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NAME OF PROVIDER OR SUPPLIER

ROSE MANOR HEALTHCARE CENTER
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(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION {X8)
PREFIX {(EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIO
TAG REGULATCRY OR LSC IDENTIFYING 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 (General Health
Survey). EventID # QYKO011.
[ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency stalement ending with an asterisk {
other safeguards provide sufficient protection to the patients.

4 denotes a deficiency which the institution may be excused from correcting providing it Is determined that
(See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey 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 avalfable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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DEPAR TMFNT O} HEAl iH AND HUMAN SERV CES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES ) OMB NO. 0938-0391
STJ‘\TEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTICON {X3) DATE SURVEY
AND PEAN OF CORRECTION IDENTIFICATION NUMBER: GCOMPLETED

A. BUILDING 01 - MAIN BUILDING 01 ’
B, WING .
345081 10/25/2011
NAME OF PROVIDER OR SUPPLIER ' ‘ STREET ADDRESS, CITY, STATE, ZIP CODE
4230 NORTH ROXBORO ROAD
ROSE MANOR HEALTHCARE CENTER
. DURHAM, NC 27704
X410 | SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION x5
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
! - DEFICIENCY)
K067 | NFPA 101 LIFE SAFETY CODE STANDARD K o67 This Plan of Correctlon is.the contar’s oredible ;
$4=F swfleyation af campliance. }
i ilating, ir conditioning co

H?? [:;] 9, Ven%”?hng‘ ?ﬂd €:tllf gﬂ? ii ?img . m{p%’ d Preparation andior execiition of this plan of correetivn ]

Wi Ve pFOVISIOI:'IS ol seclion 3.4 an ) are Insialie does wot constinde udmisslon o agreament by the {

in accordance with the manufaclurer's provider of the fruth of the ficts allaged or conpfusions

specifications, 18.5.2.1, 8.2, NFPA 90A saf forth i the statement of deflciencles. The plon of

19.65.2.2 ! carrection is prepared andlor execuied solaly becouse

TS it 4 regulred by the provisions of federol and stare k.
We nre requesting herewith a walver fov
j K067 and submif the followlnyg:
This STANDARD is not met as evidenced by: . All air bandlers are equipped with
Al the ime of survey, the facility was using the smoko duct detestors.

2. There is a complete corridor smoko
detector system tied info the fire alarm
system,

3. Alr handlers shut down upon activation
of the firs sl systcm.

4. Our fire alarm system will shut dowi eff
alr haadling units when activated.

corridor as a return air plenum, Note: If a walver
is requested, the provider must certify that the
following conditions are met: (1) Air handling
units must he equipped with smoke deteclors,

{2} There must be a complete corridor smoke
detection system. (3) Smoke deteclors must be
wired to the fire alarm system. {4} Fire alarm
system must shut down all air handling units
when activated.

K 144! NFPA 101 LIFE SAFETY CODE STANDARD K144
55=D | It is the practice of Rose Manor Healthcare 11/22111

Center 10 assure thal all miscellaneous life
safoty issues arc within cornpliance at all
Himes to include recording percent rated load
or temperature rise and also conduct a Joad
bank test annually if we don't meet 30
percent of the EPS nameplate rating.

Generalors are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 89, 3.4.4.1.

A) Maintenance director has been in-
serviced to record percent rated
load when conducting/decimenting
cur generator monthly load test.

B) The Facility obtained the services

This STANDARD s noi met as evidenced by. of Prime Power Services to conduct
42 CFR 483.70(a) . a load bank test.
By abservation on 10/25/11 af approximately |
l__ o e — i ]
LABORATORY DIRECTOFS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6} DATE
f\—f """ : X ST (WE D1 Efe T oR, L V- ’))

m*y statement ending w:kh an astesisk {*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safegurards provide sufficlenl prolection to the patients. (See iasliuctions} Excepl for nursing homes, the findings staled above ara disclosable 80 days
foliowing the date of survay whelher or nol a plan of corection Is provided. For nursing homes, the above fi findings and plans of correction are disclosable 14
days followlng the dale these documents afe made available (o the facility. If deficlencies are cited, an approved plan of correétion is requisite to canllnued

program patliclpation, -
| DA
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~ CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION _ 1{X3) DATE SURVEY
AND PLAN OF CORREGTION HIENTIFICATION NUMBER: COMPLETED
: A BUILDING D1 - MAIN BUILDING 01
345081 . WING . 10/25/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4230 NORTH ROXBORO ROAD
ROSE MANOR HEALTHCARE CENTER DURHAM, NG 27704
(x4 1 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORREGTION 8
PREEIX {EACH DEFICIENCY MUST BE PRECEDED fY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED g:% (‘E'}JJE APPROPRIATE ATE
_ DEFICIENC
K 144 Continued From page 1 | K144
hoon the fallowing oper ational i“"ip.eo?“"? and There are no other similar life safety issues
‘testing was non-compliant. Specific findings having the potential to affect residents by the
include:. documentation for monthly load {est was same deficient practice.
conducted without recording percent rated load or )
temperature r 'S.e - Aload bank Ee%;t had not boon Maintenance director will incorporate this to
completed within the past year. The date for the our ronthly proventive maintenance
rmost recent foad bank test is 3/27/09. program for 3 months to ensure consistency
. ith recordi reent rated load,
NFPA 99 3-4.4.2 Record keeping. A written with recording pe
record of inspection, performance, exercising ‘ ; at the
; o y g Systern components will be reviewed at the
period, ?nd repairs shal]‘be regularly malr:ltained cc}:,nter’s monpth}y P.] meeting for consistency
and. avgxlqbie? fqr Inspection by the authority and compliance. Subsequent action will be
having jurisdiction. implemented as necessary. The administrator
i . i i srall compliance,
NFPA 110 6-4.2 {1999 edition) generator sets in witl b r cSponélble for overa P
Level 1 and Level 2 service shall be exercised al
least once monthly, for a minimum of 30 minutes,
using one of the following methods:
{a} Under operating temperature conditions or at
not less than 30 percent of the EPS nameplate
rating
{b) Loading that maintains the minimum exhaust
gas temperaturas as recommended by the
manufacturer,
NFPA 110 6-4.2.2 {1999 edition) Diesel-powered
EPS installations that do-hot meet the
requirements of 6-4.2 shall be exercised monthly
with the available EPPS load and exercised
annually with supplemental loads at 25 percent of
nameplate rating for 30 minutes, followed by 50
percent of nameplate rating for 30 minutes,
followed by 75 percent of nameplate raling for 60
minutes, for a total of 2 conlinuous hours. {load
bank tesling)
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