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PREFIX {EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$5-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
Oak Forest Health and Rehab requests to
F 242 | 483.15(b) SELF-DETERMINATION - RIGHT TO F 2421 have this Plan of Correction serve as
88=D | MAKE CHOICES writien allegation of compliance. Ouwr
The resident has fhe right to choos activlies, alleged dato of sompliance is 6/6/13.
schedules, and health care consistent with his or Preparalion and or execution of the plan
her intarests, assessments, and plans of care; of correciion does not constilute
Interact with members of the communlty both admission or agreement with either the
inside and oulslde.the {acllity; and make §E1oices existence of, of scope and severity of any :
about aspects of his or her life In the facliity that ited deficiencies. or conclusions sel
aro significant to the resident. elied delticienctes, or ¢o ons &
forth in the statement of deficiencies,
This plan of correction is prepared and
This REQUIREMENT is notime! as evidenced executed to ensure conlinuing
by: compliance with Federal and State
Based on racord review, sltaff and resident tatory |
interviews the faclllty falled fo aliow a resident to rogulatory inw.
fulfill a cholca by not giving coffas when : !
requesled for 1 of 2 resldents {Resident #322). Fa 4 l&l £
The findings ingluded: Resident #322 was interviewed
regarding his choice regarding am coffee
Resldent #322 was admilted to the facility on and other areas of self-delermination at
igsrn:; V'gg;ﬁi?g?vosesff rehabglla;iosn and the time of survey. He wasre-
one Helive puimonary clsoase. interviewed on 5/31/2013, System has
The resident's care plan daled 4/11/13 Indicated been implemented for resident to have
altered nutfrition ralated fo diet due to his coffee in early mm wpon rislng,
diagnoses and vared intake, The goals were
measureable and Inferventions includad honorng Tn-house oriented residents will be
resident's food preforences. The care plan also interviowed regarding issucs of choice
indicated the resldent was tegally blind. Goals and sclf-determination by 6/6/2013. Any
were moasureable and Inlerventions Included set ) dentified will be | dint
. up mea; (ray and encourage use Ofca]t be”' 1881i¢ ldeﬂ“ QWi [ nc{)fporﬂtc il
the plan of care and communicated to
A soclal work note dated 4718/13 indicated the staff via the resident care guide,
resident was alert and orlented, couid Activities and Social Services
communicate needs offeclively, and had o Department will complete the
pleasant mood, . . . .
. interviews. A resident satisfaction
survey will be utilized,
LABORATORMDIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE THVLE {6} DATE

R, WA

)
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Any deficlancy slatomant fJleng willf an asia@(‘} denotas a deficlency which the lastitutlon may bs excused from corrscling providing It 1s detormined that
other safeguards provide sufficent protection lo the patients. {Sao Instructions.) Excepl for nursing homes, lhe findings stated above are disclosable 00 days
followdng the dale of survey whethor er nota plan of corection Is provided. For nursing homes, the above findings and plens of correction are disclosable 14
days following the dals these documonts are mae available o the facliity. I daficlancies ara cited, an approved plan of carrection Is requlsite o conliauad
program participation.
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) D SUMIMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION 5

PREFIY (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATQRY OR LSC IDENTIFYING INFORMAYION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
' DEFICIENCY)

System will be Implemented In facilily
by 6/6/2013 for cach unil lo have coffee
avaflable in nourishment room 2477,
Cofiles is also available in facility dietary
department during dictary department

F 242} Conllnued From page 1 F 242
A soclal work nole dated 4/25/13 indicated the
rasident required moderate asslstance with
aclivitles of dafly lving.

The admission Minlmum Pata Sef (MDS) dated hovrs,
4126113 indicaled {he resklont was cognllively
Intact, independent with ealing, needing sot-up Facility staff will be re-trained in all

help only, had no swallowing disorders, and the

d ardi ident’
resident parlicipated In the assessmenl. cpariments rogarding tho residont’s

right of choice and sclf-deteriination.

On 6/7/13 at 10:20 am tho resident indicatod he Re-training will bo complefed by

had asked two nurse aides around 7:00 am lo admindstrative staff by 6/6/2013.
bring him a cup of coffee, nelther brought him

coffes, and bolh {old him to wait untit his A residont satisfaction survey was
breakfast came. Resident #322 slated, "l drank . doveloped and will be included in the

coffee all my iife as scon as | get up and | knew

broakfast wouldn't ba hare untlt about 8.” Facilities Quality Improvement process,

The resident satisfaction survey will

On 5/7/13 al 10:40 am cbserved a nourlshment addross choices, self-determination, and
room iqca{ed approximately 10 fest away from other such resident right/customer
:Ee {efldents { ;om. Eha”goef{;"'asl 059“ and servico information. 10 randomly

Bre was a collee pot with cofiee n' ‘ selected oriented residents will be
On 6/9/13 at 8:16 am Rosldent #322 stated he Interviewed weckly X4 weeks and
asked for coffes on 5/8H3 around 7 am and was . monthly thereafier on-going. Any issues
told he would have lo wall unlif mealtime. He identified will be reported 1o the
ndicated thal vith his poor vision he could "not appropriate deparfment manager for

see well at all", but ramembered people by the
sound of thelr volce, He did not know the name
of the alde. Resident #322 also Indicated the hot
liquid helped with his congestion In the morning
and stated, "coffes In the morning may not be
Important to some people but it Is important lo
me."

imunediate follow-up,
! 4

On 5/9/13 al 8:30 am Nursing Alde [NA} ##1 stated
if a resident wanted coffee al 7:00 am she could
got It from the kitchen.
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The facility must -

{1} Procure food from sources approved or
consldered salisfactory by Federal, Siate of local
authoritfes; and

{2} Slore, prepare, distribute and serve food
under sanilary conditions

This REQUIREMENT Is notme! as evidenced
by:

Based on observallons, staff inlerviews, and
racord raview, the facility falled to malntaln
sanlary conditions In the kitchen by ensuring
opened and resoaled food llems were dated and
laboled and discard feod jlems past the expiration

K4 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECHON ®%
PREFIX {EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLERON
TAG REGULATORY OR LS {DENTIFYING INFORMAFION) TAG CROSS-REFERENGED TO THE APPROPRIAYE DATE
DEFICIENGY)
F 242 | Conlinued From page 2 F242] The sdministrator will review all
satisfaction survey resuls a minimum of

On 6/9/13 at 8:31 am the Administrator was monthly and direct/initiate action plans

Intervlswed and Indicated the Kitchan opens at as frends and issues are identified, A

5:30 am and staff can get coffee for residents. :

She stated, "If a resident wanls coffee before §ummary' of these ﬁndmgf, trends, and

5:30 am, staff can get It from the nosrshment mtcrvcnt;m'ls {o correct will bo rf:portccf

room. Thera I3 always coffee available.” to the Quality Assurance Commities at

least quarterly for review and

On 5/0/13 al 8:26 am NA#2 slaled, "[Resldent recommendaiions,

#1322} is always asking ms fo fill his water cup. He

has had two cups of coffee this morning. He

asked me for coffes yesterday morning. He

usually asks for goffee arcund 7 in the morning.”

When asked If the resldent fs asked to walt untl

mealiime for coffes she stated, "l will say 'you

know your tray Is coming out soon’ and he says '}

want it now,"
F 371 | 483.35(1) FOOD PROCURE, F371l gy AL
85=£ ] STORE/PREPARE/SERVE - SANITARY

Food items improperly labeled and

stored were discarded of at the time of
survey. Dishes found to be improperly ;
washed were pulled from serviceand
washed at the time of survey,

All dietary staff will be re-trained
regarding sanitgtion guidelines and thelr
professional responsibilitios by 6/6/2013,
Dietary manager is conducting this re-
training,
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date In 1 of 1 dry storage area; 2) lhe facility
falled to ensure food items in 1 of 1 walk-In
refrigerator and freezer were labeled and daled
when taken out of orlginal conlalrer and 3) the
facllily failed to ansure the dishes and steam
table pots and pans on the dry slorage racks
vers dry and free from driad focd debrison 2 of 2
drylng racks.

The findings Included:

1. Burlng an observatlon of the kitchen dry
slorage area on 5/6/13 at 10:28AM, the following:
dried products were observed unlabeled: 1 41
bag of opsned unsealed and unlabeled calmeal
cookles, 1 sub roll half opened In seran wrapped
unlabelled or dated, 1 opened package of
pancake mix In ssran wrap unlabsled or dated
and 1 opened half used gravy mix, Further
inspaclion revealed 1 open, undated, unfabeled
bag of stove-lop sluffing on a shelf, 2 bags of
expired whole wheatl bread dated 5/2/13 and
513113, 1 bag of stuffing mix dated 1/13/13 and
shredded cheass dated 3/13/13 on tha shelf.

During an inferview with dlstary manager (DM} on
516112 al 10:26AM, he idenlified the products and
Indicated that he was unaware the producls
should be labelad once they have been removed
from the package and pul info the contalner, He
added that the explred foodsfbread should have

. been discarded when new products arived and
the bread delivery person was responsible for
chacking and discarding any explied products.

2, During an observafionon 5/8H13 al 10:25AM, of
walk-in refrigerator was the following Htems; 1 bag
of opaned chicken fritters, ¥ bag of opanad

monitor santation issues. The Dietary
Manager, Assistant Dielary Manager,
Administrator and/or Assistant
Administrator will complete sanitation
rounds with findings docwmented on the
QI audit tool & minimum of 3 X per
week X 4 weeks and weekly thereafler,
ongoing. Issues of non-compliance will
be correcied immediately at the lime off
audit, All findinps will be forwarded to
Dietary Manager for follow-
up/intervention, A summary of trends
and/or issues of non-complinnee will be
discussed by Distary Manager, Asslstant
Administrator, and Administrator weekly
X 4 and monthly thereafier, on-going,

Further re-iraining or disciplinary action -

will be implemented as appropriate.

The administrator and/or assistant
administrator will review all QT
Sanitation Audit resubts a minimum of
monihly. A summary of these findings,
irends, and interventions to correct will
be reported to the Quality Assurance
Committes at feast quarterly for review
and recommendations,

M4y io SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED YO THE APPROPRIAIE DATE
DEFIGIENCY}
F 371 | Conlinued From page 3 Fazq] A QI Audit tool will be implemented to
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(64 10
PREFIX
TAG

SUIMMARY STATERIENT OF DEFICIENCIES
(EACH OEFICIENCY MUSY BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

lod PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH CORRECTIVE ACYICN SHOULD BE
TAG CROSS-REFERENCED T0 THE APPROPRIATE

DEFICIENCTY}

sl
COMPLETION
OATE

F 371

Conlinuad From page 4

huffalo wings unfabeled/undated. In the walk In
fraazer the following tems ware opaned with
fragzer bitrn 2 bags of enlon rings, 1 ball of
cilaniro undated and unlabeliad, 1 bag of fraszer
burned dumpiings unlabslladfundated, 1 bag of
chicken breast unfabellediundated, 1 bag of open
freezer burned veal patlies unlabelied/fundated, 2
bags of opened undated/uniabeled potatoss®
frios, 1 half roli of beef unlabellediundated and
half opsned pepperoni. On the floor of the freezer
several food products and lrash was found under
the last shelves where the moats wore stored.

During an Interview wilh dietary manager (DM) on
61612 at 10:26AM, he Identifled the produgts and
indicated that he was unaware the producls
should be labsled once they have been removed
from the package and put into the contaier. DM
Indicated thal ihe cook staff was responsible for
labeling and dating alt items that were open wilh
{he dale item was open. The DM acknowledged
that several of the items thal wers found should
have a fabsl and date. The DM Indicated a new
system for proper storage of food lierns would be
Implemented.

3. During = foltow-up observallon on 6/6/13
10:58AM, the foltowing ilems were checked on
ihe clean/dry siorage aroea rack, 2 claar
contalners of serving utenslls, ladles and scoops
were found In dirty contalner fhat had dry food
parlicles. One of two dry storage racks had two
wel stiver serving pans with food debris on the
drylng rack. The second dry storaga rack had 13
sllver loaf pans that were we! with dirly drled food
particles, 9 sfiver serving pans on dry rack with
dried food particles.

Far

FORM CMS-2867(02-99) Pravlous Verstons Obsolele Evont 10055015
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(LGB SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION P8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BF; covETION
TAG REGULATORY OR 1SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10 THE APPROPRIATE OATE
OEFICIENCY)
F 3711 Continued From page 6 F 371

DM Indicated that cook was raspensible for
checking the dishes e ensure that they wera
clean and debrls free bafore they are stacked on
the dry shelf. DM also Indlcated that ho was
responsible for monitoring and chacking after the
cook staff to ensurs the procedures and policias
were followed

During an interview on 5/0/13 at 14:41AM, the
cook indleated thal she was responsible for
labelingfdating open foods used for breakfas! and
lunch. She was also responsible for washing
iterns used for cooking of meal.
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STATEMENY OF DEFIDIENGIES. {X1) PROVIDER/SUPPLIERICUA (X2} MULTIPLE CONSTRUGTION (X3 DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A, BUILDING 01 - MAIN BUILDING 04 COMPLETED,
~ 345443 B.WING 05/28/2013
NAME OF PROVIGER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OAK FOREST HEALTH AND REHABILITATION 5480 WINDY KILL DANVE
WINSTON SALEM, NC 27108
(x4} (D SUMMARY STATEMENT OF QEFICIENCIES s PROVIDER'S PLAN OF CORRECTION x%
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cmssmspenegggté rE:?: é‘?}s APPROPRIATE OATE
Oslc Forest Henlth and Rehab requests to
K 000 { INITIAL COMMENTS K 000} have this Plan of Correction serve as !
written allegation of compliance. Qur
Surveyor: 27871 alleged c}nta of comp!ia.ncg: is 7/8/13.
This Life Safety Code(LSC) sutvey was Preparation and or execution of the plau of
conducted as per The Code of Federal Register correction does niot constituta
at 42 CFR 483.70{a); using the 2000 Existing adeission or agreement with either the
Health Care section of the L8C and its referenced existence of, or scope and geverity of any |
publicafions. This building iy Type Ill cited deficiencies, or conclusions set ‘
constructon, one story, with a complete forth in the statement of deficiencios.
automatic sprinklar system. Facifily is using This plan of correction is prepared and
speoial locking system, executed to ensure cortinuing
complisnes with Feders] and State
The deficiencles determined during the survey regulatory law.
ara as follows! .
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018] K018 f
§8x0
» Doars protecting canidor openings in other than Doots to Engineer office, C102, and linen ‘9 / g ’ 1%
required anafosures of vertical openlngs, exits, or door between yooms 104 & 108 o C wing
hazardous areas are substantial doors, such as repaired on 6/6/13.
those conslmc;)[ad of 1% Inch snll:fi—bort\?ed fore
wood, or capable of resisting fire for at least 20 : i :
m[nu_tas. Doors in‘sprinklered bulldings are only Elﬁ?;::;tgl:;f;; ﬁ%ﬁi?i;iﬂgiﬁed
required to resist the passage of smoke. Thereis enguce closing und latching on 6/10/13
no impediment (o the closing of ﬁ"le ;ionrs. Doors g alching on '
are provided with @ means sultable for keeping , e . .
the door closed. Ditch doors maeting 19.-’?.6.3.6 "l‘hc Disector of Facility Serv 1cos.wﬂi
are pormitted,  19.3.6.3 inspeat all doors on a we:ekly basis X4
woeks throughout the building and monthly
Roller lalches are prohibiled by CMS regulations thereafter using & QA Safety Audit, Issaos
in all health care facilities. will be corrected’at the time of Audit,
A QA Safoty Audit will be used to inspect
all doors on a weokly bagicy X4 waeks,
monthly for 3 months, and then quarterly by
the Divector of Facility Scrvices.
The QA Safety Audir results will be
discussed in the facility’s QA Meeting and
bi-weekly in the Manager's Safety
Commiltes for 3 roonths,
[(ADORATORY DIREGTOR'S OR PROVIDERISUPPLIER REPHESENTATIVE'S SIGNATURE TiTLE 6y OATE
v 0000, LA “loiny

a deficlancy which lhe institutlon may be sxcused from cormecting providing it Is detemnined that

sthor axfeguacds provide sufflafert prolaction to tha psliﬁl:. {(Sen instruclions) Except for nurslng homas, thn findings taled ubove xca discloaable 90 days

“—tollowing the date of survey whather or hat a plitn of corraction 1= provided. For nurslng homes, the above Mrdings

days lollowing the date theve documants sta mada avallable to the facility. )f deficlancies ere cltad, an approvad plan of comection is requislie lo continuad

program paricipation.

and plany of correction ¢6 diaclonabla 14
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(410 SUMMARY STATEMENT OF DEFICIENCIES 5 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) :
K 038 i TJ8 /13
K 018} Continued From page 1 K018 !
This STANDARD is not met as evidenced by: . 1) Access exit doors on 200, 300, and 400
Surveyor, 27871 ; hall on C Wing released during fire alarm
Based on observations and staff interview " fest after repair was made by outside contact’
approximately 8:30 am onward, the following ¢ vendor on 5/29/2013. All other doors
items were noncompliant, specific findings ' released properly when in test mode on
include; door to Engineer office and C 102 not - 5/29/13.
closing and fakching for smoke tight seal. Also :
finen door behﬂ/een rooms 104 & 108 - The Director of Facility Services inspecied
A R e T all exit access doors during a fire alaomtest | 0T
42 CFR 483.7(2) to ensure release of all doors on 6/6/13,
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038
88=E{ ] i ) The Director of Facility Services will
Exlt access Is arrgn_gec; S0 thatdexﬁs arf-::?:eadlty inspect access exit doors on a weekly basis
$c1cess’llbgleza; all times In accordance with section : for X4 weeks alternating on ali shifts. Then
v - doors will be checked for compliance during
monthly practice fire drills alternating on all,
three shifts thereafier.
* _ Access exit doors will be checked during
This STANDARD is not met as evidenced by: monthty fire drills alternating on all shifts.
Surveyor: 27871 The results will be discussed during the
Based on observations and staff interview at facility’s QA mesting and during the bi-
approximately 8;30 am onward, the following weekly Manager Safety Commitiee mesting
jtems were noncompliant, spegific findings ' for 3 months,
include: _
1. exit access doors on 200, 300 and 400 hall did 2} Activity door dead bolt was removed on
not retease on activation of fire alarm test. 6/3/13.
2. Activity door requires two motion of hand to .
open door(dead bolt Installed on door). "Fhe Director of Facility Services inspected
3. staff did not have knowledge of were all doors in the facility on 6/10/13 to ensure
emergency release switch was located at for there aren’t any deadbolts permitting two
mag. locking systom. motion of hands to open door. .
42 CFR 483.70(a) There will be no dead bolts added to any :
K 058§ NFPA 101 LIFE SAFETY CODE STANDARD K 056} doors in the facility. In-service was given to'
S8=E . . . Floor ‘Tech and Maintenance employees on
if there Is an automatic sprinkler system, itis 6/10/13, :
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The Director of Facility Services will ensure
K 056 | Continued From page 2 K 056/ there are no dead bolis used in the facility by

instafled In accordance with NFPA 13, Standard using a QA Safety Audit weekly X4 woeks
for the Installation of Sprinkler Systems, to and monthly thereafer. Results from Audit

provide complete coverage for all portions of the will be brought to the facility's QA

bulding. The system is properly maintained in committee and bi-weekly Manager Safety
accordance with NFPA 25, Standard for the : Commitee for 3 months,
Inspection, Testing, and Mainienance of
Waler-Based Fire Protection Systems. ltis fully 3) Staff member was informed during

-1 supervised. There is a rellable, adequate water survey the process of releasing the
supply for the system. Required sprinkler emergency release switch in case of an
systems are equipped with water flow and tamper emergency.
swilches, which are electrically connected to the
building fire alarm system.  19.3.5 The Director of Facility Services will

provide a mandatory In-service with all staff
on the location of the over-ride switches in
case of any emergency scenario from

This STANDARD is not met as evidenced by; 6/13/13 through 6/17/13.

Surveyor; 27871 .
Based{m observations and staff interview at Random staff will be asked 3X weekly X4
approximately 8:30 am onward, the following weeks afier in-services on their knowledge
items were noncompliant, specific findings of over-ride switches and other omergency
include: tamper switches located In riser room did protocol. The Director of Facility Services
not send signal to fire alarm control panel when will continue to orientate all new cmployees
tested. Accelerator switch was in trouble at time on emergency procedures including the

Iocation of the over-ride switches. The

of survey. lce machines on A and C wings are AR R e Y
within 18 inches of sprinkler head. facility will include this in the Emergency
: Disaster Planning in-services provided  /

42 CFR 483.70(a) ' yearly for all employees. The in-service

K 062] NFPA 101 LIFE SAFETY CODE STANDARD K 062| information and results with random

§8-E employee audits will be discussed in the !
Required automatic sprinkler systems are facility’s QA meeting and the Manager |
confinuously maintalned In reliable operating - | Safety Committee held bi-weekly for3 -
condition and are inspected and tested months, .
periodically. 19.7.6, 4.6.12, NFPA 13, NFPA . |Xoss 18]S
25,97.5 %

1) Accelerator switch repaired on 6/6/13,
Taper switches located in riser room tested !
1o ensure signals to main fire alarm control |
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panel on this date as well.

K 062 | Continued From page 3 K 062
This STANDARD s not met as svidenced by:
Surveyor: 27871

Based on observallons and staff interview al
approximately 8:30 am onward, the following

All taper switchoes tested for compliance by |
The Director of Facility Services on 6/6/13,

The Director of Facility Services will test -

items were noncompliant, specific findings taper switches weekly X4 weeks, During ||
include: facility could not provide proper _ monthly fire drill tests, Director will also |
documentation that : include testing taper switches to check
1. 3 year full flow test signal at fire panel.
2. § year obstruction investigation has been
preformed on sprinkler system. Taper checks will be condugted weekly X4 |
weeks, during monthly fire drills, and |
42 CFR 483.70(a) quarterly thereafter during routine
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147} inspections by K&S Sprinkler Systems.
S8=E ‘ . ) ' Results will be discussed at facility’s QA !
. | Electrical wiring and equipment Is in accordance meeting. i

with NFPA 70, National Electrical Code. 9.1.2 :
2) Sprinkler heads above ice machines on Al
and C Wing capped on 6/11/13. Wall 3
. _ . ‘ protruding downward was removed 6/11/13
'g?&?v 2;&”%%8?? is not met as evidenced by to ensure adequate sprinkler coverage from

Based on observations and staff Interview at other sprinkler head in hallway.
approximately 8:30 am onward, the following

items were noncompliamt, spacific findings The Director of Facility Services inspected

include: GFCI oullets right of sink in beauty shop all equipment and items 18 inches away

did not trip on test, from sprinkler heads in the facility on
6/11/13,

42 CFR 483.70(a)

Red tape placed in storage areas to ensure
the practice of 18 inches is followed for
. items stored. The Director of Facility
Services will ensure all areas are meeting
these requirements by using a QA Safety
Audit weekly X4 Weeks. Weekly rounds by
Manager Safety Committee will continue ¢
thereafter, Any arcas not meeting ‘
compliance will be corrected at time of the
inspection,
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The QA Safety Audit results will be brought
to the Manager Safety Committee Meeting
bi-weekly for three months and to the
facility’s QA Meeting,

K062

'3 Year Full Flood Test and 5 Year

: Obstruction Investigation test will be

- performed on 6/26/13 by K&S Sprinkler
- Company.

S ——

The Director of Facility Services will
maintain proper documentation for all
mandatory tesis required,

Every 3 years and 5 years from this date, the
Full Flood Test and 5 Year Obstruction
Investigation Test will be performed and
documented.

| Mandatory tests will be kept logged and
brought to QA committes to review,

K 147

GFCI outlets to the right of sink in beauty
shop repaired on 6/3/13.

All outlets werethecked to ensure proper
electrical wiring by The Director of Facility
Services on 6/12/13,

The Director of Facility Services will test all

- facility outlets weekly X4 weeks and then
quarterly thereafter, Any outlets not to code
will be fixed upon inspection,

g2

83
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facility’s QA meeting and at the Manager
Safety Committee for 3 months.

Results from inspection will be discussed at
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