 and 2024, but not in 2025. The EPP must be updated
on an annual basis,

Interview with Lhe director of nursing at the time of
the observation confirmed the deficiency, and indicated
she was aware of the raquirement.

Interview with the director of nursing a the time of
exit confirmed the deficiency.

0023 Pelicies/Procedures for Medical Documentation
CFR(s): 416.54(b)(4)

§403.748(0)(5). §416.54(b)(4), §418.113(bY(3),
§441.184(b)(5), §460.84(b)(6), §482.15()(5),
§483.73(b)(5), §483.475(b)(5), §484.102(b)(4),
§485.88(b)(3), §485.542(b)(5), §455.625(h)(5),
§485.727(b)(3), §485.920(b)(4), §486.360(b)(2),
§491.12(b)(3), §494.62(b)(4).

[{b) Policies and procedures. The [facilities] must

develop and implement emergency preparedness policies
and praocedures, based on the emergency plan set torth
in paragraph (a) of this section, risk assessment at
paragraph (a){1) of this section, and the communication
plan at paragraph (c) of this section. The policies and
pracedures must be reviewed and updated at least every
2 years [annually for LTC facilities]. At a mirimum,

E0004

E0023
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E0023 Continued from page 2 E0023
the policies and procedures must address the
foliowing:]

{(5) or (3),(4){6)] A system of medical dacumentation
that presarves patient information, protecls
confidentiality of patient information, and secures and
maintains availability of records.

"[For RNHCls at §403.748(b) and REHs at §485.542(b):]
Policies and procedures. (5} A system of care
documentation that does the following:

(i) Preserves patient information.

(ii) Protects confidentiality of patient information,
In response to E0023:

(iii) Secures and maintains the avaitability of 1. The Emergency Preparedness Plan will be
records, updated to include policies and procedures
regarding medical documentation, by 5/22/26.
. This is assigned to the ASC Director.

*[For OPOs at §486.360(b):) Policies and procedures. 2. The Emcrgency Preparedness Plan will be

{2) A s_ystem of redical dc:_r:urneme}uan that preserves reviewed and reported o the QAP Committee
potential and actual donor information, protects

confidentiality of potenlial and actual danos annually.
informatian, and secures and maintains the availability
of records.

This STANDARD is NOT MET as evidenced by:

Based on document review and staff Interview, the
facility failed to maintain policies and procedures for
medical dacuments as a part of the Emergency
Preparedness Plan, Failure to maintain policies as
required could limit the facility's ability to preserve
patient information. protect confidentiality, and
maintain availability of records during an emergency.
The findings were:

Document review of the Emergency Preparedness Plan
(EPP) on 04/13/2026 starting at 9:45 AM revealed that
the facility could nat provide policies and procedures
regarding medical decumentation.

Interview with the direclor of nursing al the time of
observation confirmed the deficiancy, and indicated she
was nol aware of the requirement.

Interview with the director of nursing at the time of
exit confirmed the defisiency,

3028 Roles Under a Waiver Declared by Secretary E0026
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CFR(s): 416.54(b)(6)

§403.748(b)(8), §416.54(b)(6), §418.113(b)(6)(C)v),
§441.184(b)(8), §460.84(b)(9), §482.15(b)(8),
§483.73(b)(8), §483.475(b)(8), §485.542(b)(7),
§485.625(b)(8), §485.920(b)(7), §494.62(b)(7).

[(b) Policies and procedures. The [facilities) must

develop and implement emergency preparedness policies
and procedures, based on the emergency plan sel forth
in paragraph (a} of this section, rigk assessmenlt at
paragraph (a)(1) of this section, and the communication
plan at paragraph (c) of this section. The palicies and
procedures must be reviewed and updated af least every
2 years [annually for LTC facilities], At a minimum,

the policies and procadures must address the

following:)

(8) [(8). (B)(C){iv). (7). or (8)] The rele of the

[facilily) under a waiver declared by the Secretary, in
accordance with section 1135 of the Act, in the
provision of care and treatment at an alternate care
site identified by emergency management officials.

“[For RNHCIs at §403.748(b):] Policies and pracedures.
(8) The role of the RNHCI under a waiver declarad by
the Secrelary, in accordzance with section 1135 of Act,
in the provision of care at an alternative Care site
Identified by emergency management officials.

This STANDARD is NOT MET as evidenced by:

Based on document review and staff interview, the
facility failed to develop or maintain policies
regarding the role of the facility under a waiver
declared by the secretary. Failure to maintain these
policies as required could inhibit the facility's
response in accordarnce with Section 1135 of the Act,
regarding provisions of care and treatment at an
alternale care site as identified by emergency
management officials. The findings were:

Document review on 04/13/2026 starling at 8:45 AM of
the Emergency Preparedness Plan revealed thal no policy
wads available to demonstrate applicable procedures in
accordance with an 1135 waiver as declared by the
Secretary.

Interview with the director of nursing at the lime of
observation confirmed the deficiency, and indicated she
was unaware of the requirement.

In response to E0026:

. The Emergency Preparedness Plan will be
updated to include a policy regarding the role
of the facility under a waiver declared by the
sceretary. by 5/22/26. This is ussigned to the
ASC Director.

2. The Emergency Preparedness Plan will be
reviewed and reported to the QAP Commitice
annually.
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Interview with the director of nursing at the time of
exit confirmed the deficiency.

Names and Contact Infnrmatina
CFR(s): 416.54(c)(1)

§403.748(c)(1), §416.54(c)(1), §418.113(c)(1),
§441.184(c)(1). §460.84(c)(1), §482.15(c)(1),
§483.73(c)(1), §483.475(c)(1), §484.102(c)(1),
§485.68(c)(1). §485.542(c)(1), §485.625(c) (1),
§485.727(c)(1). §485.920(c)(1), §486.360(c)(1),
§491.12(c)(1), §494.62(c)(1).

({c) The [facility must develop and maintain an

emergency preparedness communication pian that complies

with Federal, State and local |aws and must be reviewed
and updated at least every 2 years |annually for LTC
facilities). The cormmunication plan must include ail of
the following:]

(1) Names and contact information for the following:

(i) Staff.

(ii} Entities providing services under arrangement.

(ii}) Patients’ physicians

(iv) Other [facilities].

{(v) Volunteers.

*[For Hospitals at §482.15(c) and CAHs at §485.625(c)]
The communication plan myst include al! of the:
following:

{1) Names and contact information for the following:

(i) Staff.

(i} Entities providing services under arrangement.

{iif) Patients’ physiclans

(iv) Other [hospitals and CAHs].

(v) Volunteers.

E0026

Eousu
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“[For RNHCIs at §403.748(c):] The communication plan
must in¢lude all of the following:

(1) Names and contac! information for the following:

(i) Staft.

(i) Entities providing services under arrangement.

(iii) Next of kin, guardian. or custodian.

(v} Other RNHCIs.

(v) Valunteers.

*[For ASCs at §416.45(c):] The communication plan must
include all of the following:

{1} Names and contact information for the following:

(i) Staff.

{ii) Entities providing services under arrangement.

(iii) Patients’ physicians.

(iv) Volunteers.

“[For Hospices at §418.113(¢):] The communication plan
must include all of the following:

(1) Names and conlact information far the following;

(i) Hospice employees.

(i} Entities providing services under arrangernent,

(iii} Patients' physicians.

{iv) Other hospices.

“[For HHAs at §484.102(c)) The communication pian must
include all of the following:

(1) Names and contact information for the following:

(i) Staft.

(ii) Entitics providing services under arrangement.

(iti) Patients' physicians.
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(iv) Volunteers,

include all of the following;

(i) Staff

(i} Volunteers.

(iv) Other OPOs.

Donation Service Area (DSA).

*[For OPOs at §486.360(c):] The cammunication plan must

(2) Names and contact information for the following:

(ii) Entities providing services under arrangement,

{v) Transplant and donor hospitals in the OPO's

E0030

In response to E0030:

I. The Emergency Preparedness Plan will be
updated to include comtact information for
patient’s physicians, by 5/22/26. This is
assigned o the ASC Director.

2. The Emergency Preparedness Plan will be
reviewed and reported to the QAPI Commitiee

0032

This STANDARD is NOT MET as evidenced by:

Based on dacument review and staif interview, the
facility failed to develop and maintain contact
information as applicable to their Emergency
Preparedness Plan (EPP). Failure io maintain EPP
contact information may inhibit the facility's ability

lo communicate affectively during an emergency. The
findings were:

Document review on 04/13/2026 starting at 9:45 AM of

the Emergency Preparedness Plan (EPP) revealed that the
plan included contact information for staff. entities

providing services under contract, and emergency

officials, but did not include contact information for

the patient's physicians, The facility was relying on

the abiily to Google this informalion as needed, but

this process may not be available during an emergency.

Interview with the director of nursing at the time of
abservation confirmed the deficiency, and indicated she
was aware of the regquirement.

Interview with the director of nursing at the time of
exit confirmed the deficiency.

Primary/Alternate Means for Communication
CFR(s}: 416.54(c)(3)

§403.748(c)(3), §416.54(c)(3), §418.1 13(c)(3),
§441.184(c)3), §460.84(c)(3), §482.15(c)(3),

§483.73(c)(3), §483.475(c)(3), §484.102(c)(3),
§485.68(c)(3), §485.542(c)(3). §485.625(c)(3).

E0032

annually.
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E0032 Continued from page 7 E0032
§485.727(c)(3), §485.920(c)(3), §486.360(c)(3),
§491.12(c)(3). §494.62(c)(3).

[(c) The [facility] must develop and maintain an

emergency preparedness communication plan that complies
with Federal, State and lacal laws and must be reviewed
and updated al least every 2 years [annually for LTC
facilities). The communication plan must include all of

the following;

(3) Primary and alternate means for communicating with

the following: In response to E0032:

) . I. The Emergeney Preparedness Plan will be
(i) [Facility] staff updated to include a policy or procedure for
i) Federal, State, tribal, regional, and focal primary and alternatc communication methods,
{ii) Federal, State, tribal, regional, and foca by 5/22/26. This is assigned to the ASC

emergency management agencies. Director

2. The Emergency Preparcdness Plan wili be
“[For ICF/IIDs at §483.475(c)] (3) Primary and reviewed and reported to the QAPI Commitlce

alternate means for cammunicating with the ICE/ID's annually.
staff, Federal, State, tribai, regional, and local
emergency management agencies.

This STANDARD is NOT MET as evidenced by:

Based on document review and staff interview, the

facility failed to develop and maintain policies for

primary and alternate communication methods. Failure to
develop primary and allernate communication methods may
inhibit the facility's ability to communicate with

staff, state, lribal, regional, or local emergency
management agencies during an emergency. The findings
were:

Document review on 04/13/2026 starling at 9:45 AM of

the Emergency Preparedness Plan (EPP) revealed ‘hat the
facility was unable to praduce & policy or procedure
demonstrating the development of a primary and

alternate means of commination.

Interview with the direclor of nursing at the time of
observation confirmed the deficiency, and indicated she
was aware of the requirement.

Interview with the direclor of nursing at the time of
exit confirmed the deficiency.

033 Methods for Sharing Information EGD33

CFR(s): 416.54(c)(4)~(5)
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§403.748(c)(4)-(6), §416.54(c)(4)-(6),
§418.113(c)(4)-(6), §441.184(c){4)-(6),
§460.84(c)(4)-(6), §441.184(c)(4)-(6),
§460.84(c)(4)-(6), §482.15(c)(4)-(6).

§483.73(c)(4)-(6), §483.475(c)(4)-(6),
§484.102(c)(4)-(5), §485.68(c)(4), §485.542(c)(4)-(6).
§485.625(c)(4)-(6), §485.727(c)(4), §485.920(c)(4)-(6),
§491.12(c)(4), §494,62(c)(4)-(8).

[{c) The [facility) must develop and maintain an

emergency preparedness communication plan that complies
with Federal, State and local laws and must be reviewed
and updated at least every 2 years {annually for LTC
facilities]. The communication plan must include all of

the following:

(4) A methad for sharing information and medical
documentation for patients under the [facility's] care,
as necessary, with other heaith providers to maintain
the continuity of care.

(5) A means, in the event of an evacuation. lo release
patient infurmation as permilted under 45 GFR
164.510(b)(1)(ii). [This provision is not required for
HHAs under §484.102(c), CORFs under §4865.68(c)]

(6) [(4) or (5)]A means of providing information about
the general condition and location of palients under
the [facility's] care as permitted under 45 CFR
164.510(b)(4).

*[For RNHCIs at §403.748(c):] (4) A method for sharing
information and care documentation for patients under
the RNMCI's care, as necessary, with care praviders to
maintain the continuity of care, based on the written
election statement made by the patient or his or her
legal representative,

“[For RHCS/FQHCs at §491.1 2(c)] (4) A means of
providing information about the general condition and
location of patients under the facility'’s care as
permitted under 45 CFR 184.510(b)(4).

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

facility failed to develop or maintain methods for
sharing information as required. Failure to do so may

In response to i20033:

l. The Emergency Preparedness Plan will be
updated to include a policy or procedure for
sharing information and mcdical
documentation with other health care providers,
by 5/22/26. This is assigned to the ASC
Director,

2. The Emergency Preparcdness Plan will be
reviewed and reported to the QAPI Committee
annually.
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Continued from page 9

inhibit the facility's ability to share infarmation and
medical docurmnentation for patients under their care
with other providers as necessary during an emergency.
The findings were:

Document review on 04/13/2026 starting at 9:45 AM of

the Emergency Preparedness Plan (EPP) revealed that the

facility was unable to produce a plan demonstrating
policies and procedures for sharing information and
medical documentation with other health care providers,

Interview with the director of nursing at the time of
observalion confirmed the deficiency, and indicated she
was not aware of the requirement.

Interview with the director of nursing at the time of
exit confirmed the deficiency.

{nformation on Occupancy/Needs
CFR({s):416.54(c)(7)

§403.748(c)(7), §416.54(c)(7), §418.113(c)(7)
§441.184(c)(7), §482.15(c)(7), §460.84(c)(7),
§483.73(c)(7). §483.475(c)(7), §484.102(c)(6),
§485.68(c)(5), §485.68(c)(5), §485.727(c)(5),
§485,542(c)(7), §485.625(c)(7), §485.920(c)(7),
§491.12(c)(5). §494.62(c)(7).

i(c) The [facility] must develop and maintain an

emergency preparedness communication plan that complies

with Federal, State and local laws and must be reviewed
and updated al least every 2 years [annually for LTC
facilities). The commuriicalion plan must include all of
the following:

(7) [(5) or (6)] A means of providing information about
the [facility's] occupancy, needs, and ils ability to
provide assistance, to the autharify having

jurisdiction, the Incident Command Center, or designee.

*[For ASCs al 418.54(c)]: (7) A means of providing
information aboul the ASC's nieeds, and its ability to
provide assistance, ta the autharity having

furisdiction, the Incident Command Center, or designee,

"[For Inpatient Hospice at §418.1 13{¢)] (7) A means of
providing information about lhe hospice's inpatient
occupancy, neads, and its ability to provide

assistance, to the authority having jurisdiction, the

E0Q33

E0034
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Incident Command Cenier, or designec.
This STANDARD is NOT MET as evidenced by:
Based on document review and staff interview, the .
facility failed to develop or maintain policies and In response 10 E0034;
procedures for sharing information on occupancy and L. The Emergency Preparcdness Plan will be
needs. Failure lo develop these policies and procedures updated to include a policy or procedure for
as required could inhibit the facility's ability to sharing information on occupancy and needs.
provide infcl_rmatinn nPnneming the facilily's needs, or our ability to provide assistance during an
and U's ability to provide assistance, to the emergencey. by 5/22/26. ‘This is assigned to the
authority having jurisdiction, emergency command ASC Director.
cenlsfr, or a designee during an emergency. The findings 7 The Emergency Preparcdness Plan will be
wers! reviewed and reported to the QAP Committec
Document review on 04/13/2026 starting at 9:45 AM annually.
revealed the facility could not produce 3 policy or
procedurs far sharing information regarding the
facility's needs, or their ability to provide
assistance during an emergency.
Interview with the director of nursing at the time of
abservation confirmed the deficiency, and indicated she
was not aware of the requirement.
Interview with the director of nursing at the time of
exit confirmed the deficiency.
10039 EP Testing Requirements E0039

CFR(s): 416.54(d)(2)

§416.54(d)(2), §418.113(d)(2). §441.184(d)(2),
§460.84(d)(2). §482.15(d)(2), §483.73(d)(2),
§483.475(d)(2). §484.102(c)(2), §485.68(c)(2),
§485.542(d)(2). §485.625(d)(2), §485.727(d)(2),
§485.920(d)(2). §491.12(d)(2), §494.62(d)(2).

*[For ASCs at §416.54, CORFs al §485.68, REHs al

§485.542, OPO, "Organizations" under §485.727, CMHCs at
§485.920, RHCs/FQHCs at §491.12, and ESRD Facilities at

§494.82):

(2) Testing. The [facility) must conduct exercises to
test the emergency plan annually, The [facility) must
do all of the following:

(i) Participate in a full-scale exercise that is
communily-based every 2 years; or

(A) When a community-based exercise is not accessible,
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conduct a facility-based funclional exercise every 2
years, or

{B) IFthe [facility] experiences an actual natural or
man-made emergency that requires activation of the
emergency plan, the [facility] is exempt from engaging
in its next required communily-based or individual,
facility-based funclional exercise following the onset
of the actual évent.

(if) Conducl an additional exercise at least every 2
years, opposite the year the full-scale or functional
exercise under paragraph (d)(2)(i) of this section is
conducted, that may include, but is not limited to the
following:

{A) A second full-scale exercise that is
community-based or individual, facility-based
funclicnai exercise; or

(BY A mock disaster drill; or

(C) A tabletop exercise ar workshop that is led by a
facilitator and includes a group discussion using a
narrated, clinically-relevant emergeney scenario, and a
set of problem statements, directed messages, or
prepared questions designed to chalfenge an emergency
plan,

(iii) Analyze the [facilily's] response to and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the [facility's] emergency
plan, as needer,

“[For Hospices at 418.113(d);]

(2) Testing for hospices that provide care in the
patient's home. The hospice must conduct exercises to
test the emergency plan at least annually. The haspice
must do the following:

(i} Participate in a full-scale exercise {hat is
community based every 2 years; or

(A} When a community based exercise is not accessible,
conduct an individual facility based functional
exercise every 2 years; or

(B} If the hospice experiences a natural or man-made
emergency that requires activation of the emergency
plan, Ihe hospital is exempt from engaging in its next
required full scale community-based exercise ar
individual faciiity-based functional exercise following
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the onset af the emergency event.

(i) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functionat exercise
under paragraph (d)(2)(0) of this section is conducied,
that may include, but is not limited to the following:

(A} A second full-scale exercise that is
community-based or a facility based functional
cxercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or warkshop that is led by a
facilitator and includes = group discussion using a
narraled, clinically-relevant emergency scenario, and a
set of probiem statements, directed messages, ar
prepared questions designed to challenge an emergency
plan.

(3) Testing for hospices that provide inpatient care
directly. The hospice rmust conduct exercises to test

the emergency plan twice per year. The hospice must do
the following:

(i) Participate in an annual full-scale exercise that
is community-based: or

(A) When a community-based exercise Is not accessible,
eonduct an annual individual facility-based functional
exercise; or

{(B) If the hospice experiences a natural or man-made
emargency that requires activation of the emergency
plan, the hospice is exempl from engaging in its next
required full-scale community based or faciity-based
functional exercise following the anset of the
emergency event.

(i} Conduct an additional annual exercise that may
inciude, but is not limited 1o the following:

(A} A second full-scale exercise that is
community-basetd or a facllity based functional
exercise; or

(B} A mock disaster drill: or

{C) A tabletop exercise or workshop led by a

facilitator that includes 2 group discussion using a
narrated, clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or ]
prepared guestions designed to chalienge an emergency

EQ039
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plan,

(ili Analyze the hospice's response 1o and maintain
documentation of all drills, 1abletop exercises, and
emergency avents and revise the hospice's emergency
plan. as needed.

"[For PRFTs at §441.184(d), Hospitals at §482.15(d},
CAHs at §485.625(d);]

(2) Testing. The [PRTF, Haspital, CAH] must conduct
exercises 10 test the emergency plan twice per year.
The [PRTF, Hospital, CAH] musl do the following:

(i) Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or

(B) If the [PRTF, Hospital, GAH] experiences an actual
natural or man-made emergency thal requires activation
of the emergency plan, the [facility] is exempt from
engaging in its next required full-scale community
based or individual, facility-based functional excrcise
following the onset of the emergency event.

(i) Conduct an [additional] annual exercise or and
that may include, but is not limited to the following:

{A) A second full-scale exercise (hat is
community-based or individual, a facility-based
funclional exercise; or

{B} A mock disaster drill; or

(C) A tablelop exercise or workshap that is led by a
facilitator and includes a group discussion, using a
narrated, clinically-relevant emaryency scenario, and a
set of problem statements, direcled messages, or
prepared guestions designed to challenge an emergency
plan,

(ifi) Analyze the [faciiity's] response to ard maintain
documentation of all drills, tabletop exercises, and
emergency events and revise the [facility's] emergency
plan, as necded.

*[For PACE at §460.84{d):]

(2} Testing. The PACE organization must conduct
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exercises to test the emergency plan at feast annually.
The PACE organization must do the following:

(i) Parlicipale in an annual full-scale exercise that
is community-based; ar

{(A) When a community-based exercise is nat accessible,
conduct an annual individual, facility-based functional
exercise; or

{B) If the PACE experiences an actual natural or
man-made emergency that requires activation of the
emergency plan, the PACE is exempl from engaging in its
next required full-scale community based or Individual,
facility-based funclional exercise following the onset

of the emergency evenl.

(ii} Conduc! an additional exercise every 2 years
opposite the year the full-scale or functional exercise
under paragraph (d)(2)(i) of this section is conducted
that may include, but is nol limited to the following:

(A) A second full-scale exercise that is
community-based or individual, a facility based
functional exercise: or

(B) A mock disaster drill; or

(C) A tabletop exercise or workshop that is led by a
facilitator and includes a group discussion, using a
narrated, cfinically-relevant emergency scenario. and a
sel of problem statements, directed messages, or
prepared questions designed to challenge an emergency
plan,

(iii) Analyze the PACE's response 10 and maintain
documentation of all drills, tabletop cxercises, and
emergency events and revise the PACGE's emergency plan,
as needed.

*[For LTC Facilities at §483.73(d):]

(2) The [LTC facility] must conduci exetcises to test
the emergency pian at least twice per year, including
unannounced staff drills using the emergency
precedures. The [L1C facllity, ICF/IID] must do the
following:

(i Participate in an annual full-scale exercise that
is community-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
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exercise,

(B} If the [LTC facility] facility experiences an

actual natural or man-made emergency that requires
activation of the emergency plan, the LTC facility is
exempl from engaging its next required a full-scale
community-based or individual, facility-based
functional exercise following the onset of the
emergency event.

(ii) Conduet an additional annual exercise that may
include, but is not limited 1o the following:

(A) A second full-scale exercise that is
community-based or an individual, facility based
funclional exercise: or

(B} A muck disaster drill; or

(C) Atabletop exercise or workshop that is led by a
facilitator includes a group discussion, using a

narrated, clinically-relevant emergency scenario, and a
set of problem statements, directed messages, or
prepared questions designed to challenge an emergency
plan.

{iii) Analyze the [LTC facility) facility's response to

and maintain documentation of all drilis, tabletop
exercises, and emergency events, and revise the [LTC
facility] facility’s emergency plan, as nesded.

*[For ICFAIDs at §483.475(d)]:

(2) Testing. The ICF/ND must conduct exercises to test
the emergency pian at least twice per year. The iCF/ID
must do the following:

(i) Participate in an annual full-scate exercise that
is community-based:; or

(A} When a community-based exercise is not accessible,
conduct an annual individual, facility-based functional
exercise; or.

(B} If the ICF/IID experiences an actlual natural or
man-made emergency that requires activation of the
emergency plan, the IGF/IID is exempt from engaging in
its next required full-scale community-hased or
individual, facility-based functional exercise

foliowing the onsel of the emergency event,

{ii) Conduct an additionat annual exercise thal may
include, but is not limited to the following:

RM CMS-2567 (02/99) Previous Versions Obsalete Event ID: 22DB26-L 1 Facility 10: WY53C0001006 If continuation sheet Page 16 of 1¢



JEPARTMENT OF HEALTH AND HUMAN SERVICES
ZENTERS FOR MEDICARE & MEDICAID SERVICES

FORM APPROVEL
OMB NQ. 0938-019

AND PLAN OF CORRECTIONS

(X1) PROVIDER/SUPPLIER/CLIA
STATEMENT OF DEFICIENCIES IDENTIFICATION NUMBER:

53C0001006

{X2) MULTIPLE CONSTRUCTION
A.BUILDING

{X3) DATE SURVEY COMPLETED
04/13/2026

B8.WING

NAME OF PROVIDER OR SUPPLIER

Premier Bone and Joint Ambulatory Surgical Center

STREET ADDRESS, CITY, STATE, ZIP CODE
1909 Vista Drive , Laramie, Wyoming, 82070

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING IN FORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
E0039 Continued from page 16 E0039

(A) A second full-scale exercise that is
comrunity-based or an individual, facility-based
functional exercise; or

(B) A mock disaster drill; or

(C) A tabletop exercise or warkshop that is led by a
facilitater and includes a group discussion, using a
narrated, clinicaily-relevant emergency scenario, and a
set of problem statements, directed messages, or
prepared questions designed Io challenge an emergency
plan.

(iii) Analyze the ICFNID's response to and maintain
documentation of all drill, tabletop exercises, and
emergency events, and revise the ICF/ID's emergency
plan, as needed.

*[For HHAs at §484.102]

(d)(2) Testing. The HHA must conduct exercises to test
the emergency plan at

least annually. The HHA must do the following:

(iy Participate in a full-scale exercise that is
cemmunity-based; or

(A) When a community-based exercise is not accessible,
conduct an annual individual, facility-based functionat
exercise every 2 years: or.

(B) If the HHA experiences an actual natural or
man-made emergency that requires activation of the
emergency plan, lhe HMA is exempt from engaging in its
next required full-scale community-based or individual,
facilily based functional exercise following the onsel

of the emergency event.

(i) Conduct an additional exercise every 2 years,
opposite the year the full-scale or functional exercise
under paragraph {d)(2)(i) of his seclion is conducted,
that may include, but is not fimited 1o the following:

{A) A second full-scale exercise that is
community-based or an individual, facility-based
functional exercise; or

(B) A mack disaster drill; or

(C} A tabletop exercise or waorkshop that is led by a
facilitator and includes a group discussion, using a
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narrated, clinically-relevant emergency scenario, and a
set of problem statements. directed messages, or
prepared questions designed to challenge an emergency
plan.

(iii} Analyze the HHA's response 0 and maintain
documentation of all drills, tabletop exercises, and
emergency events, and revise the HHA's emergency plan,
as needed.

*[For OPOs at §486.360]

(d)(2) Testing. The OPO must conduct exercisés o test
the emergency plan. The OPO must do the following:

(i) Conduct a paper-based, tabletop exercise or
workshap al least annually. A tablelop exercise is led

by a facilitator and includes a group discussian, using

a narrated, clinically relevant emergency scenario, and

a set of problem statements, directed messages, or
prepared questions designed to challenge an emergency
plan, If the OPO experiences an actual natural or
man-made emergency that requires activation of the
emergency plan, the OPO is exampt from engaging in its
next required testing exercise following the onset of

the emergency event.

(i) Analyze the OPO's response to and maintain
documentation of all tabletop exercises, and emergerncy
events, and revise the [RNHCI's and OPO's] emergency
plan, as needed.

*[ RNCHIs al §403.748]:

(d)(2) Testing. The RNHCI must conduct exercises to
test the emergency plan. The RNHCI must do the
fallowing:

{i) Conduct a paper-based, tabletop exercise at least
annually. A tabletop exercise is a grou p discussion led
by a facilitator, using a narrated, clinically-relevant
emergency scenario, and a set of prablem statements,
directed messages, or prepared questions designed to
challenge an emergency plan.

(ii) Analyze the RNHCI's response to and maintain
documentation of all tabletop exercises, and emergency
events, and revise the RNHCI's emergency plan, as
needed,

This STANDARD is NOT MET as evidenced by:
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Based on document review and staff interview, the
facility failed to maintain testing of the Emergency
Preparedness Plan (EPP) as required. Failure to conduct
exercises and testing as required couid result in

facility staff being unfamiliar with necessary

procedures, and may inhibit the facility's ability to
respond during an emergency. The findings were;

Document review on 04/13/2026 slarting at 9:45 AM of

the Emergency Preparedness Plan (EPP) revealed that the
facility had performed a ‘abletop exercise in March of
2024. Facilities must perform a full-scale
community-based, ar if unavailable a facility-based,
exercise at least bi-annually. Additionally, facilities

must perform a second exercise that may be an

additional full-scale exercise, or tabletop exercise,

during this same time period.

Interview with the director of nursing at the time of
observation confirmed the deficiency, and indicated
that she was aware of the requirement.

Interview with the director of nursing at the time of
exit confirmed the deficiency.

In response to E0039;

I. Exercises to test the emergency plan will be
performed  annually. including community-
based or facility-based exerciscs every 2 years,
This is assigned to the ASC Director.

2. A mock disaster drill will be completed by
5/22/26.
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