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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A. BUILDING
B, WING
345474 06/22/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6100 W FRIENDLY AVENUE
FRIENDS HOMES WES
T GREENSBORO, NC 27410
{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYRNG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
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 (annual recertification
06/21/11 - 06/22/11 Event ID# Z8YX11).
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) PATE

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection o the patients, (Ses instructions.) Except for nursing homes, the findings stated above are disclosable €0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the ;bovre“ﬂn ings and plans of correction are disclosable 14
days foltowing the date these documents are made available to the facility. If deﬁcienciesare/citeo an approvad plan of correction is requisite to continued

program participation.
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! ED: 07/19/2011
DEPARTMENT OF HEALTH AND HUM, _ SERVICES LUyl 99 200 R ORM APPROVED

CENTERS FOR MEDICARE & MERICAID SERVICES P QMB NO, 0938-0301
STATEMENT O DEFIGIENCIES {X1} PROVIDER/SLPPLIERICLIA (X2} MULTIPLE corasmu‘lcno'ru , |063) bare SURVEY
AND PLAN OF GORREGTION IDENTIFIGATION NUMSER; olho it OOMPLETED
ABULDING 01 - mAINBUILDING o1 3'
: 345474 B WiNG - 97/14/2011
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP OODR
5100 W FRIENDLY AVENUE
FRIENES HOMES.WEST GREENSBORO, NG 27410
£64) 1D SUMMARY STATEMENT OF DEF{CIENCIES D PROVIDER'S FLAN OF CORREGTION (X&)
BREFIX {EATH DEFICIENGY MUBY BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION 8HOULD BE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMAYION) TAG GCROSS-REFFRENGED TO THE APPROPRATE DAYE
L DEAGIENGY) :
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD Koss| A~ Beginning July 28, The [Staff .-
P ' Development Director will |provide
Exit access Is arranged so that exlts are readily an in-service (individual [and
accessibie at all times in acgordance with section grotip) for allemployees to insuref
74, 1921 that they know the locatiojn and
purpose of the Emergency Master
Door Release Switch. This [traininlg
will focus on the safety vialue of| .
all employees knowing how jto in-
This STANDARD is not met as evidenced by: sure clear access to exits| during
A. Based on ebservation on 07/14/2011 the staff an.emergency. Also, beginning
L interviewad did hot know about the master door July 28, 2011 all new employee
{ release switch located at ftie nurses station, orientations will include an
B. Based on observalion on 07/14/2011 the explanation of the Emergengy
lasding dock did nof have any protection to Master Door Switch
prevent some one from falling off it. The helght ! 3/8/11
requires some fye of pretection.. B~ We will 4install steel Chbles af
42 CFR 483,70 (2) the edge of the lading dock, fasth
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD K051 ened to gteel posts on each end of
55=0 the dock to prevent someonp from
A fire alaryn systern with appro\rgd cumpuna‘nts, accidentally falling.
devices or equlpment is Instalied according o ; : :
NFPA 72, National Fire Alarm Code, ta provide E?etg?;;:ﬁi““ d”e‘ét‘f’;‘ © ?1§BSJ‘§ pee
effective waming of fire in any part of the buliding. doity s enance stall wil: make
Activation of the tomplete fire alarm system is by aily inspections of the dock to
manual fice alarm initiation, automatic detaotion or Lo insure the cables are ip place
extingulshing system operation. Pull stations In If any concerns are ddentified, the
patient sleeping areds may be omitted provided maintenance director working with
that manuel pull stations are within 200 feat of the director of nursing and her »
J nuree's stations, Pull stations are loceted In the staff will take correctiveaction
path of cgress, Electronic or written records of and report such actiom at the
tests are available. A reliabla second source of quarterly QA meeting.
power is provided, Fire alarm systems are 8/28/1
maintame‘? In accordance with NFPAdi?lz t‘:\l’ldl "
records of maintehancs are kept readlly available, : . .
There ls remote annungiatlon of the fire alam K 051 e w:f“l L work wi thsgl re ala [m sy stem
system to an approved cenirgl station,  18.3.4, service company, :upplex G innell
8.8 to correct this deficilencyfto
; comply with this Life Safefly Code
LABORATORY NRECTOR'S OH PROVID LER R Resswmsva*s SIBNATURE TITLE lwl DATE
toy Bumm (Y2 N — Adwinistrator 291
Any deflolancy statmaient eﬁding with an astalak {7 denotes & iciency which the Tastiution may be sxxused from cotracting providing  is determined that

uther safeguards provide sufficlent protaction fo the patlents. (See fnstucllons.) Excapt for nursing homes, the findings stated above are disciosabls 80 days
foliowing tho date of survey whether or nof & plan of coredtion Iz provided, For nursing homes, the nbove findings and plans of correction ate disclosable {4
days following the dats those ducuments are made avallable to the facihy, if deficiencics sre cfted, an approved plan of aoretion [s requisite to continued
program paitio/pnlign, P v
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PRINTED: 07/19/2011
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERUCLIA (X2) MULTIPLE CONSTRUCTION X3y gg&r}z} LSéJTRE\éEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; ABULDING 01 « AN BUILDING 01
345474 B. WING 07114/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6100 W FRIENDLY AVENUE
FRIENDS HOMES WEST GREENSBORO, NG 27410
(X4} ID SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF GORRECTION (x5)
PREFIX {EACH DEFICIENDY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEHENCED TO ‘THE APPROPRIATE DATE
DEFICIENGY)
The maintenance director ox{designg
K 051 Continued From page 1 K051jof the maintenance staff willl make
. [monthly inspections to prevent this
issue from recurring.
If any concerns are obsexvell, the
maintenance director working with
the director of nursing and|her st4
will talke corrective actioniand rej
such action at the quarterly Q4
meeting .
28/11
This STANDARD is not met as evidenced by: /28/
Slarm sonied) ;2?;?’55132 ot be fosled for osb o We will work with our Sprinkler
AC power, Battery or Telaphone communications, service company, Sunland Sprinkler
42 CFR 483.70 () Go. to coxrrect this deficieficy to
K 061 | NFPA 101 LIFE SAFETY GODE STANDARD K 061 Ei’;’ﬁﬁirﬁ'”h this Life Safety Code
88=D ! .
Required automatic sprinkler systems have The taintence director or dpsi 8‘}28
valves supervised so that at least a local alarm of the maintenance departmeft will
will sound when the valves are closed.  NFPA pake monthly inspections to|prevent
72,9.7.2.1 this issue from recurring. I[f any
concern 345 ddentified, the maintena
director working with the director
nursing and her staff will f{ake
corrective action and reporft such
action at.the guarterly QA meeting.
This STANDARD is not met as evidenced by;
A. Based on observation on 07/14/2011 there 8/28/1]
was no tow and high alr pressuyre alarm switeh on l
the dry sprinkler system. :
42 CFR 483.70 (a) :
2;43 NFPA 101 LIFE SAFETY CODE STANDARD K146 e will work with our generaror/
= N~ . . transfer switch service compan
The Type | EES is divided into the critical branch, ) h ANy,
life safety branch and the emergency system in Carolina CAT to correect thi;
accordance with NFFA 99, 34222 deficiency ro comply with Life Safg
Code Standards.
The maintenance director oridesigng
of the maintenance staff will make
monthly imspections to prevént thi
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PRINTED: 07/19/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA X2y MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING 1 v NTAIN BUILDING 01
345474 B. WiNG 0711412011

HNAME CF PROVIDER OR SUFPLIER

STREET ARDRESS, CITY, STAYE, ZIP CODE
B100 W FRIENDLY AVENUE

NDS HOMES WEST
FRIE MES WES GREENSBORO, NC 27410
(X6} (D SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF GORRECTION 15
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFGRENCED TO THE APFROPRIATE DATE
DEFICIENCY)
K 145 | Continued From page 2 K145/iggue f{rom recuxring. If any
This STANDARD is not met as evidenced by: concern is identified, the majintend
A, Based on observation on 07114/2011 ATS #1 ance director working with Lhe
required more than (10) ten seconds to crank and director of nuysing and her] staff
transfer ,the Indicater lights were not working on winl]l take corrective action| and
ATS#2 And ATS #3 falled to transfer. report such action at the quarterls
42 CFR 483.70 (a) QA meeting.
B/28/11
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