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88=D

HAZARDS/SUPERVISION/DEVICES

The facllity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident recelves
adequate supervision and assistance devices to
prevent accldents,

This REQUIREMENT is not met as evidenced
by
Based on record review, staff Interviews and

observations, the facility falled to put interventions

in place to prevent falls for 1 of 3 sampled
residents, {Resident # 40}

Findings include:

Resident # 40 was admitted to the facility on
7/8/2008 with dlagnoses of Difficulty in Walking,
Muscles Weakness, Altered mantal status,
Cellulites of leg, Depression, Osteoarthritis,
Parkinson's and Pacemaker.

Resident # 40's annual Minimum Data Set (MDS)
dated 7/5/2010 indicated the resident had a fall in
the past 31-180 days. The Resident Assessment
Protocol (RAP) dated 7/5/2010 documented
“Resident has a long history of occaslonal falls."
Resident # 40's care plan last updated 3/16/2011,
Indicated the resident's problem as being at risk
for falls due to history of falls." The approaches
for the falls included "Report any change in
condition, bed In lowest position and bed pad
alarm when in bed.”

Review of the facllity's Resident Incldent Report

(X4} 1D SUMMARY STATEMENT QF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX {EAGH DEFICIENGY 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)
F 3231 483.25(h) FREE OF ACCIDENT F 323

The statements made on this plan of correction
are not an admission to and do not constitute an
agreement with the alleged deficiencics.

To remain in compliance with all federal and
state regulations the facility has taken or will
take the actions set forth in this plan of
correction. The plan of correction constitutes the
facility's allegation of compliance such that all
alleged deficiencies cited have been or will be
corrected by the dates indicated.

323

Corrective Action for Resident Affected: i (B(H
For Resident #40 the following fall interventions
were put in place: dyscem placed in wheelehair
3/18/11 by Support Nurse, urine checked for UTI
3/21/11 by Support Nurse, wing maitress put oo
bed 3/21/11 by Maintenance and Staff
Development Coordinator, auto-lock breaks on
wheelchair by Maintenance 3/22/11, high-low
bed ordered 3/25/11 by Administrator and care
plan reviewed and updated by Care Plan
Coordinator and Staff Development Coordinator
on 3/23/11,

VIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

LABORATORY DIREGTOR'S OR PRO
o A

(Xa) DATE -

mu?[ // ///

Any deficiency statement ending with an asterisk (*) denoles a d
other safeguards provide sufflelent protection to tha patients. {See |
following the date of survay whether of not a ptan of correclion Is provided, For nurs!

eficiency which the institulion may be excused from correcting providing It Is determined that
nstructions,) Except for nursing homes, the findings stated ahove are disclosable 90 days
tng homes, the above findings and plans of correction are disclosable 14

days following the date ihese documenls are made available to the facllity. If deflclencies are clied, an epproved plan of corraclion Is requisite to conlinued
program paricipation,
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D

PROVIDER'S PLAN OF CURRECTICN

dated date 12/27/2010, documented {he resident
"found facing bed with Knees on the fleor and
elbows and upper body on bed.” The Incident
report further indicated "the resident had alarms
hut were not sounding.” The intervention was
“staff to make sure alarms is furned on at all
times."

Review of the facility 's Resident Incident Report
dated 1/4/2011, documented "Resident was
observed sitting on floor next to her bed. " The
incident report further indicated "the alarm was
sounding at the time of incident." The
intervention was "staff to try to respond more
quickly to sounding alarms.”

Review of the facility's Resident Incident Report
dated date 1/6/2011, documented the resident
“found sitting on floor beside bed with back
against bed." The intervention was “staff to
answer alarms qulekly."

Review of the facility's Resident Incident Report
dated date 1/24/2011, documented the resident
was "observed sitting on floor beside bed facing
roommate without injurles,"  The intervention was
“staff to make sure all alarms are turned on when
resident is in the bed or her wheel chair to
prevent future falls.” :

Review of the facility 's Resident Incident Report
dated date 2/23/2011, documentad "Resident
was attempting to get out of bed without
assistance. Found sitting on floor beside bed.
Observed sitting on floor next to her bed." The
intervention was "staff to try to respond more
quickly to sounding alarms to iry to prevent
Incident." '

{X4) 1D
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
. DEFICIENCY}
F 323 | Continued From page 1 F 323| Corrective Action for Resident Potentially

Affected:

All resident’s who have fallen are at risk for the
alleged deficient practice. .

A falls review meeting was held by the Quality
of Life Team on 3/17/11 and ali residents who
have fatlen in the past 6 months were reviewed
for appropriate interventions and the need for
any additional interventions. Any additional
interventions recommended will be put in place
by Statf Development Coordinator and Falis-
Nurse by 4/13/11,

Systemic Changes:

A falls intervention box containing various fall
prevention items such as bed alarms, chair
alarms, dyscem, gripper socks, floor strips,
TABS, and wander guard was placed at the
nurses station by the Staff Developiment
Coordinator for staff to have access to and
initiate when a resident falls if indicated., An in-
service was conducted on 3/25/11, 3/28/11,
3/25/11 and 3/31/11 by the Staff Development
Coordinator. Those who attended were all RN’s
and LPN’s, FT, PT, and PRN, In-service done
with Staff Development Coordinator and Falls
Nurse, 3/18/11 on falls interventions by Nurss
Consultant, Any in-house staff member who did
not receive in-service training will not be
allowed to work until fraining has been
completed, The in-service topics included:
location and content of the fails intervention box
and when to initiate items from the falls box to
assist in preventiiig futwre falls and the proper
procedure to follow. This information has been
integrated into the standard orientation training
and in the required in-service refresher courses
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During the interview on 3/16/2011 at 11:00 AM,
Nurse # 1 reported the resident was confused
and had several falls in the past last month.
Nurse #1 further reported the Interventlon putin
place was the best the facility could do to prevent
the resident from falling from the bed. Nurse #1
was asked why the intervention was not changed
but only mainly indicated staff was to respond
more quickly to sounding alarms. Nurse # 1
answered that it was difficult for the staff to reach
the resident on time when the alarm sounded.

During the interview on 3/16/2011 at 2:00 PM, the
Director of Nursing { DON) reported she will make
sure in the future the facllity uses a different
intesvention any time the resident had a fall and
documient the intervention In the Resident's
incident Report.

(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORREGTION 1x5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DAT
DEFICIENCY)
F 323} Continued From page 2 F 323 : .
F pag for ail employees and will be reviewed by the

Quality Assurance Process to verify that the
change has been sustained,

Quality Assurance

The Staff Development Coordinator will monitor
this issue using the “QA Monitor Falls Review”
for making sure appropriate and timely
interventions are put in place for residents who
fall. This will be completed weekly x 4 weeks
then menthly x 2 months or until resolved by
QOL/QA commillee, Reports will be given to

- the weekly Quality of Life- QA committee and
corrective action initiated as appropriate,
Monitoring began on 3/23/11 and will continue
through 6/11 and longer, if necessary.
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(X43 D SUMMARY STATEMENT OF DEFICIENGIES . PROVIDER'S PLAN OF CORRECTION (1o)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL - PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENGY)
ETY Carrectlon Actlon:
};;”5 NFPA 101 LIFE SAF CODE STANDARD K012 Al areas around sprinkler heads are sealgd
o in order to malntaln the requlred rating of
Bullding construction type and helght meets one the celiing. P req ¢ 7
of the following. 19.1.6.2, 19.1.6.3, 18.1.68.4,
19,3.6.1 Potenttal Affect;
All residents have the potentlal {o be affected by
this alleged deficlent practice.
Systemic Changes: )
. . . Altsprinkter heads were checked and those
This STANDARD s not met as evidenced by: not properly sealed wera sealed with the
Surveyor; 26694 required sealant,
Based on observation on Thursday 4/14/11 —
. . orings
batwean approximataty_1 0:16 AM and 2:00 PM Malntenance Director will menitor sprinkier
the following was roted: hesds when he parforms the monthly
1} The area around the sprinkler heads and buliding Inspection and rapart to QL
eschusion plate were not properly sealed In order committes, S
to rnalntain the required rating of the celiing.
42 CFR 483.70(a) Da‘g /'12'3"“’5"9“"":
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 026 ¥
88=F Corractlon Actiont

'| penetrations of smoke barrlers in fully ducted

Smoke barrlers are constructsd to provide at
least a one half hotr fire reslstance rating in
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
separale compattments are provided on each
floor, Dumpers are not requlired in duet

heating, ventilating, and alr conditioning systems.

The holes/panetrations In the smoke wall fn
the attle eraa on 100 hell wera sealed vsing
the required sealant to rmalntain the fire.
rasistive rating of the smoke barler,

Potential Affect:
Alf resldents have the petentta! to be
thls alleged deflclent practlee,

Systemle Changes:
Sealant was placed sround the pe

U
ensura a tight seal was present and thatth 00]:/0/%/
L

19.3.7.3, 19.3,7.5, 181 6.3, 19.1.6.4 deflclent practice does not opcur ngaln, Sﬁ
. C
Meonltaring: WO/V
Malntenance Diracter witl monltor smoke
barrier penetration when he performs the
This STANDARD I not met-as evidenced by: ::"Sﬂﬁf;‘ﬁ::fégm ection ang report
Surveyor; 26694
Based pn obseivation on Thursday 4/14/11 Pate of Completfon:
belween approximately 10:15 AM and 2:00 PM 4/15/11
the following was noted: :
"ABORATORY DIRECTYOR'S OR:PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8} DATE
Ponailontin g/
L ALEA 2

\ny deilclenoy atatement aﬂdlng with an asterisk {*} denotes a deficlancy whish the Instituflon may be excused from correcling providing It Is determined that
sther safeguards provide sufficlent protaction {o 1he patients, (Ses instrucilons,) Except for nursing homes, the findings statad above are disclosable 90 days
ollowing the date of survey whather or not a plan of correstion is provided. For nursing hemes, ihe above findings and plans of correction are disclosable 14

fays following the dale these decuments are made avalfable {o the
yagram participatfon,

facility. Ifdeficlencles are ciled, ap approved plen of carraction is raquis
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(X9 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PHOVIDER'S PLAN OF CORREGTION X6}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL - PREFIX {EACH CORRECTIVE ACTION HOULD BE COMPLETION
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DEFIGIENCY)
0251 Corttinued From page 1 K 026
1)The smoke wall In the attlc area on 100 Hall
had holes andfor penetrations that were not
sealed in order to maintain the required rating of
the wall,
42 CFR 483.70(a). ' .
K 029 | NEPA 101 LIFE SAFETY CODE STANDARD K028|  correstion Action:
88=D . Dry storage reom door In klichen repalred,
One hour fire rated construction (with % hour Wedge removed from laundry room door,
fire-rated doors) or an approved automatic fira Laundry room corrldor door repalred:
extinguishing system in accordance with 8.4.1 Potential Afect:
and/or 19.3.6.4 protects hazardous areas. When All residents have the potential to be affected by
the approved automatic fire extingulshing system this alleged deficlent practice,
option is used, the areas ara separated from
other spaces by smoke resisting partitions and Systemlc Changes:
doors. Doors are self-closing and non-rated or d";‘; :tzsr:;:“:_“’d"t"ﬂégzd :‘;t'g“’” é"s‘;‘:!“md-‘"
al 1o 2 an N
ﬁgt?r;aﬁ p“if_lopr oéec%ﬁtpﬁti? ttI?:td(éo n;}: exceed tsundry raom staff in-serviced on “Self Closing
perm?ﬂ :§ Tg 332 A o or are Doors” on 4/27/11 and 4/28/11,
Manitoring:
Malntanance Director witl monitor self closing
doors and doors closing, latching and seallng
' monthly on Manthly Building Inspectlon,
This STANDARD |s not met as evidenced by. Date of Completion:
Survayor: 28584 5/6/11
Based on observation on Thursday 4/14/11
between approximately 10:15 AM and 2:00 PM
the following was noted: :
1) The dry storage room in the kitchen dld not
closs, lalch and seal when checked.
2) The one laundry room catrldor door was found |
wedgad open and the other laundry room corridor Cortaction Actlont
door did not close, latch and seal when checked, staff Invserviced on the use and fonction
42 CFR 483.70(a} of tha twa master override switches for
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038}  the meglockdoors,
83=D
- Potentlal Affact:

Exit access is arranged so that exits are readlly
accessible at all times In accordance with ssctlon

7.0 18.24

All residents have the potentlal to be affected by
this aileged deficient practice,

IRM CMS-2567{02:90) Pravious Verslons Obsolala
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(X4} ID SUMMARY STATENENT OF DEFICIENCGIES T PROVIDER'S PLAN OF CORRECTION {%5)
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DEFICIENGY)
K 038 | Continued Fro e
m page 2 K038 Systemic Changes:

This STANDARD s nol met as evidenced by:
Surveyor: 265824

Based on ohservation on Thursday 4/14/11
between approximately 10:16 AM and 2:00 PM
tha following was notsd:

1)} When guestion the staff at the nurse station on
100 Hall were one of two master overrlde
switches for the mag lock doors was located were
not famillar with its use and function on unloeking
the mag lock door o the facility,

42 CFR 483.70(a) .

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD
55=D
A fire alarm system required for life safely Is
installed, tested, and makntained in accordance
with NFPA 70 Natlonal Electrical Code and NFPA
72, The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA 70 and 72, 9.6.1.4

This STANDARD Is not met as evidenced by:
Surveyor: 26594

Based onh obsetvation on Thursday 4/14/11
between approximately 10:16 AM and 2:00 PM
the following was noted:

1) Upon review of Fire Alarm Documentation it

An [n-service was held on 4/23/11, Alaefi,
4)27/11, and 4f28f 11 anuse and function
of the two master ovarride switches for the
mag lock doors to the facility,

Manitorings :
Staff Development Coordinator will menitor

staff by asking 10 staff weekiy for one wonth,
the functlon and usa of tha mag locks and then
monthly for 2 months.

{tate of Completion:
8/29/11

K082

Corraction Actlon:
smoke head sensitivity Inspaction will ba
complated yearly, ’

Potential Affect;
Al residents have the potentlal ko be affactad by this

alleged daficlent practice.

Systemic Changes:

Sunland Fce Protaction, lnc, will parformt a smoke
head sensitivity tast yearly in accordance with
NEPA 70 Natlonal Electr]tal Code arid NFPA 72,

Monitoring:
Malntenance Directar will monltor this
yearly for testing to be completad,

Date of Complation:
5/28/11

JRM CMB-2587(02-00) Pravious Verslons Obselole Evani iD; MF2V21
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- DEPARTMENT OF HEALTH AND HUMAN SERVICES ' - FORM APPROVED
GCENTERS FOR MEDICARE & MEDRICAID SERVICES QMB NO, 0938-0381
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPFLIER/CLIA {X2) MULTIPLE CONSTRUGTION (%3} DATE SURVEY
ANB PLAN OF CORREGTION IDENTIFICATION NUMBER: GOMPLETED
: g A BURDING D1 - MAIN BUILDING 04 _
o 345397 I e 04/14/2011
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
SHORELAND HLTH GARE & RETIREME L o NG pnrn
(X4} 1D SUMMARY STATEMENT OF DEFIGIENGIES in PROVIDER'S PLAN OF CORREGTION {x5)
PREFIX (EACH DEFIGIENCY MUST BE FRECEDED BY FULL " -PREFIX {EACH CORREGTIVE AGTION SHOULD BE GOMILEFION
TAB REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-ﬂEFERENcEl%;éz J%E APPROPRIATE DATE
DEF
K 052 | Continued From page 3 K 052
was found that a smoke head sensitivity
inspection andfor report has not been conducted
in the last two years, ' :
42 CFR 483.70(a)
K 056 | MFPA 101 LIFE SAFETY CODE STANDARD KO | - e Ao, od b et
88=F ) stafled under exterlor ronfs
If there Is an automatic sprinkler system, it Is on300and 400 hallexits,
Instailed in accordance with NFPA 13, Standard Potentlal Affact;
for the instaliation of Sprinkler Systems, fo All restdants hava the potential to be affested by
provide completé coverage for all portions of the _ this alleged defictent practice, -
bullding. The system Is properly malntalned in
accordance with NFPA 25, Standard for the g;ﬁ:g;iﬁf;ﬁ;‘gg‘m telled o
Inspection, Testing, and Maintenanca of exceading 4 foot in :.f:pleh pncer euterlor roofs
Water-Based Fire Protection Systems, It ig fully '
supervised, - There [s 3 rellable, adequate water Monitoring: .
supply for the system. Required sprinkler Malntenance Director will moniter 300 and
systems are equipped with water flow and tamper , ;‘°° hall axterior sprinklers whan he performs
switches, which are electrically connected to the é‘gﬁ;ﬁ:ﬂ&‘:‘fdﬂ‘ﬂ inspection and report to
building fire alarm system. i8.3.6 )
Data of Completion:
5/29/11
This STANDARD is not met as svidenced hy:
Surveyor: 26594 '
Based on cbservation on Thursday 4/14/11
batween approximately 10:15 AM and 2:00 PM
the following was noted:
1)} On 300 and 400 Hall exifs the exterior roofs
were not sprinklerad. (Sprinklers shall be Instalied
under exterlor roofs or canoples excsading 4 ft
{1.2 m} In depth per NFPA 13 section 5-13.8,1. ) 1 correciion Action:
) 42 CFR 483.70(a) _ Negative prassure fn kitchen repalred, The
K 069 NFPA 101 LIFE SAFETY CODE STANDARD K 069| two klt;’hﬁlzd?‘wé f-lf;]SE; Fa:‘ch i;ﬂd Sgal
S8=F : ‘ propery. Kitchen exhaust hoods exhaust
Caoking facilities are protected In accordance fumes peaperly from the envirenment,
with 9.2.3. 18.,3.2,6, NFPA 96 Potentlal Affact:

Ali residants have the potentlal to be affected by
this alleged deflelant practice.
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SL’ATE&% NgFOé-‘DDREé’ggEINEﬂES {x1) 'PRD%DEERI%L‘.‘JJ%P&&%%%A {X2) MULTIPLE CONSTRUCTION {x3) ggLE fé}TFE\'BEY
AND P 0 F IR; ‘
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. B. WING
345307 ; 041412011
NAME OF PROVIRER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
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(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES o m PROVIDER'S PLAN OF CORRECTION (x8) .
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL - PREFIX (EACH CORREGTIVE AGTION 8HOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)}
Systemic Changes:
K089 Continued From page 4 B K 069 The kitchen fan en the roof was re-wired
This STANDARD s not met as evidenced by to pravent negative pressure In the kltchen,
Survayor: 26594 Kitchen exhaust hood was repalrad so fumes
Based on observation on Thursday 4/14/11 :;f:’;gl’:‘ 'Y('f‘“"“ed from “!‘E 3“‘2;03’;‘*"‘-
H . N Ciien doors were repatrad g i,
?&%&?&?ﬁ;@:&aﬁy 0:15 AM and 2:06 PM {atch and seal properly.
1} The kitchen s operating under a sever Monitoring:
negative pressure resulting In two of the doors to Malntenance Diractor witl monitor prassure
the kitchen not able to close, latch and seal and Int the Kltchan, deurs closing, fatching and
the negative pressure Is also preventing the sealing properly and exhaust hoads exhausting  *
kitchen exhaust hoods not able to properly {J‘L’;}:;g',g‘;;g;’g:’::l’;i::;f:’t’:ag‘fé‘o‘;‘:‘?g%
exhaust fumes from the environment, '
42 CFR 483,70(a) Date of Complation;
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144[ a/26/11
55=D
Generators are inspected weekiy and exercised s
under load for 30 minutes per month in
accordance with NFPA 98, 3.44.1,
Carrectiva Actlon:

This STANDARD is not met as evidenced by:
Surveyor: 26594 '

Based on observation on Thursday 4/14/11
between approximately 10:15 AM and 2:00 PM
the following was noted;

1)Documentation for monthly load test was
conducted without recording percent rated foad or
termperature rlse. A load bank test had not been
complated within the past year.

NFPA 99 3-4.4.2 Record keeping. A wrllten
record of inspection, performance, exerclsing
perlod, and repairs shall be regularly mainfained

Percent rated !bad and temperature rlse
wos added to the monthly documentation
for the generator testing, A loed bank tast
will be cornpletad yearly,

Patentlal Affect;
All residents hava the potentla) to be affacted
by this alleged daflclant practles.

Systemic Changes

The generator was exerclsed with Joads at 25
percent of nameplate rating for 30 minutes,
folfowad by 50 pereent of namaglate rating
for 30 minutes, followed by 75 parcent of
nameplate ratlng for 60 minutes for a total
of 2 continuous hours, Monthly documen-
tatlon was changed to reflect percent rated
load and temperaturs rse,

JRM CMS-2687(02-98) Previnus Versions Obsolate

Event 1D: MF2V21

Facilily 1D: 23462
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPFLIERICLIA -+ | (X2) MULTIPLE CONSTRUCTION {3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: *, ‘ COMPLETED
: i A BULDING 01 - MAIN BUILDING 01
: B, WING ‘ :
345397 ¢ g4/14/2011
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, 2IP CODE Co
200 FLOWER-PRIDGEN DR
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(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES ib PROVIDER'S PLAN OF CORRECTION (X5}
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DEFIGIENGY)
K 144 | Continued From page 6 . K 144
ant avallable for inspection by the authority Monhltoring:
having jurisdiction, Mafntenance Director will monltor this

yearly for load bank testing and document
muonthly on the percent rated load and

NFPA 110 6-4.2 (1999 edition) generator sets In "
Level 1 and Level 2 service shall be axerclsed at temperaLure fse
least once monthly, for a minimum of 30 minutes, Date of Complation:
using cne of the following methods: 5/4{11

{a) Under operaling temperature conditions or at
not less than 30 parcent of the EPS nameplate
rating

{b} Loading that malntains the minimum exhaust
gas lemperatures as recommended by the
manufaciurer.

NFPA 110 6-4.2.2 (1999 edition) Dlesel-powered
EPS instaflations that do not meet the
requirements of 6-4.2 shall be exerclsed monthly
.| with the available EPPS load and exerclsed
annually with supplemental loads at 26 percent of
narmeplate rating for 30 minutes, followed by 50
percent of nameplate rating for 30 minutes,
followed by 78 percent of nameplate rating for 60
minutes, for a total of 2 continuous hours, (load

bank testing)
42 CFR 483,70(a)
K 1471 NFPA 101 LIFE SAFETY CODE STANDARD K147
88=D . . Corractive Actlon:
Electrical wiring and equipment Is in accordance Tha normal power/ullitty light on the
with NFPA 70, National Electrical Code. 9.1.2 | autometic transfer switch Is repalred.

Potentlal Affact:
All residents have the potentlal to be affectad

This STANDARD is not met as evidenced by: by thls alleged defictont pracice
Surveyor, 26504

Based on observation on Thursday 4/14/11
between approximately 10:15 AM and 2:00 PM
the following was noted:

1} The normal power/utility light on the automatic

JRM CMS-2587(02-99) Previous Verstans Obsolele Evant ID: MF2V2L Facllity t; 923452 . If conlinuation sheet Page 6 of 7
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; | : . , GOMPLETED
: . ABULDING 01 - MAIN BUILDING 01
B, WING
345397 0411412011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
200 FLOWER-PRIDGEN DR
SHORELAND HLTH GARE & RETIREME
H CARE & R WHITEVILL_E, NC 28472
{X4) Iy SUMMARY STATEMENT OF DEFICIENGIES 5y PROVIDER'S PLAN OF GORRECTION 8
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DEFICIENGY)
K 147 | Continued From page 6 . K 147
transfer switth was not operational af the Hime of Systemic Changes:

the survey.
42 GFR 483.70{a)

switch,

Monitoring:

maintenance report,

-Date of Completiont
4f25/11

Tha power/utlity iight was repal red using
tha proper Hight on the sutomatlc {ransfer

Malntertance Directar Wil monitor this
fmenthly on his monthly preventive

*ORM CMS-2587(02-90) Provious Varsfons Obsolels

Evant ID: MF2V21

Fadiity 1D; 923452

I continuation shee! Pape 7 of 7




