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Based on an Emergency Preparedness Survey 

completed on January 7, 2025, at Homewood at 

Plum Creek, it was determined there were no 

deficiencies identified with the requirements of 42 

CFR 483.73.
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Component 01

B, C, D Buildings and Chapel

Based on a Medicare/Medicaid Recertification 

Survey completed on January 7, 2025, it was 

determined that Homewood at Plum Creek was not 

in compliance with the following requirements of the 

Life Safety Code for an existing 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 structure, without a basement, which is fully 

sprinklered.
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NFPA 101 Sprinkler System - Maintenance and Testing

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. Records of system 

design, maintenance, inspection and testing are maintained 

in a secure location and readily available. 

  a) Date sprinkler system last checked   

_____________________

  b) Who provided system test  

____________________________

  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 REQUIREMENT is not met as evidenced by:

Completion 

Date:

02/07/2025

Status:

APPROVED

Date:

01/22/2025

The enclosed plan of correction set 

forth in these documents does not 

constitute admission or agreement 

by the provider of the truth of the 

facts alleged or concluded set forth 

in the statement of deficiencies. The 

plan of correction is prepared and or 

executed solely because it is 

required by the provision of Federal 

and State law.

1. What systematic changes will be 

put in place to ensure that the 

deficiency does not recur, and how 

the corrective action(s) will be 

monitored. 

The sprinkler head escutcheon was 

placed onto the sprinkler heads 

located closest to the corridor door, 

within the Care South Country 

Kitchen and in the corridor outside 

Resident Room C-148 on 1.7.2025. 

Maintenance Director completed a 

full inspection and did not identify 

any further sprinkler/escutcheon 

concerns. Education was provided 

on 1.7.25 - 1.17.25 by NHA and 

Maintenance Director on the proper 
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maintenance and importance of the 

sprinkler system specifically the 

escutcheons being intact at all times.   

2. What quality assurance program 

will be put into place, and the dates 

when corrective actions will be 

complete.

Action plan #455 was initiated.  

Audits will be done monthly X3 then 

quarterly by the Maintenance 

Director.  The Maintenance Director 

will then report the findings to the 

QA Committee quarterly to ensure 

compliance with this regulation.  The 

corrective action will be completed 

by 2.7.25.
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Based on observation and interview, it was 

determined the facility failed to maintain hardware 

components of the complete automatic sprinkler 

protection system, affecting one of seven smoke 

compartments within the component.

Findings include:

1.  Observation on January 7, 2025, at 11:15 AM, 

revealed the sprinkler head located closest to the 

corridor door, within the Care South Country 

Kitchen, was missing an escutcheon.

Interview with the Administrator on January 7, 

2025, at 11:15 AM, confirmed the sprinkler was 

missing an escutcheon.

2.  Observation on January 7, 2025, at 11:33 AM, 

revealed the sprinkler head located within the 

corridor, outside Resident Room C-148, was 

missing an escutcheon.
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Interview with the Administrator on January 7, 

2025, at 11:33 AM, confirmed the sprinkler was 

missing an escutcheon.
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