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A standard health survey was canducted on
Cctober 28-28, 2010, Deficient practice was
identified with the highest scope and severity
being 2t "D" lavel.

F 166 ! 483 10(f{2) RIGHT TO PROMPT EFFORTS TO F 188

85=0 | RESOLVE GRIEVANCES F /(ﬂ @ | j
A resident has the right to prompt efforts by the i - s B»U’ W{f

faciiity fo resolve grievances the resident may
have, including those with res;:ect toy the: behavio
of other residents.

This REQUIREMENT is not met as evidenced !
b)r " :
The facility failed to provide prompt efforts to
actively seek a resoluticn and keep the residents
appropriately apprised of its progress toward
resolution of the grievances for two (2) of

twenty-one (21) sampled residents (resident #20
. and resident #21). Resident #20 reported :
| missing personal items and resident #21 reported |
| missing monay fo staff without resolution of the
grievance.

The findings include:

The facility's Policy for Reporting Missing Items

{no date) states i resident's missing items are not
located the Activity/Sociat Servics Director will fll |
out a Grievancs Form,

1. During a group mesfing conducted on Octobet
27,2010, at 10:00 a.m., resident #20 reported
he/she had reported missing personal itemns to
the facility staff. Resident #20 revealed
approximateiy onz month ago Several tems were
missi ?g which included three tubes of ipstick and
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oiher safeguamds provide sufficient protecton to the pafients. (388 mstructions.) Except for nusing hormes, the findings sfated Aiove are dirclossble 90 days
fofowing the date of survey whether or not & pran of corection is provided. For nersing hames, the above findings and plans of conaciion are disclozable 14
days foliowing the date these documents are mede aveilabie to the facilty, |If deficiencies are cited, an approved plan of mmection is equisite to continued
program participation.
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| three to four gowns. Resident #20 stated the
| missing items were reported fo facility staff i
' (unable fo recall name of staf). Residant #20 i
. Stated one tube of fipstick was found and E
| returned, however, the facility had not informed |
! the resident of progress toward resolution of the |
% missing items.

{2, During a group meeting conducted on October
127, 2010, at 10:00 a.m., resident #21 had

| reported five dofiars migsing frorn hisher room to
I the facility staff (unable to recal| name of staff) in

| July 2010. Resident #21 revealed he/she had not
I been informed by the facility of the progress
toward resolution of the misging five doliars.

In an interview conducted with the Activity
Direcfor/Soctal Service Director (AL/SSD) on
Oclober 28, 2010, at 10:00 a.m., revealed
resident #21 had reported five doliars missing fo
him/her. The AD/SSD stated resident #21 did not
| request a grievance filed, therefore, ons was not
fiied.

| An interview conducted on Octobsr 28, 2010, at
815 am., with the AD/SSD and tha Administrator
revealed when the resident reported personal
clothing items missing the staff initially searched
: for such items. I the items were not found the
staff would report the missing clothing iterns &

1 the laundry staff who would log the missing ifems
and retumn to the resident. The AD/SSD and the
Administrator revealed a grievance form was not
complated for the reported missing persenal
items reported by resident #26 or the reported

{ missing five doliars by resident #21,

F 276 | 483.20(c) QUARTERLY ASSESSMENT AT F 276 |
$$=D | LEAST EVERY 3 MONTHS P 2@ <J_Q’p @M 0// |
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A facility must assess a resident using the ;
quarierly raview instrument specified by the State |

and approved by CMS not Jess frequently than
once every 3 ronths. |

This REQUIREMENT is not met as evidanced
by: : :

Based on interview and record reviaw, it was
determined the fecility failed to timely complete a
guarterty Minimum Dats Set (MDS) assessment
for one (1) of twenty-one (21) sampled residents
(resident #2).

The findings include:

A record review conducted for resident #2
revealed the resident had an admission MDS
assassment complated on July 15, 2010, and was :
due to have a quarterly assessment completed : ;
with an assessment reference date of October " "
13, 2010. Further record review revealed \ :
resident #2 had a 14-day Medicare assessment ! ;
completed on October 18, 2010. There was no I :

evidence the facility had completed the required
assegsment,

An interview conduciad with the Registerad Nursz
(RN) responsibie for completing the MDS
assessment for resident #2 revealed the resident
had been out of the facility and had returned.
Further interview revealed the RN had completed
an assessment but had not coded the
asseesment corractly and was not aware that
resident #2 did not have the yequired guarterly i
assezsment completed. '

F 281 483.20(k)(3)()) SERVICES PROVIDED MEET F281 WO
$8=D | PROFESSIONAL STANDARDS | ?fé ], gﬁ-" ,
:
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F 281: Continued From page 3 F 281

.j The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met 2s evidenced
by:

Based on interview and record review, the facility
failed to provide services actording to
professional standards for cne (1) of twenty-one
(21) sampled residents. The facility failed to
ensure resident #3's physician was aware of the
Registered Dietitian's recommendations.

: The findings include: ‘ ,

A roview of the medical recard for resident #3 i
| revealed the resident was admitted to the facility |
on October 19, 2010, with diagnoses that
included Dementia, Chronic Obstructive
Pulmonary Disease, Dysphagia, Severe
Malinutrition, and a pressure sore.

Further review of the record revealed the .
Registered Dietifian (RD) had made 2 ;
recommendation on October 21, 2010, for the ' i
residert to receive Certagen Senior and Juven,
one packet twice daily for six weeks. The &acility
was fo chack the resident's albumin level on
October 21, 204 0. The facility faxad this
recomnendation to the physician's office on
October 21, 2010, There was no evidence an .
October 26, 2010, that the physician had |
rasponded to the recommendatian and no
evidence the facility had followed up to ensure the
physician wag aware of the RD's
recommandation.

An interview with the Clinical Coardinator (CC)
conducted on October 27, 2010, at 3:25 p-m.,

‘ i
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revealed the nurse who raceivad the
recommendation was ta fax it to the physician
and enter if into the daily communication book to
ensure the oncoming staff was aware. i

| Thers was no evidence in the communication
! book of the RD's recommendatior. : '

An interview with the Licensed Practical Nurse
(LPN) conducted on October 27, 2010, at 3:40
p.m., revealed the LPN did fax the ,
recomimendation, but did nof make notes inthe
communication book to foliow up, The LPN

| stated hefshe did not usually make any notes, but
| helshe usually did let the next shift know verbally. .
F 312 | 483.25(a)(3) ADL. CARE PROVIDED FOR F 312 P 3/
55=ly | DEPENDENT RESIDENTS .

A rasident who is unable to carry out activities of Ser & %3 (

daily living recéives the necessary services to
maintain good nuiriion, grooming, and personal
and oral hygiane,

i I
i i
|

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and record
review, the facility failed to provide the necessary
care and servicas to maintain good hygiene for
twa (2) of twenty-one (21) sampled residents.
Regidents #8 and #13 were observed o have
'ong untrimmed/jagged nails.

The findings include:

1, A review of the medical record for resident #6
| revealed the resident was admitted o the faciiity
on May 7, 2004, with diagnoses that included

ol
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Diabeies, Renal Insufficiercy, Chronic !
Obstructive Pulmonary Disease, Coronary Artery C
Disease, and Congenital Mental Deficiency. '

A comprehensive Minimum Data Set {MDS)

. assessment completed on March 8, 2010,
revealed resident #6 was totally dependent upon |
staff for personal hygiene. ;.

A review of the comprehensive plan of care for
resident #5 reveaied staff was to parform nall
care once weekly and 28 nesded.

Observations of resident #5 an October 26, 2010, | o
al 3:50 p.m. and 5:20 p.m,, and on October 27, . ) :
2010, at 8:05 a.m. and 12:00 p.m., revealed the i
resident's fingemnaits to be long and jagged.

An inferview with the Clinical Coordinator (CC)
conducted at 3:40 p.m. on Octoher 28, 2010,
revealed licensed nurses were required to tim
fingernaits for all diabetic residents sccording to
the faciiity palicy. The CC further stated Sunday i
was the designated day for Nursing to tHim
fingamails for diabetic residents, however, nail

] care was not included on the treatment record
;and the nurse was not aware of the requirement,
The CC also stated the nail care was not included
on the Trastment Administration Record because
the CC had falled to include it when the CC was
checking monthiy orders.

2. Areview of the medical record for resident #13 i
revealed the resident was admitted to the facility
on November 8, 2001, with diagnoses that
includad Akzheimers Dementia, Chronic Renal

' Failure, Aphasia, Diabetes, and Cerebrovascular
| Accident.

i
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A comprehensive MDS completed on August 22,
2010, revealed resident #13 wag totally
dependant on staff for personal hygiene.

A review of the comprehensive plan of care far
 resident #6 revealed staff was ta perform naif
i care once weekly and as needed.

Observations of rasident #12 on October 28,
2010, at 11:35 a.m. and 3:30 p.m., ravealed the
resident's jingernails were very lang.

An interview with the Clinical Ceordinator (CC)
conducted at 3:40 p.m. on Oclober 28, 2010,
revealed licensed nurses were required to trim
fingernails for all diabefic residents according fo
tne facility policy. The CC further stated Sunday
was the desighated day for Nursing to tim
fingernails for diabefic residents, howavar, nail
care was not included on the treatment record
and the hurse was not aware of the requirement.
The CC also stated the nail care was not included
on the Treatment Administration Record because
the CC had failed to inciude it when the CC was
checking monthiy orders,

An interview with the Director of Nursing (DON)
conducted on Ocfober 28, 2010, at 2:15 p.Im.,
revealed tha nurses and supervisors made :
rounds on a routine basis to check grooming and i
fingemails. The DON aiso stated that they did not:
check every resident for grooming during every |
round. ‘

F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR,
88=D | PALATABLE/CREFER TEMP

Each resident receives and the facility provides
food prepared by mathods that conserve nutritive
value, flavor, and appearance; and food that is

F 364

Fol amd
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temperature,

: serve food that was palatebie and at the

: appropriate temperature. Chicken breast, apple

: julece, and milk were not served at the appropriate
: temperatures during the noen meal an October

Continued From page 7
palatabie, attractive, and at the propar

This REQUIREMENT s not met as evidanced
by:

Based on observation, interview, and recard
review, it was determinad the fachity failed to

27,2010,
The findings include:

A group interview conducted with four alert and
ofignted residents on October 27, 201 0, at 10:00
a.m., revealed that facility food was not palatable
and not served at the appropriate femperatures.
The residents stated hot foods were not served
hot and cold foods were not served cold,

Observations of a test tray from the 200 Hal) at
the noon meal service on October 27, 20190, at
12:40 p.m., revesled the femperature of the
chicken breast was 108 degrees Fahranheait, mifk
was 48 degrees Fahrenheit, and apple juice was
58 degrees Fahrenheit,

An interview conducted with the Dietary Managsr
on October 27, 2010, at 12:40 p.m., reveaied the
milk was placed in the freezer before serving but
fhe apple juice was net; further interview revealed
It was difficuit to mairdain the temperature of the
chicken breast

A review of the facility meal pass pelicy, which
was without a dale, revealed cold food tems wers

F 284

f
|
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F 384 | Continued From page & F 364

to be served at 41 degrees or below, and hot

foods were to be sarved at 135 degrees or above, :
F 444 | 483.65(b)(3) PREVENTING SPREAD OF Fd44
88=D | INFECTION

The facility must require staff to wash their hands .P ({qu / :
after sach direct resident contact for which 290

handwashing is indicated by accepted ‘ {
professional practice,

This REQUIREMENT is not met as evidenced |
by:

Baser on observation, interview, and record
review, the facility failed to ensure that proper
ifection controf practices were maintained for
one (1) of twenty-ane (21) sampled residents.
During wound sare for rasident #3, the treatment
nurse falled fo utiiize acceptable bandwashing
technigue when performing wound care to
wounds on the resident's cooeyx.

The findings include:

A review of the medical record revealed that
resident #3 had physiclan's orders dated October |
18, 2010, to clesn staged areas to the i
! buttocksicoccyx with normal saline and apply
| Aquacel and DucDerm every three days and as : g
: NECessary, :

During treatment ohservation ar October 27,

. 2010, at 2:45 p.in., the treatment nurse was
observed to put on gioves and cover & smear of
feces with the resident's brief and then change
gioves without washing hands. The treatment
nurse then poured normal saline on multiple
L sterile 4x4 gauze pads. The freatment nurse
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cleaned open wound #1 to the resident's COCEYX
area and changed giaves without wash ing hands,
The treatment nurse cleansed wound area #2
with normal saline-soaked gauze. After chranging
gloves, but not washing hands, the treatmant
nurse cleansad open wound area #3 with normal
saline. The nurse changed gloves again, but did
not wash hands, and applied Aquacel followed by
the DucDenm, '

| A review of the faciiity policy, undated, related to
handwashing procsdures revealed that facility
staif was required to perform handwashing or use
an alcohol-based sanitizer to decontaminste
hands when contact occurred with a resident's
intact/ron-intact skin, wound dressings, or
moving from a contaminated body site to a clean
body site during care.

The treatment nurse stated in an inferview
conducted on October 27, 2010, at 3:00 p.m., that
| the freatmant nurse should have performed :
- handwashing between cleansing the wounds and

applying the dressing. ‘
- F 465 | 483.70(h)

55=R | SAFE/F JUNCTIONAL/SANITARY/COMFORTABL

E ENVIRON

The facility must provide a safe, functionsal,
sanitary, and comfortable environment for
residents, staff and the public,

This REQUIREMENT i not met as evidenced
by: '

| Based on observation, infarview, and record '
: review, it was determineg ths facility failed to

i provide a safe, functiorsz|, sanitary, and

! comfortable environment for residents, staff, and

1

F 444

F 465

AR

i
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the public. Soiled resident equipment,
soiled/scarmed walls, spider webs, and cracked
tiie were observed during the survey conducted
on Cctober 26-28, 2010,

The findings include:

Environmental observations during the initial tour
conducted on Cctober 26, 2010, at 12:45 p.rm.,
reveaied the following:

—crackad file was observed on the 200 Hall near |
the main foyer.

-scarred wallpaper was observed near the
resident bath on the 100 Hall.

-scarred/soiled wealls were observed in rooms
213A, 218A 221A, and 225A,

—resident #6's bed frame and feeding tube pole
were observed soiled with dried tube feeding \
residue.

-spider webs were abserved in the doorway of
room 225. -

A review of facility maintenance requests
provided by the faciiity Maintenance Director
revadled no uncompleted requests had beer
submitted o repair the walls.

An interview conducted with the Maimtenance
Diractor on October 28, 2010, at 215 P,
revealed the Maintenance Director had not
received any rnaintsnance requests for the wall
and tile in need of repair and wag not awara of
the Hemns in need of repair,

A review of the facility housekeeping schedule
dated February 16, 2008, revealed rooms were
Cleaned cajly to include checking walls for spota.

Further review of the schedule revealed resident
i

F 455
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kads and tube feeding poles wera o be cieaned !
daily, ' :
An intefview conducted with the Housekeeping
Supervisor on Oclober 28, 2010, at 2:30 p.m., :
revealed the Housekeeping Supervisor checked
random rooms on each hall daily fo ensure the
rooms were clean. However, the Housekeeping
Suparvisor was not aware of the above noted
tems in need of cleaning.
i
i
)
; ; i
! i |
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1. Resident #20 and Resident #21 were updated on the status of the search for
the missing items/money.

2. All residents in the facility will have the oppartunity to ensure that prompt effarts
will be made to resolve grievances related to missing clothing/items. A meeting was
conducted with Resident Council to discuss any unresolved issues and porgress toward
resolution, All other missing item issues were discussed with appropriate resident/
responsible party and responses/updates were given on the progress of resolution,

3. Anin-service was conducted with all staff regarding the facility's prompt efforts to
resolve grievances, utilizing the Grievance or CQ! Referral Form that can be completed
for any reason by any staff. The resident/responsible party will receive a response from
the facility at the conclusion of the investigation. An in-service with the AD/SSD by the
Administrator on November 24, 2010 specifically addressed the use of the form for
missing items, the importance of discussing the progress made in resolution of the
grievance with the resident/family, and the documentation of the progress on the form
and forward to the CQI Committee. Each Department Head has conducted in-service training
for their departments.

4. The CQY Committee will review the CQI Referral/Grievance Forms weekly to ensure that
issues have been addressed timely and 2 response to the resident/family from the
facility has been given and documented appropriately, These reviews will be done
weekly for one month, then monthiy for the next quarter. Any irregularity will be
corrected and the CQJ committee will address furthar actions as indicated.

5. Completion Date: December 3, 2010

Received Time Nov, 24, 2000 4:02PM No. 4500
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1. A modification was completed on October 27, 2010 of the MDS Assessment with an
ARD of 10-15-10 to include the coding as a Quarterly Assessment.

2. AIlMDS Assessments were reviewed to ensure coding for the type of assessment was
accurate and that assessments were no more than 92 days apart.

3. Anin-service was held on November 24, 2010 by Administrator/DON with all MDS
Coordinators to remind them of importance of scheduling and coding MDS within
specified timeframes {i.e. no more than 92 days between assessment reference dates),
In-service also addressed MDS Coordinator working in correlation with the Medicare
Coordinator ta discuss upcoming assessments and.combine assessments when possible
within the guidelines of scheduling.

4. A designated CQI Committee Member will review assessment schedule weekly to ensure
that all assessments are being completed within timeframes and that all Medicare
assessments are combined with OBRA required assessments when possible. This review
will continue on a weekly basis. Any irregularities will be corrected and reported to the
CQi Committee for further follow up and review.

5. Completion Date: December 3, 2010

Recerved Time Nov. 24, 2010 4:02PM No. 4500
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1. The physician was notified of the R.D. recommendation on Qctober 27, 2010 far
Resident #3. Orders were obtained and implemented,

2. All other R.D. recommendations have been reviewed by the Unit Supervisor to ensure
that the physician has been notified in a timely manner.

3. The Unit Supervisor will retain a list of ali residents visited by the R.D, each week. They
will use this list to follow up and ensure appropriate action has been taken by the staff
nurses. The staff nurses have been instructed to sign off on the list as they complete
it. They have also been instructed to document any needed follow-up on the 24 hour
report sheet. The Director of Nursing and Nursing supervisors have conducted in services
detailing this process to the nursing staff on November 23 and 24, 2010.

4. The QA Committee designee will compare the R.D. list to the resident record to ensure
timely physician notification and appropriate follow-up. This review will be conducted
weekly for one month and monthly for the next quarter. Any identified concerns will
be corrected immediately and reported to the QA Committee for further review.

». Completion Date: December 3, 2010

Recerved Time Nov, 24, 2010  4:02PM No, 4500
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Annual Survey '
October 26-28, 2010

F312

1. Resident #6 nails were trimmed on October 27, 2010 and #13 nails were trimmed on
October 28, 2010 by the nurses.

2. Resident care rounds have been conducted by nursing supervisors to ensure
all residents are receiving necessary services to maintain good grooming.
The supervisors specifically checked to ensure that nail care has been
provided for all diabetic residents. Treatment records have also been
reviewed by nursing supervisors to ensure nail care is included on the

treatment record for all diabetic residents,

3. In-Services were conducted by the Director Of Nursing/Nursing Supervisor for the
nursing staff on November 23 and 24, 2010, which addressed the facility routine for
performing nailcare for those residents diagnosed with diabetes. The in-service

addressed the documentation required for nail care and importance of checking
treatment records each month to ensure that appropriate transcription has occurred
for the diabetic resident.

4. The QA committee will make observations of five diabetic residants per unit
to ensure proper grooming is being provided. These cbservations will be done on
a weekly basis for one month, then monthly for one quarter. Any identified concerns

will be corracted immediately and reported to the QA committee for further review,

5. Completion Date: December 3, 2010

Received Time Nev. 240 2010 4:02PM No. 4500
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1. No residents were affected by this test tray.

2, Observations of meal services have been conductad by the dietary manager on both
- shifts to ensure residents are receiving palatable food trays in a timely manner with
food items at appropriate temperatures,

3. In-Services were conducted by the R.D. and Dietary Manager with the dietary
staff regarding the requirements for proper food temperatures on
November 19, 2010. The In-Service reviewed placing milk and juice in the freezer
at least 45 minutes prior to meal service and majntaining hot foods at 165 degrees
or above on the steam tabie.

4. Meal pass audits will be conducted by the QA committee on a weekly basis for
for the next month and twice a month for the next quarter. These audits wilt include
food temperature checks to ensure food is being served at appropriate temperatures.
Rounds will be conducted randomly, including all three meals. Any identified
concerns will be corrected immediately and reported to the QA committee for further
review, :

5. Completion Date: December 3, 2010

Received Time Nov. 24, 2010 4:02PW No. 4500
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1. Resident #3 was discharged home on November 5, 2010.

2. All residents requiring dressing bhanges are racefving treatment as ordered
by the physician with proper guidelines being followed for handwashing
during the treatment, '

3. In-Services with the nursing staff were conducted by the Directer Of Nursing /Nursing
Supervisor on November 23 and 24, 2010 regarding proper procedures for providing
wound care treatment. The In-Service detailed infection control guidelines for
handwashing during dressing change. The nursing supervisors have ohserved
all nurses performing wound care to ensure accepted handwashing practices
are being followed.

4. The QA committee designee will conduct observations of nurses performing wound
care treatment to ensure proper handwashing standards are being followed. The
observations will include observing two nurses weekly for ane month and four
nurses monthly for one quarter. Any identified concerns will be corrected
immediately and reported to the QA committee for further review.

3. Completion Date: December 3, 2010

Received Time Nov, 24, 2010 4:02PM No. 4500
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F465

1. The tile in the 200 hallway has been replaced. The wallpaper on the walls near
the 100 resident showers has been replaced. The walls in rooms 213, 218, 221 and 225
have been repaired. Resident #6's tube feeding pole and bed frame have been
cleaned. The spider webs in doorway of room 225 have been removed.

2. All resident rooms wall, wallpaper, tube feeding poles and bed frames, hallway tile and
doorways have been checked for proper cleaning and/or neaded repairs.

3. The Administrator conducted an In-Service with the Housekeeping supervisor on
November 19, 2010 and the Housekeeping supervisor conducted an in-service with
the housekeeping staff regarding prompt cleaning of resident care equipment such as
tube feeding poles and bed frames, replacement of torn wallpaper and removal of any
spider webs, The Housekeepers were also instructed to fill out maintenance request on
any items/areas in need of repair,
On November 19,2010 the Administrator In-Serviced the Maintenance Supervisor on
regularly making rounds throughout the facility to observe for any needed repairs
such as scarred walls and cracked tile.

4. The CQI/QA committee designee will make environmental rounds to observe far any
concerns such as items needing repaired and cleaning. The rounds will be conducted
weekly for one month, then monthly for one quarter. Any identified concerns will be
corrected immediately and referred to QA committee for further review,

5. Completion Date: Dacember 3, 2010

Received Time Nov. 24 2010 4:02PM No. 4500
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| !
| A ife safety code survey was initiated and |
concluded on October 26, 2010, for complisnca
with Title 42, Code of Federal Regutations,
§483.70. The facility was found not to be in
compliance with NFPA 101 Life Safety Code,
2000 Edition, :

Deficiencies were cited with the highest deficiency
identified at "D" level,

K025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025 K O (; S"

38=D

Smoke barriers are constructed to provide at

least a one half hour fire resistznes rating in w M

accordance with 8.3. Smoke barriers may
terminate at an atrium wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of two
separate compartments are provided on each
floor. Dampers are not required in duct
‘penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems,
18,3.7.3, 18.3,7.5,18.16.3, 19.164

This STANDARD is not met as evidenced by:

| Based on observafion and interview, the facifity
failed fo maintain fire/smoke dampers that :
penetrated the fire/smoke barrier walls in the attic :
| area, This deficient practice affacted two (2) of X
{ seven (7} smoke compariments, staff, and ‘ !
 approximately sixtean (16) rasidents, The facifity : i
. has the capacity for 100 beds with a census of 94 | : : i

- on the day of the survay,

The findings include: i
i
|

| .
{ Py o , f {
LABRORATORY DIREC) 5 OR PROVIPERGURPPLIE EFRESENTATIVE'S SIGNA, E . ‘ {X8) DATE
* Sriiads > M 3 []0
)

i

Any defitiency s’uﬁmem ending with an asterisk (* xdenutes a deficiency which the institution may be excused from carmecting pm\m&ing it Q bﬂtarmlned that
other safeguards provide sufficient prosaction te the patieats. (See Instrucfions.) Excapt for nurking homes, the findings stated above are disclosable oo days
foliowing the dale of survey whether or not & plan of correction is provided, Fer numsing homeas, the above findngs and pians of comaction are discicsahie 14
days following the dete these documents are made avaliable to the facility. If deficiencles are gited, an upproved plan of carection s requislts to continued
prograrm: participation. :
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During the Life Safety Code survey on October
26, 2040, at 2:15 p.m., with the Director of
Maintenance (DOM) a fire/amoke barrier wall
ébove the fire doors or the 100 Wing was
observed to have ductwork that contained 5
fire/smoke damper. A fire/smoke damper closes
to prevent fire and hot gases from panetrating the
fire/smoke barrier wall and is required to be
inspected and maintained every four ysars. An
interview with the DOM on Qclober 28, 2010, at
3115 p.m,, revealed the DOM was unaware of the
requirements pertaining fo fire/smoke dampers or
if there was a record that the dampers had been
maintained. Other fire/smoke barrier walls in the
faciity were not reassnably accessible for
inspection purposes,

' Refarence: NFRA 90a {1929 Edition),

3~4.7 Maintenance. a
Alleast every 4 years, fusible links (whers ]
applicable) shall be removed; all dampers shall
be operated to varify that they fully close; the
latch, if provided, shall be checked:

and moving parts shall be lubricated as
necessary,
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Wolfe County Health & Rehabilitation Center
Annual Survey
October 26-28, 2010

K025

1. The fire/smoke barriers above Unit 100 have been inspected by an outside fire.
inspector contractor.

2. All other fire/smoke barriers that penetrate fire/smoke barrier walls in the sttic
area have been inspected and maintained by an outside contractor..

3. The Corparate Maintenance Supervisor has in-serviced the Maintenance Supervisor
on October 29, 2010 regarding the Jife safety code requirements for inspector/
maintenance of fire/smoke dampers that penetrate fire/smoke barrier walls in the
attic area of the facility.

4. Alogsheet for the Preventative Maintenance of the Fire/Smoke Dampers will be
place in the Preventative Maintenance Log Book maintained by the Maintenance
Director. The Maintenance Director will be responsible for documenting on the log
sheet the date that the Independent contractor has provided preventative maintenance
to the Fire/Smoke Dampers (once every four years). The CQ) will review the
Preventative Maintenance Log Book on a yearly basis to ensure that this guidance is
being followed. Any identified concerns will be corrected and addressed by the CQJ
Commiitee.

5. Completion Date: December 3, 2010

Received Time Nov. 24, 2010 4:02PM Ne. 4500



