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Based on an Emergency Preparedness Survey completed

on December 16, 2025, at Willowbrooke Court Skilled Care
Center at Normandy Farms Estates, it was determined there
were no deficiencies identified with the requirements of 42
CFR 483.73.
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Facility ID# 142502
Component 01
Main Building

Based on a Medicare/Medicaid Recertification Survey
completed on December 16, 2025, it was determined that
Willowbrooke Court Skilled Care Center at Normandy
Farms Estates was not in compliance with the following
requirements of the Life Safety Code for an existing
Nursing health care occupancy. Compliance with the
National Fire Protection Association' s Life Safety Code is
required by 42 CFR 483.90(a).

This is a one-story, Type V (111), protected wood frame
building, that is fully sprinklered.
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Continued from page 1

NFPA 101 Means of Egress - General

Means of Egress - General

Aisles, passageways, corridors, exit discharges, exit
locations, and accesses are in accordance with Chapter 7,
and the means of egress is continuously maintained free of
all obstructions to full use in case of emergency, unless
modified by 18/19.2.2 through 18/19.2.11.
18.2.1,19.2.1,7.1.10.1

This REQUIREMENT is not met as evidenced by:

K 0211

Preparation and/or execution of this
plan of correction does not
constitute admission or agreement
by the providers of the truth of the
facts alleged or conclusions set forth
in the statement of deficiencies. The
plan of correction is prepared solely
as a matter of compliance with
federal and state law.

A temporary sign was put on the
door and a permanent sign ordered
and installed.

An inspection of doors exiting the
egress path was done and no others
entering an enclosed area was
without appropriate signage. Weekly
random inspections of doors will be
conducted by the Maintenance
Director/designee for the next 6
weeks.

Results of the inspections will be
reported to the Quality Assurance
Performance Improvement (QAPI)
Steering Commiittee in January for
further recommendation.

Completion
Date:
12/19/2025
Status:
APPROVED
Date:
01/13/2026
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egress, affecting one of five smoke zones.

"Not an Exit", Ivy Wing South Living Room.

confirmed the missing signage.

Based on observations and interview, it was determined
the facility failed to ensure there were no obstructions to

1. Observation on December 16, 2025, at 12:00 p.m.,
revealed a door leading to an enclosed courtyard that
could be mistaken for an exit and lacked signage indicating

Interview at the exit conference with the Administrator and
Maintenance Director on December 16, 2025, at 1:00 p.m.,
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