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483.20(k)(3)(ii) SERVICES BY QUALIFIED PERSONS/PER CARE PLAN

The services provided or arranged by the facility must be provided by qualified persons in accordance with
each resident's written plan of care.

This REQUIREMENT is not met as evidenced by:

Based on observations, record review, staff interviews and resident interview the facility failed to follow a
care plan approach for use of a pressure relieving cushion in a chair, for preventing further skin breakdown
for one (Resident #13) of four sampled residents with existing pressure ulcers,

The findings included:

Resident #13 was admitted to facility on 10/18/13 with diagnoses of pressure ulcer, lack of coordination, and
abnormality of gait,

The Minimum Data Set (MDS} dated 10/25/13 assessed Resident #13 as requiring [imited assistance of one
staff for bed mobility, timited assistance with supervision for transfers and ambulation and extensive
assistance for hygiene and toileting. The resident was alert and oriented with no short or long terin memory
impairment, This assessment documented a pressure ulcer of stage [V, which involves the deep muscle and
tissues,

On the 10/18/13 admission assesstment of the left hip pressure ulcer wound, measurements were obtained at
7.00 PM and revealed a length of 3.0 centimeters (cm), a width of 5.0 cin and a depth of 4.5 ¢m, Subsequent
pressure ulcer measurements dated 11/26/13 revealed a length of 3.0 ¢m, a width of 4.6 cm and a depth of 2.6
cm. Review of the wound flow sheet dated 11/26/13 revealed the following interventions were in place for
wound healing: incontinence care, pressure relieving mattress and chair cushion for the wheelchair.

The care plan updated on 12/5/13 included a stated problem for a stage 1V pressure ulcer on the left hip.
Approaches for this problem included a " pressure relieving mattress/chair/cushion. "

Review of the Treatment Administration Record (TAR) for the month of December 2013 revealed
documentation by the nurses that a pressure reducing wheelchair cushion was in place. The nurses had

initialed in the boxes for each day from 12/1/13 to 12/12/13 indicating the cushion was in the wheelchair.

Observations on 12/10/13 at 11:10 AM revealed Resident #13 was in the wheelchair without the cushion in
the seat.

Observations on 12/12/13 at 8:30 AM during breakfast revealed Resident #13 was in the wheelchair without
the cushion in the seat.

Observations on 12/12/13 at 12:06 PM of Resident #13 revealed he was in his wheelchair in the dining room
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The above isolated deficiencies pose no actual harm to the residents
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without cushion in seat.

Interview with aide #2 on 12/12/13 at 2:15 PM revealed she knew what care Resident #13 required by
looking at the "kardex.” The kardex was reviewed with aide #2 and it instructed staff to keep a cushion in his
wheelchair. Aide #2 explained she did not have him today, but thought she remembered a cushion in his
wheelchair. Aide #2 and the surveyor asked permission to look at his wheelchair seat. Resident #13 was
assisted by aide #2 to stand. At that time, there was no pressure relieving cushion in the wheelchair seat,

Interview on 12/12/13 at 2:20 PM with Resident #13 revealed the cushion was removed to be cleaned, and he
not had it back. Resident #13 explained the cushion had been removed two weeks ago.

Interview with the wound nurse on 12/12/13 at 2:40 PM revealed she had provided Resident #13 with wound
care, but he was ambulatory and not in the wheelchair. The wound nurse explained she did not visualize the
wheelchair for the pressure relieving cushion,  She thought he had a " thin cushion in the wheelchair " and
was not aware the pressure relieving cushion had not been in the wheelchair for about two weeks.

An interview was conducted with the Director of Nursing on 12/12/13 at 4:20 PM. Her expectations would
be the cushion should be in the wheelchair and the staff should observe the wheelchair for the cushion before
signing off the TAR.,
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1. Resident #9 had the call light
F 246 | 483.15{e)(1) REASONABLE ACCOMMODATION F 246 placedat hjs right side to
ss=01 OF NEEDS/PREFERENCES accommodate the lindness
of the feft eye.
A reélden.t has the‘ r.ight .to reside and recsive 2. All residents were observed to ensure
semvices n th.e facmt? “{“? reasonable that their call bells were placed
accommodations of individual needs and within reach. Nursing staff was re
preferences, except when the health or safely of educated to place the resident
the individual or other residents would be cal!élght Wciltltlm regc:t\ Ofklhg t
resident and to read the Kardex (o
endangered. understand the individual needs
of the residents. All resident
kardex have been reviewed to
' ensure that the information is
This REQUIREMENT is not met as evidenced current and complete for each resident.
by: .
. . 3 ds i {
Basefi on observations, §taff and re.s_tdem rcs%z::?s Sc;flsg:ﬁmg every
Interviews and record review the facility falled to placement will be made by
keep the call light in of 35 sampled residents the Executive Director,
observed for call light accessibility. (Resident #9). Director of Clinical Services,
the Nursing Unit Manager,
; . . Charge Nurses, and/or alt other
The findings Included: department heads every 2 hours
o ) for 24 hours, every 4 hours for
Resident #9 had a readmission to the facility on 24 hours, every shift x 7 days,
10/20/13 with diagnoses including blindness of twice daily x § days
the left eye a week % 3 weeks, twice daily
! x 3 daysaweckx 4
. weeks. At the end of this
The Minimum Data Set date.d‘10131113 ass.esseci monitoring term, the call
Resident #9 with impaired vision, and required bells will be observed by
extensive assistance with activities of dally living. department heads prior to
Resident #9 was assessed with no short or long im;g“ng meeting ang rcpﬂrlt;d "
i { 0 the morming meeung X MORNANs,
term memory impairment. This monitoring will be
. recorded on the Call Belt
The care plan dated 11/8/13 included a problem QI Monitoring form,
| Resident #9 was at risk for fallsfinjury. The left ‘
eye blindness was an associated risk factor for
falls. The approaches Included keeping the call
light in easy reach.
Observations on 12/8/13 at 1:00 P fevealed
Resident #9 was in bed and his call light was out
of his reach. The resident ' s call tight was
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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observed fo be underneath the bed, resting on
the bed frame. Resident #9 asked for assistance
from the surveyor in donning a sock to his foot.
Resident #9 was asked where his call light was
and he responded he didn * t know.

Observations on 12/10/13 at 3:35 PM revealed
the call light remained under the bed, resting on
the bed frame. Resident #9 remained in bed and
could not reach the call light.

Observations on 12/11/13 at 3:56 PM revealed
the call light was located at the head of the bed
on the pitlow. It had been placed on the resident *
s left side. Resident #9 was in bed and could not
see the call light positioned on his left side, above
his head.

interview with nursing assistant #3 on 12/12/13 at
2:30 PM revealed she was not aware Resident #2
was biind in his left eye. She further stated the
call fight should have been placed on the resident
* s right side or in the middle of his body.

[nterview on 1271213 at 2:33 PM with Resident
#9 revealed he would use his call tight if he
needed assistance from staff. When he was
asked to find his call light, he touched his sheets
trying to tocate the call light. Nursing assistant #
3 had placed the call light at his mid chest and he

1 was able to find the call light and push the button.

Interview with the unit 2 coordinator on 12/12113
at 2:37 PM revealed the unit 2 coordinator
revealed she was not aware Resident #9 was
blind in his left eye. That information.should have
been added to the kardex. The staff would be
expected to place the calt light In his reach.

will repott the findings of the
monitering to the

Quality Assurance/
Performance Improvement
commitéee monthly for
review and recommendations.

plan 1/15/2014.

5. The Aegation of Comptliance for this
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i.  Resident #18 was given her
F 318 | 483.25(s)(2) INCREASE/PREVENT DEGREASE F318} ., g6 of motion and wash clothes woro
$6=D | IN RANGE OF MOTION rolled into her lefi hand. Tmmediatety.
Based on the comprehensive assessment of 2 2. All residents assigned to restorative
resident, the facility must ensure that a resident nursing programs have been reviewed to
with a limited range of motion receives ensure that the plans were being carried out,
A , A The restorative nursing assistant has been
appropriate treatment and services to increase re educated by the Director of Clinical
range of motion andfor to prevent further Services to inform the Director of
decrease in range of motion, Clinical Services if any restorative
program is not completed as assigned.
The Director of Clinical Services will
ensure that the plan will be carried out
. . . as written.
This REQUIREMENT is not met as evidenced
by: 3, The Director of Clinical Services will
Based on observation, record review, and monitor the documentation of the minutes of
interviews with the resident, a family member, :‘;et;‘::::taggg‘If’;‘;gu‘angaaSj;gt‘::lE
- B . rSin, Q
and.staff, th_e facility failed to provide range of ensure the completion of all assigned
motion services as ordered for 1 of 3 resqients programs. This monitoring will be
(Resident #18) reviewed for range of motion. documented on the Restorative
Nursing QI Monitoring form. 1t
Findings included: will be monitored 5 days & week
g x 4 weeks, 3 days a week x
. . i 4 weeks, weekly x 8 weeks,
Resident #18 was admitted on 3/12/13 with then monthly x 8 months.
diagnoses including cerebral palsy and joint
contractures. 4, The Director of Clinical Services
will report the results of the monitoring
The accupational therapy (OT) note dated tlﬁl the Quality Assurance/Performance
129113 indicated the restorative nursing aide was proyement commilee for roview
7 : : ' g and recommendations.
trainad regarding range of motion and gentle
stretch {as tolerated) in both upper extremities 5. The Allegation of Compliance
and placing wash cloths in both hands to reduce for this plan is 1/15/2014. |[1502014
risk for contractures.
¥
The Restorative Nursing Agreement for Resident
#18, developed by OT and dated 7/29/13,
indicated the resident was to receive bilateral
upper extremity range of motion, prolonged
stretch, and a washcloth placed in both hands.
The agreement was signed by the Restorative
Aide and OT.
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The care plan dated 8/6/13 indicated the resident
was at risk of skin breakdown related to
contractures and the resident declined splinting.
Interventions Included: "may use wash cloth
hand rolls to hand, honor resident's choice of no
splinting.”

The Restorative Aide notes dated 8/16/13,
9/20/13, and 11/8/13 indicated range of motion
was done for Resident #18.

The Resident Restorative Chart dated
0/14/13-12/12/13 indicated Resident #18 did not
receive any passive range of motion or rolled
washcloths placed in her hands during that time
period while care was being provided by nurse
aides.

The guarterly Minimum Data Set dated 10/28/13
revealed Resident #18 was moderately
cognitively impaired, did not reject care, had a
range of motion impairment in both upper
extremilies, and did not recelve passive range of
motion.

During an interview on 12/12/13 at 11:42 am with
the Therapy Manager, she stated, "The family
member stated it was too painful for splinting and
we went in there and the resident said it was

| painful. We were trying to do range of moftion to

| open the hand. She was tolerating the rolled
washeloth with restorative when we discharged
her. The washcloth was to prevent her from
closing more. They should be attempting the .
range of motion daily and the wash clothes
should be rolled in her hands." .

During an interview on 12/12/13 at 11:67 am with
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the resident's family member/power of attorney,
she stated, "[Resident #18] will not have any part
of a splint. it was my understanding they would do
passive range of motion. | saw [the restorative
alde] in here doing it some, but it has been a
while. { would say at least several weeks."

Durlng an interview on 12/12/13 at 12:03 pm,
Resident #18 stafed it had been "about a month,
maybe more" since she received passive range
of motion or a wash cloth rolled in her hand.

During an abservation on 12/12/13 12:05 pm
MA#4 placed a rolled wash cloth In the resident's
feft hand. The resident grasped the cloth.

Puring an observation on 12/12/13 3:00 pma
wash cloth remained rolled in Restdent #18's left
hand. She was holding on to the cloth with her
fingers wrapped around the cloth.

During an phone interview on 12/12/13 at 315
pm with the Restorative Aide, she stated, "I
massage her arms and put a washcloth in her left
hand. She won't tet me put it in the right hand. |
am the only restorative aide. | think the tast time it
was done was last month. it is supposed to be
done every day. The [nurse aldes] are supposed
to be doing it too." She indicated when she does
restorative therapy with a resident she documents
| the therapy on the Restorative Aide notes and if

| there was not a note then therapy was hot done
by herself.

During an interview with the Director of Nursing
on 12/12/13 at 3:30 pm, she stated the
Restorative Aide "manages her own workload. if
she gets overwhelmed she will come to me and
we will ook at the caseload. The aids should do
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the restorative care if she cannot do that. It
should be done daily."

F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332
gs=p | RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews and
record review the facility failed to ensure the
medication error rate was less than 5% as
evidenced by 2 medication errors being made
during 27 opportunities for error, which resuited In
an error rate of 7.4 percent, (Residents # 49 and
60) :

The findings included:

. : i di
1. Resident #49 was admitted to the facility on 1. Resident #49 received the lasix according

4/28/13 with diagnoses of hypertension, " to physician orders. Resident #60
myocardial infarct and heart bypass graft. received the cogentin according to
physician drders.

Review of the physician * s monthly orders for

ted by thi
December 2013 revealed an order for Lasix 20 2. Nurse #1 was re educated by the

Director of Clinical Services conceming

milligrams, one tablet every day. proper medication pass technique.
Licensed nursing staff has been re

Observations on 12/11/13 at 8:22 AM, during educated according to the § “R'S”

medication pass with nurse #1, revealed Resident of medication administration and has

been observed in medication pass
to ensure that proper technigue is
present, ~

#49 received multiple medications.

Record review for Resident #49 revealed the
Medication Adminisiration Record indicated Lasix
to be administered at 9:00 AM. Reconciliation of
the medications administered revealed the Lasix
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had not been given with the other medications. o Un‘; ?;;z:errovt i(lzlgglbl::l Serx}gces
. . . . rve a
did not recelve 9:00 AM dose of Lasix. utse in deimonstrating the Dropelrcmsed
technique during their medication
Interview with nurse #1 on 12/12/13 at 11:00 AM ﬂdmlmst{ation Dpass q shift x 3 shits,
revealed she was not aware the medication had 3:" }’:W‘["% S;"f_i daily x 7 days, one
been missed. She stated she would administer |8 SR daily 5 days a week
i dicati % 1 week, one varying shift daily
e medication. 3 days a week x I week. One
varying shift a week once a week x
Interview on 12/12/13 at 4:20 PM with the 3 wecks, and then one varying
Director of Nursing revealed her expectations f}i‘(‘)ﬁf month x 10 months, This
would be for afl of the medications for that time nitoring will be documented on
¢ to b di the Medication Administration QL
rame to be given. monitoring tool.
2. Resident #60 was admitted to the facllity on 4. The Director of Clinical Services
12/26/11 with diagnosis of parkinson ' s disease. will report the monitoring to the
IQuahty Assurance/Performance
A + e mpro {
Review of the physician ' s monthly orders for fofmv‘iiﬁi';tdcfc":ﬁﬁﬁ:,g‘;‘?f“IY
December 2013 revealed an order for Cogentin ations.
0.5'miliigrams one tablet every day for parkinson'' 5. The Allegation of Compliance date
s disease. for this plan is 1/15/2014, 1/152014

Observations on 12/12/13 at 8:33 AM, during
medication pass with nurse #1, revealed Resident
#60 received multiple medications

Record review for Resident #60 revealed the
Medication Administration Record indicated
Cogentin was to be administered at 8:00 AM.
Reconciliation of the medications administered
revealed the Cogentin had not been given with

| the other medications.

Interview with nurse #1 on 12/12/13 at 11:00 AM
revealed she was not aware the medication had
been missed. She stated she would administer
the medication.

*
interview on 12/12/13 at 4:20 PM with the
Director of Nursing revealed her expectations
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would be for all of the medications for that time
frame o be given.
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SYATEMENT OF DEFICIENCIES {1y PROVIDERISUPPLIERJOLIA {%2) MULYIPLE CONSTRUCTION {R9) DATE BURVEY
AND PLAN OF QORRECTION {DENTIFICATION NUMBER A BUILDING 01 - MAIN BUILDING 0f COMPLETED
345450 B. \WiNG 01116/2014 |
NAMEZ OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, 2/P CODE
. ‘ §25 ASHLAND STREET
WESTWOOD HEALTH AND REHABILITA ARGHDALE, NG 27263
o) 1D SUMMARY STAYEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CQRREOTION o)
PREFAK (EACH DEFICIENCY MUSY EE PREGEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY OR L3C DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
g DEFICIENCY)
K 000 | INITIAL COMMENTS K 000
This Life Safely Code({LSC) surveywas
conducted as per The Code of Fedsral Raglster
at 42 GFR 483.70(a), using the 2000 Exlsting
Health Care section of the LSC and its referenced
publications. This building is typs Hi(211) K 029
conslruction , ohe story with a complete .
automnatic sprinkler system.with a locking system. 1. The doars to B Hall {baside the 02
storaga room, solled utillty room (storing
The Deficiencles determined durlng the suvey trash), and the water heater room just
ared s follows: i outslde the faundry have had the closer
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 028 repalred to ensure that the door closes
S8sD complataly with the self cloging mechanism,
One hout fire rated construction (with % hour The doar on the Central Supply room has
flre~rated doors) or an approved automatic fire had & new closerinstalled and Is now self
extinguishing system in accordance with 8.4.1 closing.
and/for 19.3.5.4 protects hazard_ous‘aregas. When 2. The Executive Director has re
the approved automatic flre extinguishing system educated the Malntenance Director us to the
optlon I used, the areas ara separated from necessity of ensuring that all self closing
other spaces by smoke resisting partitlons and doors conpl
. pletaly latch, All doors In the
doors. Doors are selt-closing and non-rated or buliding have been inspected to ensure sach
field-applled protactive plales that do not exceed aooralo etohy it th salf closing
48 inches from the bottom of the door are me;han:; completely with the self closing
miitted, 18,321 :
pe 3. The Malntenance Director wilt
ingpect all doors to ensure thay ere closing
completely with the self closing machanlism
onca a waak X 4 week, every other week x 4
This STANDARD s not met as evideniced by, weoks, then monthly for 10 months,
A. Based on cbservation on 01/16/2014 the door 4. The Mainteniance Director wii
to 8 Hall (beside the 02 storage.room) oiled ulllity report the resulls of this monitoring to the
room (storing trash) faited fo laten when closed. QAP committes for review and
?obgirr?aﬁf‘agz iﬁgg:ﬁ)we Gentral Supply recommandatlon monthly for the duration of
C. The water heater room jusf out slde the ;he monlt%r‘nziﬁ:;gﬁ;n of compliance date
laundry {fuel fired ) faited to close and latch, for this plan is Fobruary 28. 2014
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 P y =S,
58=p
043) DA

LABORAYORY DIRECTOR'S OR PROVIDERLSUP) ) =NTATIVES SIGNATURE nIE
-'//,'&5/5 < e LAt Ca R Oreclon  2/571%

Any deficlancy eifemant ending ¥ih wn asterlsk (%) denolas a dofiolohcy which the Instulion may be excaaed from eofrocling providing It 1 Jetemdniad thet
otbior safaguards provido sufflcient pratection to tie patlents. (Sae talructions,) Except for norabig homes, the Andings stated sbave urs disclossble B0 daye
following the date of survey whether of not a plan of correcton k- provkled. For nursing homes, the abave findings and plape of comsclion are disclosehln 14
dpys fofiawing the date fhese documents aro made avallabe to the factlty. |f deficlencles are clted, an appravad plan of correction Is requisite o continued

pragram panjeipstion. a-v
If contnuation sheet Paga 10l3
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DEPARTMENT OF REALTH AND HUMAN SERVICES FORM AFPROVED
CEMNTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-038
STATEMENT OF DEFICIENGIES (1) PROVIDER/SUPPLIERICLIA {42) MULTIPLE CONSTRUCTION (X3) BATE SURVEY
AND PLAN OF- QORREGTION IDENTIFICATION NUMBER: A BULDING 01 « MAIN SULLDING 01 GCOVPLETED
345450 B.wiNa 0114612014
NAME OF PROVIDER OR SUPPLIER BTREET AODRESS, CITY, BTAYE, 2IP CODR
WESTWOOD HEALTH AND REHABILITA :ﬁ: ;}‘;g:’;ﬁ'g :ﬁias
VD SUMMARY BTATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREQTIOH o
REFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION 8HOULD E COMPLETION
TAQ REGULATORY OR L8G IDENTIFYING INFORMATION) TAG CROSS-REFERENOED 1O THE APPROPRITE DATE
. DEFICIENCY)
Koaa
K 038 | Continued From page k] K 038 :-27 b b Aco:'nz:r;vqrw;!llﬂad lomu:!thw-!id:o::;oom
. n conlastad, -] L r\
Exlt access is amanged so that exlts are readiiy reprr 1o e door o L vehadron oagmantg
accesslble ot all imes In accordance with section 2 The xecutiin Difnetor had 10 aducalad the
7.1 19.2.4 mulntenants Dlracioer concaming tho mauiramand (hel o axt
. Ly doams relousa phsh pratreuts 4 applad, All ofhar axli doom
Pm;ﬂhmdﬁi o anwure that ihay relaass when pressurs
11
kX Thia Malntananas O} i PHE LY ]
[o apaurs thl lh:‘]l'::‘:l!l :;;:n pMth\Mﬁhh:pr:ﬂ:“ 1
m:;k!:: ;nakl.wery othor wasll ¥ 4 woaka, end than man(iy
X na
4, Tha mal) Ditectar wi {h i of
This STANDARD I not mat as evidenced by: o rentoing o tho QAP ::r:rr&thamonmr;p;fnu\::va:nd
A. Based on observation on 01/16/2014 the exit :mmmwgr :;:nw B:nur:uuw:m m;nmo pariod,
dooK{ delaysd egress ) at room 127 falled to ety 2 g o camanca din Brifi plea s
release when pressure was applied.
42 CFR 483.70 (a)
K 0581 NFPA 101 LIFE SAFETY CODE STANDARD K 056 *1“’55 Abseboand haster has boon instaled b the
83=D ) l;*-“'-ﬂ’dbf tlanggom,
If there is an automatle sptinkler systam, it is 2. The Exncuive Gireekar rs nduostnd o
installad [n accordance with NFPA 13, Standard mﬁiﬁﬂmﬁﬁﬁ‘ﬁm requamant thel thte 4
for the Installation of Sprinkier Syatems, to s, Tha Maintentanco Diractar wil chock v spriskler
provide complete coveraga for all portions of the mﬁmmmmn the bassboard haatarls proporly
building, The system is properly maintained in T e Malianancs Dimcter il opart 0
accordance with NFPA 25, Standetd far the nsilaton of tha bosoborrd haafing o Tha QAP rammiitas it
Inspectlon, Testing, and Maintenance of [he nat schrduled masting. The lengra whih the Sasebossd
Water-Based Fire Protection Systems. Itis fully A O o o ord i st 1o 2
supervised. There |s a refiable, adequate water 5. Thw logetion af camplinnon for Ly pienls
supply for the system, Regquired sprinkier A0
systems ars equipped with water flow and tamper
awltches, which are eleciically connected to the
building fire atarm system.  19.3.5
This STANDARD s not met as evidenced by:
A. Basad on nbsarvation on 01/16/2014 there
was no heat In the spriniler riser room,
42 CFR 483,70 (a)
K 061 ] NFPA 101 LIFE SAFETY CODE STANDARD K 061
8§=D
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/EUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COVPLETED
345450 B, WING 011612014
NAME OF PROVIDER OR SUPPLER SYREET ADDRESS, CITY, 8TATE, ZIP CODE
825 ASHLAND STREET
WESTWOOD HEALTH AND REHABILITA ARGHDALE, NG 27283
O] SUMMARY STATEMENT OF DEF|CIEMGIES i) PROVIDER'S PLAN OF CORREGYION {X8)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8% coMPLEglON
TAG REGULATORY OR L35G (RENTIRYING INFORMATION} TAG CROSS-REFERENCED TG THE APPROPRIATE PAY
DEFCIENCY)
" W ot
K 061 Continuad From page ) K 061 1. Tha raprlr ¢f the vaiva found upelroam from tho high

Required autometic sprinkler systems have
valves sugervised so that at least a local alarm
will sound when the valves ana closed, NFFA
72,9721

"w

This STANDARD is notmet as svidenced by

A. Based on absarvation on 01/18/2014 the high
and low alr pressyre swilch had a valve up
stream of #, that was nof alectically supervisad.
42 CFR

K 082 | NFPA 101 LIFE SAFETY CORE STANDARD
58=p
Required automatic sprinkler systems are
continuously maintalned 'n reliable operating
condition and are Inspected and tested
periodically,.  19.7.8, 4.6,12, NFPA 13, NFPA

%4 low prasaura swiich and The Wk of aloctonls sUpendlon s
achoauled oy apalr during ihe frslweak of February.

rA The rapaie campany has agrend 1o kinpadd for his
e 10 aff eren whers i could polenlialy ba prasent.

% Tha malenencs Director WT mealvs tha repen of
B Inapastion frerm 1he ropalr cempany to documant it e
Inepocllon han bran camplaled nnd wny other baawe of Wenalur
have 8 bean regalted

4 Tie matntsnancs Dircler wit repan that tha papalrio
the rffncingd sna has bann compfaind and shnt lhe dacumentallan
han boan fesehvad to tha QAR comemlllaa of the noat acheduled
mebtng Mierinase lazuss are Tatolved.

E Yha glogmlon of compliancs dala for hiapianlx
|Fabrrary 20, 2014

K0G2] ko

1 Trs & yonr obatructon teatwhi ho parfermad onihe
spniler aysiom ae voon ba tha woather i wWerm enolgh, The
p repalr campany who will be patfaming thal ondoo sieted thal T
wauld ba meal effealive tho Bl wotk of Apdl
2 Tha 5 oar chatruefon sl Aext due data vilibn
plaen an tha QAPI mraler calnngar far GATTY ovar fo arensd ihel
{hare In nel snalhar Japan of 1hia xarvien,

25 9.7.5 + Tra Admislbor vl eneurs that this Faguirsd
L arvice 15 an e Mmlar QAP! catendar snch mont when tho
manihly ordendas by §reidnd upen,
i Tha Madlar QAP galandns wii bo ravizwod by he
GAPE commitles aach menth an an angeing basla fo entira il In
N camplam,
This STANDARP s pot met as evidenced by 5. Tha eliageFan af compliunca for Ina plan 1
A. Based on observation on 04/18/2014 the AR,
five{5) year obstnicylon ltest on the sprinkler was
out of date,
42 CFR 483,70 (a)
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