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“Submission of this response
F 312 483.25(a)(3) ADL CARE PROVIDED FOR F 312 to the Statement of
g5=p | DEPENDENT RESIDENTS i Deficiencies by the

A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oraf hygiene.

This REQUIREMENT is not met as evidenced
by:

- Based upon record review, observations and
| staff interviews the facility failed to provide oenail

care for one {1} of two {2} dependent residents
requiring toenail care. (Residentd 7}

The findings include:

Resident # 7 was originally admitted to the facility

i on 11/6/06 and was readmitted on 6/12/11, with

diagnoses inciuding Late effect Infracranial injury.

: Hemiplegia, Edema, Benign Hypertension, Long

term use of anticoagulant, Rehabilitation and
Diabetes Mellitus 1. Review of the most recent
Quarterly Minimum Data Set (MDS) dated

1211012 revealed Resident # 7's cognition was

intact, She required extensive to total assistance
in the majority of areas of activities of daily living.
She was independent in feeding herself after sel

up.

Review of Resident # 7's Care Plan in the area of

activities of daily living was last updated on

12/10/12. The Care Plan read in part, "Resident
requires extensive lo total assist with activities of
daily living refated to generatized weakness and

| lefi sided hemiplegia. Resident is not able to

reach lower extremities or dressibathe right side

undersigned does not

require correction”.

Onsight Podiatry on
trimmed and feet were

weeks.

{o ensure nails were

assistants were in-serviced

. by Unit Manager on
1 identifying and reporting

constitute an admission that
the deficiencies existed and/or
were correctly cited and/or

Resident #7 was seen by
03/18/2013. Toenails were

inspected. Followuping

92 of 92 resident’s feet were
examined by Unit Managers

appropriate length and feet in
satisfactory condition on
| 03/29/2013. 81 out of 92
’ resident’s were satisfactory.
The other 11 residents are

; scheduled to be seen a
" podiatry clinic on 09/0‘7 /3.

' Nurses and certified nursing

, |

LABEWATORY DIRECTOR'S OR PR

&

. R REPRESENTATIVE'S SIGNATURE

CypA

AMNSTr £~

Any deficiency statement endi with an asterisk (@] depé’tes a deficiency which the institution may be excused from correcting providing it is determined that
cther safeguards provide sufficient protection to the patisnts . {See instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14

days following the date these documenis a

program participation.

415113
/]

e o the facility, if deficiencies are citad, an approved plan of correction is requisits to continued
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s . - - T
c 31 issues with resident's feet on |
Continued From page 1 F 312 . , :
fompage 1 . 04/01/2013, New hires will be |
of her body." The goalin the area of activities of d i . ] 5
daily living, read, "Resident will maintain or educated during orientation :
improve current activities of daily living status | process to ensure continuity
: -wnhout gwdence of decline wn'th Uﬁe of _ | of care and compEiance_
¢ interventions through next review." Interventions
i in the area of activities of daily living included, , Foot | ] . i &
i "Setting up washing apparatus and supplies and i ot inspection audits will be
| have resident attempt to wash her face, Assist as conducted by Director of
E needed. Provide daily care and care as needed. Nursing and/or Unit Manager
i Encourage resident to assist as tolerated. Finger th A
i nails and toe nails checked and cleanad." ree times a week for ten
1 residents for four weeks then
Review of a Nursing Note dated 8/17/12 at 10:50
‘ monthly fo
| PM, read in part, "Resident observed with sore y r thrge .months_ :
" on her rignt great toe whils being cleaned and : These audits will include the :
 changed for the night. Resident complained of | entire foot. :
- pain when in condact with anything or touched. ! ]
+ Area cleaned with normal saline and medical i These results wi
) . . ! S Wi
* doctor notified. Order raceived to starl bactroban. | . il be bFOL:lght
 No signs or symptoms of infection noted.” into monthly QA&A meeting
5 and reviewed.
| A Nursing Note dated 8/22/13 read in part,
| "Residant started on doxycychine for ingrown ;
| . . . '] ‘ k v
| toenail and infection. : ié/? [5
| | .
Review of a doctor's telephone order dated i
12131112 read, "{Diabetic} Podiatry Consult-Nail |
Care." { g
Review of a Quarterly Interdisciplinary
Assessmant dated 2/10/13, revealed nothing was i
i checked under the area of foot problems and : \
care. |
Review of a facility weekly skin check-Resident
record sheet dated February 7th through
February 28ih revealed no mention of the
condition of Resident# 7's toenails.
|
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On 3/11/13 at 4:00 PM an observation was made
i of Resident # 7's toenails on her left foot.

" Resident # 7 had 2 half shoe on her left foot

; which exposed her toes. The lefi great toenail

| was thick and appeared to have been cut. Other
nails on her tefl foot appeared to be a quarter of
an inch long and curlad over the nail bed of each
toe. The resident had a shoe on her right foot and
no observation was made of toe nails on the

; resident's right foot.

i On 3/12/13 at 4:45 PM, an observation was made
of Resident # 7's left foot and toe nails.

| The toenails were in the same condition as the

' previcus day, the left great toenail was thick and
had been cut and the other four toenails were

‘ about a quarter of an inch long and curled over

i the nail bed of each toe. Resident # 7 had a shoe

on her right foot, therefore her right foot was nat

observed.

During an interview on 3/13/13 at 9:05 AM,
1 Nursing Assistant # 4 revealed she had worked
with Resident # 7 since December of last year.
She staied she assisted Resident # 7 with
bathing, dressing, combing her hair and Resident
# 7 completed her mouth care. NA# 4 said
Resident # 7 could feed herself after her maeal
tray was set up, She stated she transferred
Resident # 7 ilto her wheelchair with a
mechanicai lift. NA# 4 reveafed Resident # 7
. could wash her face, She stated Resident # 7
could {urn with assistance in bed, from left to right
but not from right to feft. In reference to nail care,
INA# 4 stated she cleaned Resident # 7's nails
and her family member cut her nails. NA# 4
revealed that if Resident # 7's toenails were too
\
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long and needed o be cut she would lef the nurse
know to put her name on the list to see the
Poditatrist.

i During an interview on 3/13/13 at 10:15 AM, the
Director of Nursing (DON) explained that a
doctor's order written in December for a Podiatry
Consuit was for Resident # 7 to be added to a list
I'to be seen by a Podiatrist on March 18th.

During an interview on 3/13/13 11:15AM, Staff
: Nurse# 1 revealed Nursing Assistants cleaned
| Resident # 7' s nails. She stated Resident # 7
| had not requesled her nails be cut or trimmed.
f Staff Nurse # 1 explained the podiatrist cut or

- trimmed Resident # 7' 5 toenails.

During an and observation of Resident # 7's
toenails on 3/13/13 at 2:15 PM, NA# 4 was
! present during the observation. Resident # 7's
i toenails on her right foot appeared to be a quarter
of an inch fong. The great toe and toenail on
- Resident # 7's right foot curled over to the
second toe. The toe nall on the resident's great
toe appeared to be longer than the other nails on
her toes. The toenails on Resident # 7's left foot
remained the same, the great toe nail appeared
{o be cut and the toe nails on her other tces
curled over the nail bed of each toe,

Duwring an interview and observation of Resident #
7's toe nails with the DON on 3/13/13 ai 2:30 PM,
! she explained that with the condition of Resident
# 7's feet and because she was diabefic, they
woutld have a podialrist cut her toenails. She

| stated Resident # 7's toenails were in bad
condition and if she had known about it, it might
have been possible {o have getlen a podiatry

|
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Continued From page 4
appointment earlier.

i During another interview on 3/13/13 at 2:40 PM,
i the DON revealed Resident # 7 nor her family

member never mentioned anything or complained
about the resident’s toenails. She revealed it was
the first ime she had heard anything about
Resident # 7's toenails being an issus. The DON
revealed Resident # 7 want to the podiatrist for an
infected toenail in August, 2012. She stated the
resident returned for a follow-up visit in
September, 2012, and she revealed that by that
time the resident's toe had healed by then. The
Director of Nursing stated Nursing staff do skin
assessments weekly. She stated the condition of
Resident # 7's toenails had not been mentioned
to her and if she had known it was an issue she
could have sent the resident out to a podiatrist.
The DON reveated Resident # 7's Nursing
Assistant while assisting with her care should
have reported the condition of the resident's
toenails.

483.25{m)(2) RESIDENTS FREE OF
SIGNIFICANT MED ERRORS

The facility must ensure that residents are free of
! any significant medication errors.

This REQUIREMENT is not met as evidenced
by:

Based on ebsearvation, record review and staff
interviews, the facility failed to ensure that
residents were free of significant medication

“errors for 1 {Resident #22) of 11 residents
observed during medication administration by

failing to identify the correct type of insuin to be

administered to the resident. The findings include:

F312

F 333

|
|
|
i
|
|
|
I

i

“Subimission of this response
to the Statement of
Deficiencies by the
undersigned does not
constitute an admission that
the deficiencies existed andfor
were correctly cited andfor
require correction”.
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- Resident #22 was admittad to the facility on

03/13/06 and had diagnoses that included
Diabetes Mellitus.

" A ceview of the monthly physician’s orders dated

March 2013 for Resident #22 revealed an order
to check a finger slick blood sugar before meals
and at badtime and to administer the following:
"Humulog 100 units/mi {milliliter) sliding scale
insulin: Blood sugar - {minus) 150, then divide by
20 = {equals} # (number) of units of insulin to
inject.”

. Areview of the resident's Medication

Administration Record (MAR}) for March 2013

- revealed an order to do a finger stick blood sugar
i before meals and at bedtime and to administer
! the following: " Humuiog 100 units/ml {millifiter)

sliding scale insulin; Btood sugar - {minus} 150,
then divide by 20 = (equals) # {number) of units of
insulin to inject.

On 03/12/13 at 11:58 AM, Nurse #1 was

- observed to check a fingerstick blood sugar on

Resident #22. The Nurse was observed to do the
above calculation and stated that the resident
would need to receive 3 units of Humulog lnsubin.
Nurse #1 was observed to look in the medication
cart for the Humutog Insulin but was unable o
find the insulin for Resident #22. The Nurse

! stated that she would check to see if the resident

had a bottle of Humulog Insulin in the refrigerator
and if not would get a bottle from the E-Kit
{Emergency Kit). The nurse returned with g bottie
that read: " Bumulog 75/25 MEX. " The nurse

“ was cbserved to draw up 3 units of insulin from

[

the bottle, put the hottle in a drawer of the

X4 1B SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ®s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE bate
| DEFICIENCY)
1]
. Resident #22 received a new
F 333 | Centinued From page 5 F 333

|
|

bottle of insulin that
afternoon. Nurse #1 was
educated on different
insulin's, usage, side effects
and administration by
Director of Nursing on
03/29/2013.

Any resident receiving insulin
had the potential of being
affected by this alleged
deficient practice.

Licensed nurses will be
educated by Medipack
Pharmacist on the different
types of insulin, there usage,
side effects and
administration on
04/02/2013. New hired
licensed nurses will be
educated on same
information during the
orientation process by i
Director of Nursing and/or
Staff Development i
Coordinator. i
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F 333 Continued From page &

-

w

&
e

e | Medication administration :
medication cgrl. cilosed the MAR and tgrned fo j | audits will be performed by |
enter the resident ' s room with the syringe of i . .

insulin. The nurse was stopped and asked to ! ‘ observmg insulin

recheck the bottle of insulin. The nurse removed : administration by Director of
a bottle of Humulog 75/25 Mix Insulin from the | : :

medication cart and looked at the bottle. The ‘ NUFS'”_Q or Unit Manager
nurse was asked what the 75/25 Mix was and the ' ! three times a week for four
Nurse stated: " is Humulog Insulin. " The . weeks and then monthly for
nurse then stated that she would go and ask [ four months

another nurse. Murse #1 was observed lo ask the ! )

wound care nurse about the insulin. The Wound i '

Care Nurse slated that the 75/256 mix was a : ; These results will be brought
fonger acting insulin mixed with a shorier acting ‘ into monthly QA&A meeting
insulin,

| and reviewed.

; According to the manufacturer, Humulog Insulin : : |

_is a blood glucose-lowering agent with a rapid \ ; V 7 5
onset and a short duration of action and should | ! |

be given within 15 minutes before or immediately | : :

after a meal. Humulog 75/25 MIX is a ]

combination of a short acting insulin combined !

with an insulin that has a prolonged action that : l

peaks in 30-240 minutes after dosing. I

On G3/M12/13 at 12:21 PM, Nurse #1 stated in an
- interview that she thought that the Humulog 75/25 i

mix was the same as Humulog Insulin. The Nurse :
stated: " The botile said Humulog. ™

The Director of Nursing (DON) stated in an

| interview on 03/13/13 at 2:25 PM that Nurse #1
was a new nurse. The DON stated that she
needed to do inservices with the nurses 1o ensure
they understood the differences between the

! insudins. ;
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 364
55=0 | PALATABLE/PREFER TEMP

I
| . . |
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| Each resident receives and the facility provides
food prepared by methods that conserve nutritive
value, flavor, and appearance; and focd that is

| patatable, attractive, and at the proper

| temperature.

%

This REQUIREMENT is not met as evidenced

i by:

| Basedon chservations and staff interviews the

! facility failed to provide food prepared in 2 form to

: meet the needs of residents receiving puree

- diels.

|

‘ The undated Facility Foad Service Policy reads
| as foilows: " Pelicy: the facility provides and each
| resident receives food that is:
' *prepared by methods that conserve nutritive
. value, flavor and appearance.
: *palatable, attractive and at the proper
i temperature and
*prepared in a form designed to meet individual
" neads. "

: The Academy of Nutritton and Dietetics defines a
Puree diet as, a diet consisting of foods that are

Pureed foods prepared in advance are he
; consistency of pudding or moist mashed
polatoes, "

. During an observation on 3/11/13 at 12:10 PM,

- residents in the small dining room were observed
eating pureed meals. The puree hot dog, hot dog
bun, green vegetable and baked beans was
cbserved to be runny with a thin consistency with
foods fouching on the plate.

easy to swallow. Food should be “ pudding like. "

STATEMENT OF DEFICIEMCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
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T !
F 364 | Continued From page 7 F 364! Submission of this response

fo the Statement of

| Deficiencies by the
undersigned does riot
constitute an admission that
the deficiencies existed and/for
were correctly cited andfor
require correction”. ;
At the time of the alleged 5
deficient practice was found,
present dietary staff were in-
sefviced at that time on
following puree recipe to
ensure correct consistency.

found to have potential to be
affected by the deficient
practice.

31 of 92 residents were

j After the alleged deficient

| practice was found, dietary

 staff was in-serviced on

| proper preparation of puree

I foods per the recipes. Newly ¢

" hired dietary staff will be
educated on puree recipes
upon hire during orientation.
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F 384 | Continued From page 8 : Fae4| The dietary manager wif
During a kitchen observation on 3/12/13 at 12:07 : ! observe the puree food
| PM the cook was observed plating up food. The ' pefore served to residents for
f cook was observed to plate up a puree meal onto | . k for 4 weeks
- a divided plate and hand to staff that covered the | 3 times a week tor '
plate and placed into the meal cart. The cook i then 1 time a week for 3
then plated up two puree meals onto dinner | . months to ensure proper
plates and handed to staff that covered the plate : .
and placed into the meal cart. The puree beef | l consistency.
pot pie and yellow squash was observed to be i ! ]
| runny with a thin consistency with foods touching { These results will be
; on the plate. The puree bread and ma;h pf}tato : | reviewed in the QA & A
+ was observed to have a smooth, pudding like : K
- consistency. _ meeting monthly.
. During an interview on 3/12/13 at 12:13 Pi the g 7 /3
i cook indicated she had foilowed the facility recipe
! for puree food.
r During an inferview on 3/12/13 a1 12:14 PM the
Dietary Manager stated, " I expect the puree food
to look right and staff to foliow the recipe. 1 will do ‘
an In-Service right after the meal. " | i
‘ : |
‘ |
i \
| ‘ |
|
1
| |
| | I
|
I
i
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DEPARTMENT OF MEALTH AND HUMAN SERVICES . FORMARRROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES yaY DOMBING, 09360397
STATEMENT OF DEFICIENCIES {%%) PROVIDER/SUPPLIERICLIA {42) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CDRRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BULDING D] e éP}ET £
CONSTRUCTION 2t
. 348400 B, WING - 04172013
NAJE OF PROVIDER OR SUPPLIER STREET ADERESS, CITY, STATE, ZIP CODE
5200 LITCHFORD ROAD
LITCHFORD FALLS HEALTHCARE RALEIGH, NG 27615
MMAR SFICIENGIES PROVIDER'S PLAN OF CORREGTION 05
éﬁsﬁsg& m@é’aassc?%ﬁé’?ﬁﬁi‘}'s‘f? EEO gs?é:czntg'u BY FULL pn‘é’m {EACH CORREGTIVE AGTION SHOULD BE GOVPLETON
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAG GROGS-REFERENCED TO THE APPROPRIATE ATE
DEFICIENGY)
K 000 | INITIAL COMMENT'S K 600 .
This Lifs Safely Code(L.SC) survey was
conducied as per The Cbde of Federal Reglster
at 42CFR 483.70ta); usihg the 2000 Existing
Health Care section of the L8C ant its referenced
publications. This buliding Is Type I (111)
gonstruction, one story, with a complate
aulomatic sprinkler systom. Kol2
The deficlencles determined during the survey The ¢eiling exhaust fans in the soiled linen *
are as follows; And the bio-hazard rooms are protectad 5 1-19
K 042 | NFPA 101 LIFE SAFETY CODE STANDARD K 012 With fire dampers To meet NFPA 101 -
50 Buliting construction type and helght meets one standards, As furthor inspected by
K eats Progressive HVAC, UL listed Fire dampers
of the follawing. 18,1.6.2, 18.1.6.3, 18.1.8.4, With Fused kinks are present,
18.3.5.1
Noted ceiling exhaust fans will
Be photographed with the covers off
For easier future inspections, - )
This STANDARD Is not met as svidenced by
A. Based on observation an 04/17/2013 there The problera will not re-occur as dampers
ware ungprotactad celling exhaust fans inthe are permanent fixtures and maintenance
soflad iinen and the bio-hakard rooms. Will keep a copy of the pictures in the
42 CFR 488,70 (a) Maintenancs log book.
K 028| NFPA 101 LIFE SAFETY CODE STANDARD K 02g
=0 Photographs of the vents wil] be included

One hour fire rated construction (with 34 hour
fire-rated doors) or an approved autamatic fira
extinguishing system In accordancs with 8.4.1
andfor 16.3.6.4 protects hazardous areas, When
the approved automatic fire extinguishing systam
optien Is usad, the areas are separated from
ofiier spaces by smoke resisting partiions and
doors. Doors are self-clasing and non-rated or
field-appiied protestive plates that do nol exceed
48 inches from the bottam of the door are
permitied.  18.3.2.1

In with the monthly QA mesting for fiturs
Reference if needed.

:Vent dampers and fans wers inspected on
April 30 2013 by the HVAC company

And photographs were taken with the covess
Off May 192013,

Any dal
other safequards provide sulficlent protection to th
{ollowing ihe data of survey whethar or net a plan ol :
days following Ihe date thess doguments are made avaifabla to {he facliity. IFde

program participation.

ficleney statement

Logo £ ATORY DIRECTORS W REPRESENTATIVE'S SIGNATURE NG
XHOA J% VST "

anding with an asterisk () denotos a deficiency whish the institation may be sxcused from comacting providing 1t Is ded
g patients, (§se inefractions.) Except for nursing homes, the findings stalad bove are disciofable 83 days
bove findings and plans of corection are dsclosable 14

foomention s pravided. For nursing homes, the a
14 requisiie to continved

flalencles are cited, an approved plan of comection

insd fnat

EY Y

Y

FORM GMS-2687(02-57) Previous Versions Obuolete

Evant ID:YKB 121

Facifty ID; 9207863

1f contiruation sheot Pags 4 of 2

-~




PRINTED, 04/22(2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM APPROVED ,
CENTERS FOR MEDICARE & MEDICAID SERVICES GMB NO, 0938-0381 :

STATEMGNT OF DEFICIENCIES (%4} PROVIGER/SUPPLIER/CLIA {%2) MULTIPLE GONSTRUOTION (X3) DATE SURVEY

AND PLAN OF CORREGTION IDERTIFIGATION HUMBER: A BUILDING 01 - MAIN BUILEING 01 COMPLETED

345400 B, WING 417129313
HARIS OF PROVIDER OR SUPPLIER STREET APDRESS, OITY, STATE, ZIP CODE
: 5209 LITGHFORD ROAD g

LITCHFOR
ITCHFORD FALLS HEALTHCARE RALEIGH, NG 27615 . i
o1 1D SUMMARY STATEMENT OF DERICIENGIES D PROVIDER'S FLAN OF CORREGTION 5 g
PREFIX {EAGH DEFICIENGY MUST BE PRECEDES BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION i
TAG REGULATORY OFt LSO IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENDY) ‘
K 028 | Confinued Frorn page * 1 020 K 029 5173
A .

- The dry storage room door in the
* Kitchen witl no tonger be propped i

. open.
This STANDARD Is notmet as evidenced by
A Based on observation on 04/17/2013 the door © ATl facility doors with seif closure
ta the dry storage room In the kiichen was . Devices will be checked weekly at i
propped open. i Random by the maintenance direstor Lo
B. Across from the resldents parsonal supply ' “T'o ensiire none are propped open., |

only a tweniy (20) minute door , Thig room must . . . .
have at loast a 374 hour solf closing door, The dietary staff will be in-serviced
C. The Activitles Room is greater than 100 ¢q, by the maintenance director to ensure .
fust and storing a large amount of combustables They understand the dogr can rot be

and must hava a closer on the door. Propped open

42 CFR 483.70 (a) '
The safety commiitee will check door a

On monthly inspeciions and document
Status of door on the dietary inspection
form, This will be reported  ~

Atthe monthly QA meeting for six _
wonths, ' .

room is a gas flred water heater in a room with : : -
|
|
|
|
|

The distary staff will be in-serviced by
May (752013,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
: FORM AP
GCENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. E}Qgg%\fgzg
STATEMENT OF DEFICIENGIES (41) PROVIDER/SUPPLIER/CLIA MULTIPLE O
AND PLAN OF CORREGTION IDBATIFIGATION NUNBRER: ){i&;umus 0% - gﬁ;f :f,ﬁg?m o1 mﬁ)é’g;%fg%fy
- 3484909 &, WING 0472013
NAMIE OF PROVIDER OR SUPFLIER STREET ADDRESS, OITY, STATE, ZIP GODE
LITCHFORD FALLS HEALTHGARE §200 LITCHFORD ROAD
RALEIGH, NG 27815 .
(44 [0 SUMMARY STATEMENT OF DEFICIENOIES ) PROVIDER'S
Subei | (EACHDEFICIENGY MUST OF PRECEDED BY FULL PREFX e e AGTON AioUD B¢ | cosfianon
TAG REGUEATORY OR LSG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY
K.029
1028 ] Continued From page 1 ioze| B 507
: Acrbss from the residents personal -3
Supply room, the gas fired water heater
Room door was replaced witha % bhour
- Fire rated Self closing door. N
This STANDARD Is not met as evikienced by: )
A Based on obsorvation on 04/17/2013 the door " Maintenance director will check all other
1o the dry slorage reom [ the kitchen was ~ water heater reom doors {0 verify the
propped opa. proper Doors are installed, and correct if
B. Acvoss from the resldents personal supply Sy
i’eL’;m 1 a gas Tired waler healer in a room with )
only a twenty {20) minute door . This room st ; : -t : ;
have at least a 3/4 hour salf closing door, The maintenance director 1w:il be in-serviced
C. The Activiiles Room Is greater than 100 sq, By the administratoer on'{\F.Pfd\ 101 Life .
fest and storing a largs amount of combustables Safety Code Standard pertaining to One
and must have a oloser on the deon Hour fire rated Construction
42 CFR 483,70 (8) _ ( with % fire rated doors)
. All water heater voom doors will be
| Checked Monthly by the maintenance director
_ to Ensure compliance and proper operatiort.
" Administrator will in-service the maintenance
Director by May 1772013, ?
t
¥ 029
c. %'%'B
The activity room door has been modified
to Include a self closing Device.
All spaces greater than 100 square feet will
Be Checked for targe amounts of combustibles.
A Self closure device will be instailed if
needed.
" The monthly safety commitiee will include
FORM EMS-2837(0269) Pravious Yorsiong Obsolele Evant |Ex YKB121 o Inspections of any spaces used for storage W‘

And if 2 self closing device is peeded, it
Will be installed. .

The findings of the safety committee will
Be Reported at the monthly QA meeting
for six Months.

Self closurs was installed on the activity
Room door April 307 2013,

R




