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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETER
A. BUILDING
B. WING
345070 02/17/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
411 8 LASALLE STREET
GRACE HEALTHCARE OF DURHAM
ACE HEAL DURHAM, NC 27705
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES I 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 INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
tong Term Care Facilities {General Health
Survey).
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an aslerisk (*} 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 instruclions.) 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 reguisite to continuad
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
TATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/OLIA {%7) MULTIPLE CONSTRUGTION ]';'. ;4 |{K8) DATE SURVEY
ND PLAN OF GORRECTION IDENTIFICATION NUMBER: e L T |ED 'Ebo,gAPLEren
A BULDING 04 - MARN BUILDING gt 7 7 e L
; i PR
345070 8. WNG._—«—————-MA& 2 § )m) 0310812042
MNAME OF PROVIDER OR SUPPLIER STREET ADDRESS, QITY, STATE, 21 GODE
411 8 LASALLE STREET
GRA EALTHCARE OF DURHAM
RACE HEAL DURHANM, NC 27705
(R4} B i SUMMARY STATEMENT OF DEFICIENCIES - Ip ' PROVIDER'S PLAN OF GORRECTION S T
PREFIX ° {EAGH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE: COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DAYE
i DEFIGIENCY) :
T =T
K 000 1'sls Flun of Correction 18 submitted

i
K000 . INITIAL COMMENTS as regnired under State and Federal i

i : faw. The frellity's submiselon of the

i: This Life Safely Code(L.8C) strvey was : . Plan of Corecetion does not

' conducted as per The Gode of Fedoral Register constitute an admission on the park of
. at 42CFR 483,70(a); using the Exlsting Health the facllity that the findings ¢ited are
| Care sactlon of the LSC and its referenced negurate, that th‘; ﬁ“f:\i“gs “““Sﬁ‘;‘m
| publications, This bullding s Type I construction, a defiolency, or thut the seop®

. geverity dotermination is correct
| one story, with a complete automatic sprinkler Because the feillty malkes no sueh
system.
I

admlssions, (he strtements made in
the Plan of Correction gannot be used
against the facllliy in any gubsequent

——r'he deficlencles determined-during the-SUVEY-—.. -

E

: are as follows: ""'__administrmWE’ﬁiﬁLivlipmuecding.

K 0121 NFPA 101 LIFE SAFETY CODE STANDARD K012 .
§8=0! ! K o1z '
« Bullding construction lyps and helght meels one 1. 'The facility maintenance divector / }
! of the followlng. 19.1.86.2, 19.1.6.3, 19.1.64, acrviced and crulked the pencteation in 1'11(' & ’2—’
19,35.1 , the cviling outslde room number 9 and '
§0 with fire resistent caulking un 3/9/12.

: "the ceulling was re-inspected by the :
1 maintenance direetor vi 03/10/ 11
: 2. I facitity maintenance directos

: , . inspucted all ceiling aveas lo the e
FThis STANDARD Is not met as avidenced by: i : corddors on 03/09/12 to e o
i CFR 483.70(a)

! By observalion on 2/8/12 at approximately noort
! the following building construction type was

| non-compifant, speclilc findings ihclude; the
 penetration In the cetling otitsida room #9 and

1 #£40 does not mest the requlred flre resistance

| rating,

K018 { NFPA 101 LIFE SAFETY GODE STANDARD KO18:
$8=D |
Doors protecting corridor openings In other than
: required enclosures of vertical opsnings, exits, o

* hazardous areas &re substantial doors, such &s
: those constructed of 1%, tnch solld-bonded cors
| wood, of capable of resisting flre for at least 20 .
{ minutes, Doors in sprinklerad bulidings are orly _
. requlred to resist the passage of smoke. Theiels . .
' no Impediment fo the closing of the doors. Doors -

: : :
LABORATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S BIGNATURE TITLE %0} DATE

: Do of Nussorsy” 3/a5k2

5 penciration were noted in the ceilings.
¢ The admintsttor in-serviced the

] maintesance diceetor aad the
1

:

i

1

H

i

i

E

1

swiinteannee depactmunt on 03/09/12
regrding proventive malnteninee andd
ingpection freency of ceilings intepsity.

b e e - - —— T e

=]

Any deficlancy st arl ending with an asteriok {3 ds fles 2 deficlancy which the Instilullon may be axcused from corfec!l% providing i [s determined that
olher safeguards provide suffilent protection to the patients, {Sea Instiucllens.) Except for nursing homes, the findings slated above are disclosable 90 days
follewlng Lhe date of suvey whather or not a plan of correctlon is provided, For nursing hemss, the above {indings and plans of cosraclion ara dlsclosable 14
days following the dale those decuments are made available io the facllity, if deflclencles are clied, an approved plan of corracilon Is raqulsiie lo continued

program partigipation. 9 M
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORNM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENY OF DEFIGIENGIES (%1} PROVIDERISUPPLIER/GLIA {#2) MULTIPLE CONSTRUGTION (xe) DATE LsEuTREwa‘f'

3]

WD PLAN OF CORRECTION [DENTIFICATION NUMBER;

A BUILDING 04 - MAIN BUILDING 01

B WING - 03/08/2012

345070
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZiP CODE
441 5 LASALLF STREET

GRAGE HEALTHGARE OF DURHAM

; H DURHAM, NC 27705

Py SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION P

PREFiK | (EACHDEFICIENOY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULDBE | COMPLETION

TG REGULATORY OR LSC [DENTIFYING INFORMATION) YAG '  GROSS-REFERENCED T% THE APPROPRIATE 1 ONTE
DEFICIENCY}

F]

K 018 Gonfinuied From page 1
. afe providett with a means sultable for keeping
! the door closed, Dutch doors meeting 19.3.8.3.6
"are permilted,  18.3.6.3 :

f Roller latches are prohibited by CMS regulations
+ In all health care facilltles.

4, Al celling areas in the omin cosidont

K 018 will be inspected once weekly for 4
weeks and then monthly for 2 months by
the maintenanee disector to insure no '
penetrations and/or 100 % compliapee

ave noted in the ceilings, 'I'he esults of

this suttit wilt be browght to and ;
roviewsd by the madntenance director in
the monthly Quality Assueance
Performanee Improvement Committes
meeting . “The Quality Assumnce

E Peeformance Improvement Committes
1‘ consists of the Administeator, the
i Dircctor of Nursing, Staff Developmunt

.. Coordigntor, MDS Coordinator,

This STANDARD s not met as evidenced by:
i By observation on 3/8/12 at approximately noor
: the coirldor doors were non-complianl, specific
{ findings Include doors to the dining room and
i storage room af nurses station #1 had gaps
around lhe door hardware,

K 0611 NFPA 101 LIFE SAFETY CODE STANDARD
§8=D |
! A fire alarm system with approved components,
1 devices or equipment Is Installed according to

! oifective warning of fre In any part of the bulldir g, |
Activation of the complete fire alarm system ls by |

I manual fire atarm itiation, automatic detection or-

I axtinguishing systern operation. Pull stations In

| patient slesping areas may be omitted provided |

' that manual pull stations are within 200 feet of

: nurse's stations. Pull stations are focated In the

* path of agress. Electronis or wiitten racords of
tests are avallable. Arellable second source of .
power Is provided, Flre alarn systems are

‘ malntained In accordance with NFPA 72 and

1

; records of malntenance are kept readily available. -

I NFPA 72, Nallonal Flre Alarm Gode, to provide  ©

Adimission Coordinator, Rehabilimtion
Manages, Mudieal Director, Divector of
Soclul Serviees, Unviconmental Services,
Director of Maintenance, Dictary
Manager, und the Activitics Divector,

Kuig

1. ‘The faclity maintensmce divector
instalied Cover and Strilier plates around
the dove bardware o the dining room .
K051 and storsge coom at nurses snetion #1
on 03/10/12,
2. All dooss were inspected by the
. maintensrce divector on 03/ 10712 to
. instiee ne s weve asound the door
i hacdware, No other doors weee fortne
1o he affected.

3. ‘The administtor jun-serviced the
mlntesance director and the
malntcnanee depactment on pa/10/12
reparding preventive mintenancs and
inspection frequency of toos haedware
1o fsuee no gaps eouad the doos.

L
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PRINTED; 03/10/2012

" DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID BERVICES OMB NO, 0938-03¢1
STATEMENT OF D'EEFEIECI.!;N%ES i) PROVIDERISUPPLIERICLIA {(X2) MULTIPLE CONSTRUCTION (Xs)gggﬁfg@gﬁ‘f
AND PLAN OF CORREGTIC IDENTIFICATION NUI H =
F CORR CATION NUMBER ABULDING 01 - MAIN BUILDING 0f
, 345070 . WING 03/08/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
414 5 LASALLE STREET
CAREOF D
GRACE HEALTHCARE OF DURHAM DURHAM, NG 27705
{X4) ID SUMMARY STATEMENT OF DEFICIENGIES T PROVIDER'S PLAN OF CORRECTION [ o)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE | coMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION} TAG GROSS-REFERES’S&%?&&%E APPROPRIATE
: o ]
¥ P40 All door hardware will be inspreted !
. : once aweek Bmes 3 months aad/or 100 ’
K051 ) Continued From page 2. K661 % complinace by the maintenance ;
: There is remote anhunsiation of the flre alarm dizeetor, ‘The nspection results will be
- system {o an approved cehiral station,  18.3.4, brotght to and reviewed monthly in oue
96 . Qualliy Assurance Performance
i Improvement Commlttee by the \
] Maintenance Director, The Quality i
; Amurance Pecformance Improvenment !
; : i Committee consdsks of the Administeator, i
; the Ditector of Nuzsing, Staff !
i l Development Coovdinator, MDS .
i l Coordhnator, Admission Coosdinator, '
l i Rehabilitation Maneger, Medical Pivector, .
: Director of Social Serviees, Bnviconmental |
i I Servlees Dicetsrof Malftenance, Dietry 70— 7 &
1 ‘ Manager, and the Activities Directos, i
This STANDARD Is not met as evidenced by, S ,
E 42 CFR 483.70(a) : K05t . (y o
. By observatlon on 3/8/12 at approximately noon . e ‘ L,
) 1. A cerdificd te o statled 4
' the Fire Alarm Control Panel (FACP) was :1cﬁgm::ltc,-1%22222?&23?3?02/1 /12,
t non-compliant, specliic findings include the FACP The dedicated electelent elecuit voltage
-not wired to a dedicated electrlcal clreult. The - . was tested on 3/14/12, t
! clreult EM1B #4 fabeled fire alarm, when turned . 2. “The Feility andntenance Dircetor on i
: off, will drop power to the FAGP but aiso the 03/ 14/ 12 tested The dediented clectriced
! PP L .
! mechanical smoke dampers outside roomn #9 and circutand when twened off the
310 will close mochanlent dampees owtside wom #Y
; : wiik # 10 closad, i
K 062 . NFPA 101 LIFE SAFETY CODE STANDARD K062 3. 'the dedicated efeetical civeuit will be :
88=D! inspeeted weekly times fisur weeks and '
-; Required aulomatic sprinkler systems are ! then monthly for two months and/or i
! conlinuously maintained in reliabls oparating ! i 100% compliance by the Malptenance )
t conditlon and are Inspected and tested i {  Direcwn , ‘
‘veriodically.  19.7.8, 4,12, NEPA 13, NFPA | | 4 The nspection wsults will be brought o |
06, 0.7.5 i i and reviewed monthly I our Quality :
; y 9 . i Assuranee Pecformance bmprovement |
E : Commitice by the Muintenance Dircctor, :
]i : i ‘T'he Quality Assusance Performance :
: Improvement Commitice consists of the :
! This STANDARD Is not met as evidenced by; Administeator, the Director of Nursing,
i 42 CFR 483.70(a) Staf{ Develupment Conrdinator, MDY :
By observation on 3/8/12 at approximataly nooht : ;i:i‘"ﬂft'.‘f‘t‘f“ "\dt“‘““*"“ Coordinator, i
+ the required automatic sprinkler system was rabilitation Managor, Mediel '
i + Direetors, Director of Soclal Services,
: non-compllant, specific ﬂ?dings Includs Environmentat Services, Dhveetue of
: documentation of the sprinkler certification " Matntenance, Ditay Manager, and the

Activities Dlrector, et
If continuatlon sheel Pags 30! 6
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PRINTED: 03/10/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG. 0938-0391
STATEMENT OF DEFIQIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETEDR
A BUILDING 01 - MAIN BUILDING 04
345070 B WS 03/08/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
411 5§ LASALLE STREET
GRAGE HEALTHCARE OF DURHAM
DURHAM, NC 27705
x4y 1D SUNMMARY STATEMENT OF DEFIGIENCIES I n PROVIDER'S PLAN OF GORREOTION b
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX ' {EACH GORREGTIVE ACTICN SHOULD BE | GOMPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG . CROSS-REFERENCED TO THE APPROPRIATE | PATE
1 ; ! DEFICIENCY} |
; H 1 :
: . © Kuez !
K 062 Continued From page 3 K GS‘ZI 1. ‘the sprinkler heads were ]l/}(g} {2
! deflclencles are as follows: evaluated in central supply and the
! ataff lounge, Two sprinkler heads were
i A. "Enginesring survey of the central supply and plugged in contral supply and one :
: ' sprinklee hend was plupged in the sff
: f}fﬁ igt;)nge roiom 0(? spacing of sprinkler heads tounge on 03/09/12, ‘The sprinkless
“ should be evalualed, ave spuced appropriately.
M ] 1l
i B. "Replace pa!med sprinklar head" in unit "I'he matnteminee Divector instatied a
1 coordinators office. i new sprinklee hend in the Unit
K 0687 | NFPA 101 LIFE SAFETY CODE STANDARD : KOB71 Coordinator office on 03/09/12.

§55=D

. In accordance with the manufacturer's
specliications.  18.5.2.1, 9.2, NFPA 80A,
19,522

|
| This STANDARD Is not met as evidenced by:
" 42 GFR 483,70{a)

By observalion on 3/8/12 at approximately noon
i the following Heating, Ventliating, and Air
| Conditloning sysiem (HVAC) was non-compliant;
i specific findings Include

i
L A The HVAG system did not shut down with fire
alarm aclivation.

i
+ B. There was nol an emergency shut down
: switeh localsd at a readlly observed stallon,

" C. The facliily was using the corrldor as a retusn
" alr plenum. Nole: If & walver Is requested, the
* provider must certify thal the following conditions

i with smoke detectors, (2} There must be a
i complete corridor smoke detection system. (3)
e

-; Heating, ventilating, and alr conditioning comply_ .
; with the provisions of section 9.2 and are installad

¢
i
H
1
i
1

tare mel: (1) Alr handling units must be equipped :

2 Phetiehity nmimenamcedirector
inupeeted all sprinkier heads ont
03/09712 1o insuee that all speinkier
heads were spaced neeordingly to
specifieation,

Al spdndur heads were Inspected for
paint o 03/09/12 to insure there was
no paint on othee sprinkler heads.

3. ‘Theadministmtor in-sarvieed the
maintesmnce disector and the
maintenance depastorent on 63/09/12
repnrding proventative maintenance
amd inspection fregquency of sprnkler
headw, “This inspection will be
cothucted once weekly for thee
weeks and then monthly fur three
months andfor 100% complinnce by
the Mainteanace Director,

}

!
i
i
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES A1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
aND PLAN OF SORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 91
348070 8. WING 03/08/2012

NAME OF PROVIDER OR SUPPLIER
BRACE HEALTHCARE OF DURHAM

STREET ADDRESS, CITY, STATE, ZI* CODE
411 8 LASALLE STREET
DURHAM, NG 27705

{A4y10 i SUMMARY STATEMENT OF DEFICIENGIES
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

3]
PREFIX
DEFICIENGY}

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE AGTION SHOULD BE

{%6)
COMPLETION
[GATE

K 067 ; Contlnued From page 4
: Smoke detactors must be wired to the fire alarm
“system. {4} Flre alarm system must shut down
; all air handling units when activated.
K 069 ; NFPA 101 LIFE SAFETY CODE STANDARD
§8=D i
-; Gooking facliitles are protected In accordance
_ with 9.2.3.  19.3.2.6, NFPA 88

| 'This STANDARD Is not met as evidenced by:

4, Ihe inspecton sesults will be
bruught to and reviewed monthly in
our uality Assurance Pecformance
Improvement Committee by the
Maintuenanee Dirgctor,
The Quality Assumnee Performance
K 069, Fmprovement Committee consists of
the Adminlsteator, the Divector of
Nuesing, Stnff Development
Coordinator, MDS Coordimtor,
Admission Courdinator,
Rehabifitation Managur, Medical
Dircetor, Direetor of Socki Services,
! Tinviconmental Services, Divector of

K 067

T 42 CPRAB3T0R) ;
1 By observatlon on 3/8/12 al approximately noon |

the fachlity's cooking system was not protected Jn |

 accordance with NFPA 96 - Venttation Contrel

| and Fire Protaction of Commercial Cooklng

: Opetations. The kitchen hood fad grllis that did

 not cover the length of the exiaust hood and did

* hot have a drlp pan,

K 072} NFPA 101 LIFE SAFETY CODE STANDARD

58=D )

t Means of egress are continuously maintained fres.

! of all obstructions or Impsdiments to fulf Instant

 uso In the case of fire or other emergency. No

{ furnishings, decorations, or other objects obstruct

 exits, acoess to, egress from, or visibillty of exits.

V7410

| This STANDARD is hot met as avidenced by:
! 42 CFR 483,70(2)

l By observation on 3/25/09 at approximatsly ncon
! the following means of egress was observed &s

| noncompliant. specific findings include corrldor

{ door to storage room between exlt #10 and the

+ Independent dlning room swing Into the corfidor
 without a listed closure and the door does not

the Actlvliles Digetton,

K067

HVAG system on 03/19/12,

2. Simplex Geinnell will instal
K 072 adays and emergency shutdown

butten on 04/06/12 to enswee the
' FIYAC spsteoy sk shut down,

T
}

TaG | CROSS-REFERENCED TO THE APPROPRIATE
]
)

Maintenance, Dietary Mannger, aud !

1, Simplex Gslanelt evnfuated the l”(f l n—v

3, We nre reguesting o waiver for

K067 and submit the following,

“a. Simples Grinnelt o dnetall two

smoke detectors jn air handliag uni
on4/6/12.
b There is a complete conddor

ts

smmoke detector syates ted Into the fire

alaem gysten,

¢ Ade handless shut down upos
acttvation of the fire system by
instailztion of relays by simplex
Grinnell on 4/6/12.

down all afr handling undes when
actvated, jnstalintion of smoky
! detectors and relays on 4/6/12,

g The fre slavm gysteny will shut

}

.

Evenl 1D VIUZ21

i
FORM CMS-2567(02-98) Provious Vorstons Obsolsle

Facliity ED: 823264 I continvation sheel Page 6 ef6




PRINIEL: U3TURYTL

atalnltess stec stelp to cover to the lenpth

DEPARTMENT OF HEALTH AND HUMAN SERVICES FOR
_%E?JiRS FOR MEDICARE & MEDICAID SERVICES A
3 ENT OF DEFIGIENGIES X1} PROVIDER/SU : -
AND PLAN OF CORRECTION e ?DENTiFiCA%OZPhEB%%%? (2 MULTIPLE GONSTRUCTION {xa)gggﬁf’fgl%%gy

ABULDING 01 - MAIN BUILDING 01
346070 B. WING ]
NAME OF PROVIDER OR SUPPLIER 039812012
STREET ADDRESS, GITY, STATE, ZiP CODE
GRACE HEALTHGARE OF DURHAM 411 § LASALLE STREET
, DURHAIM, NC 27708
KD 1 SUMMARY STATEMENT OF DEFICIENCIES - ! J
; : D PROVIDER
PREFIX | R(Egﬁ}l_;}?EFICIENGY MUST BE PRECEDED BY FULL PREFIX I (EACH nggEsCFfli.\’:'\g :\:’g I?(?NRggg{}ll?DNﬂE COME.EE)TION
TAG I TORY OR LSG IDENTIFYING INFORMATION} TAG GROSSREFERENCED TO THE APPROPRIATE bATE
! | DEFICIENCY}
K l 1 4, “Fhe maintenance directos will
072 ; Gontinued From page 5 K 072l test the emergeney shutdown button to .

5 swing 180 degrees but leaves a projection Inte | ensure the HYAC system will shut down.
3 the corridor. NFPA 7,2.1.4.4 stales during fts : ! 'rhis audlir willt be ccmd\;ct::id weekly thnes
} swgng, any door In a means of egress shall leave e e ‘{hi‘::;;’t‘j‘::‘t{m‘::;:t“\’::u b
K n]o i less than one-half of the required width of an ) brought to and seviewed by the
l a ste. coryidor, or landmg unobstructed and shal | maintenance dircetor in the monthiy |
i not project more than .? in. (17:3 ¢m} info the ¢natity Assurance Pecformance :
I raquirad width of an aisle, corridor, passageway, . Improvesent Commitiee meeting . ‘The :

or landing, whan fuliy open. Quality Asswmnce Poclormance i

Improvement Cominittee consists of the !

! Adminlsteatos, the Director uf Nursing, :
i . Smff Development Coordinator, MDS .
: ! Coordinator, Admission Coordinator,
i ——iiiblitrlon Manager-Medieal Director, .. i
i ; ' Disector of Sochil Services, inviconme nal ]
! i : Seryices, Directur of Malntenanct, Diotary H
| i i Mannger, snd the z\ctivi_tigs_l)__irectm‘. :
% l | K 069 ’
| ! ! ! [_{ / 7 l I
[ . 1 1
i ; t 1. ‘The facility maintenance dieector nstalled # ;
! : [

|
|
|

of the exhaust hood and dedp pans wese

instalted on each end on 03/15/12,

© 9, Phe fcllity maintonance divector ro-

|
|

r

3
H
4

inwpected the installation of the stainless
steeh stedp and dedfp paos on 03/16/12% 10
insuire all aweas of kitchen hoed Jehaust

were covered.

3. 'The admivistrator n-serviced the

maintenance diveetor and the maintenunct

depariment on 03/15/ 12 ceparding

proventive mainteuaact and inspuetion

frequeney af the kirchen huod.

FORM GMS-2667(02-09) Previous Verslons Obsolale Evont 1D VIUZ21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03/10/2012
FORM APPROVED
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l ’ 4. 'The kitchen/exhaost hood will be

. spected weekly mes four weeks and then
072! Inspeeted weekly mes four wee

K 072 | Contihusad From page 5 K 072

! swing 180 degrees but leaves a projecilon inlo
: the corridor, NFPA 7.2,1.4.4 stales during its

* swing, any door In a mesns of egress shall laave

* not less than one-half of the required width of ar
 aisle, corridor, or landing unobstructed and shall
i not project more than 7 In. (17,8 cm) into the

* required width of an alsle, corridor, passageway.
or landing, when fully open,

i

1

mosithly for two months and/or 100%

' compliance by the Malntennnce Dlsector,
"Fhe luspection sevults of this wudit witl be
brought to and reviewed by the
maintenance diceetor in the monthiy
Quatlty Awsurnce Perforamnce
tmprovenent Committee meeting . "The
Qunlity Assurance Performanace
Improvement Committee consiste of the
Admintstrator, the Director of Nursing,
$1aff Development Coordinator, MDS

: Coordinator, Addmission Coordlaator,

. Rehahiltmtion Mansger, Medical Director,
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e ptveetor of Stek Suevlces Hnvironmenta -
Hesvices, Director of Mulntenance, Dietuey
Mannger, and the Activities Disector,

K072

cocddor door to stosage room between

: exit # 10 and the independent dining

: room was installcd on 03/09/12 by the i
Mulntenanee Divector, 1

2. All faeflity door closwres woee nypected .
by the Maintenance Disector on
03/09/12,

. 3. ‘fhe adminfsteator in-serviced e
malntenpnee director and nnintenance
dupactment on 03/09/12 eogarding
inspection frequeney of door closures,

4. Al door closures will be tnspected once
weekly for three weeks and then monthly
for three months by the Muintenance
Birector and/or 100% compliance.

"The tnspection results will be Beought to
and reviewed monthly Jn our Quality
Assummnce Performance lnprovement
Committee by the Malrtenance Diveetos,
"The Quality Agsurance Performanee
Improvement Committes consiats of the
Administrator, the Director of Nussing,
Steff Development Coordinator, MDS
Coordinator, Admlssion Coondinator,
Rehabilitntion Mannger, Medical

!
}
[
r
' 416
i 1. "The adjustable door closures Tor the i / ’,Q"
B +
M H

Director, Disector of Suckl Seevlees,
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Fac Fnvironmental Services, Director of
Mulntenance, Dietary Manager, nad the

Activities Divector,
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