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F 000 | INITIAL COMMENTS F 000
The facility is in compliance with the requirements
of 42 CFR Part 483, Subpart B for Long Term Care
Facilities (General Health Survey). Event ID#
EWUX11.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficlency which the institution may be excused from correcting providing it is dstermined that other
safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 0 days following the date of
survay 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 comection is requisite 10 continued program participation,
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K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056/ Preparation and/or execution of this plan of
$8=D correction does not constitute admission or
If there is an automatic sprinkler system, itis agreement by Universal Healthcare -
installed in accordance with NFPA 13, Standard Nashville of the truth of the facts alleged of
for the Installation of Sprinkier Systems, to conclusion set forth in the statement of
provide complete coverage for all portions of the deficiencies. The plan of correction is
building. The system is properly maintalned in ’ A .
accordance with NFPA 25, Standard for the P! eparf."d and/or exech ted solely because it
inspection, Testing, and Maintenance of is required by provisions of state and
Water-Based Fire Protection Systems. Itis fully federal law.
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler Kose
systerns are equipped with water flow and tamper
switches, which are electrically connected to the o It was identified during the Life Safety
building fire alarm system.  19.3.5 survey that the alarm valve was not
supervised. Also, the main valve tamper
alarm failed to give an audible or visual
: alarm. . 11/8/12
This STANDARD is not met as evidenced by: +  Pye Barker will be repairing the signal
A. Based on observation on11/08/2012 the loss from the main valve tamper switch to
tamper on the main valve failed fo give an audible the fire panel. He will also be installing a
or visual alarm, ) tamper switch on the unsupervised valve
B. The valve for the Alarm switch was not identified by the inspector on 11/8/12. 11/26/12
2;‘)8;‘;'?3235'70 () : 0 To ensure the deﬁcie_r%t practice wfl] nog
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K o72| vecur the Maintenance Ditector or designes
88=D w1ll. conduct tamper switch communication
Means of egress are continuously maintained free testing monthly. The first test will be
of all obstructions or impediments to full instant - conducted by Pye Barker when the tamper
use in the case of fire or other emergency. No switch is replaced. 11/26/12
fur.nishings, decorations, or other gpje_gts obstruct ¢ Any discrepancies from the monthly
exits, access to, egress from, or visibility of exits. testing will be reviewed at the monthly QA
7.1.10 Committee Meeting for 3 months and
quarterly thereafter. ‘ 11/29/12
&
Ongoing
This STANDARD is not met as evidenced by.
LABORATORY DIREGTRRS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
If Al J?/?j L Hdministrator 262,

Any &Hfﬁ:iency statement ending with an asigfisk (*) denotes a deficiency which the institulion may be excused from correcting providing It is determined that
othar safaguards provide sufficient protection to the patlents. (See Instructions.) Except for nursing homss, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction Is provided, For naursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficlencies are cited, an approvad ptan of correction is requisite to continued

program participation. c
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K072

Continued From page 1

A. Based on observation on 11/08/2012 there
was storage ( wardrobes, tables, etc.) .Stored
while striping rooms

42 CFr 483.70 {8)

Ko72

K072

¢ During the Life Safety Survey a
wardrobe was found in the corridor of the
building while housekeeping was stripping
a floor,

o All staff will be in-serviced that means
of egress shall be continuously maintained
free of all obstructions or impediments to
full instant use in the case of fire or other
emergency. No furnishings, decorations, or
other objects shall obstruct exits, access
thereto, egress there from, or visibility.

¢ Housekeeping supervisor or designee
will round on days that floor maintenance 1
scheduled to ensure that there are no
obstructions in the corridors or emergency
exits.

¢ Any discrepancies from the rounds will
be reviewed at the QA Committee Meeting
monthly for the first 3 months and quarterly
thereatter.

[

11/8/12

11/23/12

11/26/12

11/29/12
&
Ongoing
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