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DEFICIENCY)
In order to fix the problem of this nurse not S/31/12
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332 properly flushing the feeding tubo with at least

0 mi of water before and after medication
dministration, she was removed from the floor
. L for three days in order to undergo retraining with

The facility must ensure that it s free of the RN supervisor assigned lo this resident and
medication error rates of five percent or greater. ihe Director of Nursing. The nurse was refrained

lon the proper policy and procedure for

:medication pass and tube feeding, including the

correct amount of waler needed to properly flush

ss=D | RATES OF 5% OR MORE

This REQUIREMENT is not met as evidenced la feeding tube before and after medication
by: ladministration. She was also retrained on
Based on observation, record review and staff E:g&i;aﬁesﬂ;?)tltizg E?Sf:c :‘;::‘; ’esdgﬁgrl:ggzzeutical
interviews the faciily failed to ensure a endor on the correct way to administer oral,

medication error rate less than 5% as evidenced
by 3 errors out of 54 opportunities for error,
resulting in an error rate of 5.5% for 2 of 10
residents observed during medication pass
(Residents #445 and #183). The findings include:

topical, eyedrops, patches, injections and
L’nedication administered via feeding tube.

In order to fix the problem for this particular
resident, the nurse was required to perform the
medication pass accurately, proving that she

1. The facility policy tifled Medication how understands the policy and can perform the

Administration Enteral Tubes dated 10/2007 unction salisfactorily.
under Procedures #11 reads: " Flush the tube
with at least 30 mi (milliliters} of water prior {o

In order to address this problem for any
potentially affected residents, this nurse wifl

fnedicaﬁon administration. " Hem #12_ provides ‘continue to be observed on a random basis by
instruction related to medication administration the Director of Nursing or her designee to ensure
and #13 reads: " Flush the tube with at least 30 l-ontinued compliance.
ml of water. "

-f!n order to address systemic changes and
Resident #445 was re-admitted to the facility on determine whether the remainder of the nurses
04/05/12 and had cumulative diagnoses of n the facility are aware of the proper policy and

[procedure, each nurse will he required to prove

Peripheral Vascular Disease, Anemia, Diabetes -
competency by demonstrating the proper

Mellitus, Gastro-esophageal Reflux Disease kechnique. If any of the nurses do ol perform
(GERD)’ Atherosci‘erosm,‘Con'ge-suu.e Heart Ithe medication pass properly, they will be
Fa':lure, Hyp eﬂ‘ensmn, Atrlal Fibrillation and -lretrained immediately and will be required to
Urinary Retention. demonstrate competency prior to administering

edications through the tube.
On 04/18/12 at 11:30 AM, Nurse #1 was

observed to prepare 10ml of Metoclopramide
liquid to administer to the resident via a feeding
tube. Metoclopramide is a medication used to

SN~

LAZORATORY DIRECTPR'S OR PROVIDER/SUPPLIERREPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
— At 552 TR B 22A2—

Any deficiency statement ending with an asterisk {*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
othier safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings statad above are disclosable 99
days following the date of survey whether or not a plan of carrection is provided. For nursing homes, the above findings and plans of correclion are
disclosable 14 days following the date these documents are made avaifable Yo the facility. If deficiencies are cited, an approved plan of correction is
requisite to continued program paricipation,
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5/31/12
F 332 | Continued From page 1 F 332 In order to ensure that system changes are

treat GERD. The Nurse was observed to draw up
the medication in a catheler {ip syringe,
disconnect the feeding tube from the PEG tube,
insert the catheter tip syringe into the PEG tube
and push the medication into the PEG iube and
flush the tube with water. The Nurse reconnected
the tube feeding tube to the PEG tube and stated
that she flushed the tube with 10ml of water. The
Nurse did not flush the PEG tube prior to
administering the medication and did not fiush the
tube with the recommended 30mi of water after
the medication administration.

Nurse #1 stated in an interview on 04/18/12 at
11:41 AM that she did not usually flush the PEG
tube before giving the medication and that she
usually flushed the tube with 10mi of water after
giving the medication,

The Director of Nursing stated in an inferview on
04/19/12 at 9:41 AM that the nurse should have
flushed the PEG tube with 30ml of water before
and after adminisiering the medication.

2. Resident #183 was admiited on 9/20/10, with
a multiple diagnoses in part, feeding difficulties,
aftercare healing iraumatic fraciure, chronic
fatigue syndrome, osteoporosis, esophageatl
reflux, hypertension and hypothyroidism.

The physician orders dated 4/1/12 read, Prostat,
Give 30 ml by mouth twice daily before meals.
Synthroid 50 meg (micrograms} QD (everyday)
AC (before meals) everyday Once a day by
mouth before meal. Omeprozole Give 20 mg by
mouth before breakfast. The medication
administration recorded indicated the times of

‘ongoing, the Director of Nursing or her designee

kmili conduct random audits of medication pass

le:nd tube feeding procedures. The results of

|these audits will be reported quarterly to the
iadminislrator and the medical director via the
Quality Assurance meeting; however, any
Fssues noted during random audits will be
|fslddressst-zd immediately by the Director of

‘Nursing or her designee.
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F 332 Cont‘ln‘ued I‘:rom page 2 . Fas2 In order to fix the problem of this nurse not giving
administration for Synthroid, Omeprozole and her medications in a timely manner she was
Prostat was 7:00 am. On 4/18/12, at 8:00 am emoved from the floor for three days in order to
Resident #183 was observed sitling in the dining lundergo retraining with the RN supervisor
room and had finished her breakfast. |assigned to this resident and the Direclor of
During a medication pass on 4/18/12 at 9:15 am, iNursing. The nurse was retrained on the proper
nurse #2 was observed to prepare one policy and procedure for medication pass
Omeprozole 20 mg (milligram) capsule { for imchdlng t_hg- correct times thqt megilcatrons need
esophageal refiux), twe Synthroid 25 my tablet {o be adf.“‘"'s‘.efed- Her retraining Included .
(for hypothyroidism), and Prostat liquid 30 ml eadership l_raln_lng_on !he delegailpn of ta_sks in
G . . order to maintain timeliness of duties. This
(millliter) a dietary supplement, Ca'lcmm. . :nurse was then reintroduced to the schedute and
Carbonate 500 mg {for osteoporosis), Vitamin [ observed for leadership technique and ability to
1000 u (units) capsule, Singulair 10 mg tablet (for delegate tasks. She was also retrained on
sinusitis), Alphagan eye drops (for glaucoma}, roper medication pass, via educational
Amledipine 2.5 mg (for hyperiension). Nurse # 2 materials supplied by facility's pharmaceutical
indicated her computerized medicine vendor on the correct way to administer oral,
administration record (MAR) was flagging red, topical, eyedrops, patches, injections and
because Resident #183 " s 7:00 am, medications medicalion administered via feeding tube.
were late. She indicated the construction and In order to address this problem for any
the resmenlls belng out of the!r rgoms she caused potentially affected residents, this nurse will
her to l?e dlsorganlzed: She indicated she had sontinue to be observed on a random basis by
not nolified her supervisor or asked for the Director of Nursing or her designee to ensure
assistance and she was behind. continued compliance with timeliness of
During an interview on 4/18/12 al 9:30 am, the lmedicalion pass.
director of nursing indicated once made aware
nurse # 2 was late giving her medications. in order to ensure that system changes are
Another nurse gave her assistance to get back ongoing, the Director of Nursing or her designee
on schedule with her medication administration. will conduct random audits of medication pass
The expectation was nursing staff to administer I oting, specifically, the limefiness of such
medications as ordered and in a timely manner. asses.
F 334 F 334 In order to ensure that systemic changes will be
ss=B | 483.26(n) INFLUENZA AND PNEUMOCOCCAL onitored, the resulis of these audits will be
IMMUNIZATIONS 1 eported quarterly to the administrator and the
medical director via the Quuality Assurance
The facility must develop policles and procedures meeling; however, any issues noted during
that ensure that - random audits will be addressed immediately by
(i} Before offering the influenza immunization, the Director of Nursing or her designee.
each resident, or the resident's legal
representative receives education regarding the
henefits and potential side effects of the
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immunization;

(i} Each resident is offered an influenza
immunization October 1 through March 31
annually, unless the immunization is medically
contraindicated or the resident has already been
immunized during this time period,

{iii} The resident or the resident's legal
representative has the opportunity to refuse
immunization; and

{iv} The resident's medical record includes
documentation that indicates, at a minimum, the
following:

{A) That the resident or resident’s legal
representative was provided education regarding
the benefits and potential side effects of influenza
immunization; and

(B) That the resident either received the
influenza immunization or did not receive the
influenza immunization due ic medical
contraindications or refusal.

The facility must develop policies and procedures
that ensure that --

(i} Before offering the pneumococcal
immunization, each resident, or the resident’s
legal representative receives education regarding
the benefits and potential side effects of the
immunization;

(i} Each resident is offered a pneumococcal
immunization, uniess the immunization is
medically contraindicated or the resident has
already been immunized;

{iii) The resident or the resident's legal
representative has the opportunity to refuse
immunization; and

(iv) The resident's medical record includes
documentation thai indicated, at a minimum, the
following:

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (EACH )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORREGTIVE ACTION SHOULD BE CROSS- COMPLEFION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENGCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 334 ; Continued From page 3 F 334 |In order to address the issue of any residents

who might be potentially affected by the lack of
documentation regarding the benefits and
potential side effects of the influenza vaccine,

nd to address systemic changes, the policy has
If;na-en revised to reflect that residents and/or their
responsible parlies will receive education from
the admission nurses or their designee regarding
}isks & benefits as well as potential side effects
of receiving the influenza vaccine.

In order to ensure that systemic changes will be
monitored, this policy will be reviewed annually
by the policy committee to ensure continued
frelevance and random audits will be conducted
hy the Director of Nursing or her designee to
lensure that residents and responsible parlies are

e
Iheing properly educated.

In order to ensure that systemic changes are
onitored the results of these audits will be
i eported quarterly to the administrator and the

medical director via the Quality Assurance
!meeting; however, any issues noted during
:random audits will be addressed immediately by
the Director of Nursing or her designee.
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£ 334 | Continued From page 4

{A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of
pneumococeal immiunization; and

(B) That the resident either received the
pneumococcal immunization or did not receive
the pneumococcal immunization due to medical
contraindication or refusal.

{v} As an alternative, based on an assessment
and practilioner recommendation, a second
pneumococcal immunization may be given after 5
years following the first pneumococcal
immunization, unless medically contraindicated or
the resident or the resident's legal representative
refuses the second immunization.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews the
facility failed to develop policies and procedures
to ensure that each resident or legal
representative was provided education regarding
the henefits and potential side effects of the
influenza Vaccine. The findings include:

The facility policy titled Infection Control;
Influenza Virus dated September 2004, did not
indicate that the resident or legal representative
would be educated about the benefits and
potential side effects of the influenza vaccine.

The Director of Nursing {DON) stated in an
interview on 04/19M12 at 10:30 AM that the 2
admission nurses were responsible for obtaining
consent for the Influenza Vaccine.

F 334
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5/31/12
F 334 | Continued From page 5 F 334

Nurse #3 stated in an interview on 04/19/12 at
10:43 AM that verbal consent for the influenza
vaccine was obtained from the resident or the
responsible party and that the potential side
effects of the vaccine were explained at that time.

Nurse #4 stated in an interview on 04/19/12 at
12:45 PM that verbal consent for the influenza
vaccine was obtained from the resident or the
responsible party and that the person giving
consent for the vaccine was told of the potential
side effects of the vaccine.

In an interview with the administrator and the
DCN on 04/19/12 at 1:20 PM, the Administrator
acknowledged that the influenza policy did not
include the provision of education to residents
and their legal representatives. The Administrator
stated that the policy would be revised to include
this information.
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K 017 | NFPA 101 LIFE SAFETY CODE STANDARD K 017] k017
SS=F The plastic partition was up in order to create a
Corridors are separated from use areas by walls temporary barrier in order to contain the dust
constructed with at least ¥ hour fire resistance . created during the drywall work.
rating.. In sprinklered buildings, partitions are only b 728...
required to resist the passage of smoke. in Tn order to fix this issue the partition was
non-sprinkiered buildings, walls properly extend yemoved the next day.
above the celling. {Corridor walls may terminate
at the underside of ceilings where specifically In order fo address this issue for future
permitted by Code.” Charting and clerical stations, residents, plastic partitions will no longer be
walting areas, dining rooms, and activity spaces used for the duration of the construction
may be open to the corridor under certain projects, :

conditions specified in the Code. Glft shops may
be separated from corridors by non-fire rated
walls if the gift shop is fully sprinklered.)
19.3.6.1, 19.3.6.2,1, 19.3.6.5

In order to address systemic changes and
determine whether the remainder of the
construction crew is aware of the proper policy
and procedures the administratot or her
designee will conduct rounds weekly to ensure
compliance.

In order to ensure that system changes are
ongoing the administrator will report the results
of rounding to the QA committee until the

This STANDARD s not met as evidenced by. cessation of the construction.

Based on observation on 5/22/2012 hetween
11:30 AM and 5:00 PM the following was noted:
1) The corridor wall hetween the existing and
area under renovation is not being malntained. At
the nurse station on 600 hall the sheetrock
beween the area under renovation and existing is
missing with plastic used as a form of dust
controll.

42 CFR 483.70(a)
K 020 | NFPA 101 LIFE SAFETY CODE STANDARD K020
88=F .
Stairways, elevator shafts, light and ventilation
shafts, chules, and other veriical openings

betwaen floors are enc[osed with construction

LABO E DIREGTOR'S O ﬁ_o DER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
-y = ﬂ "
: : ADAL [ NS TEET 58 L Bt

Any deficlency statement ending with an asterisk (*) denoles a deficlency which the Institution may be excused from correcting providing it Is determined that
other safeguards provide sufficlent protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or nol & plan of correction is provided. For nursing homes, {he above findings and plans of correction are disclosable 14
days following the date {hese documents are made avallable to the facilily. if deficlencles are cited, an approved plan of correction is requisite to continusd

program participation. ILP
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One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extingulshing system in accordance with 8,4.1
and/or 19.3.5.4 protects hazardous areas. When
the approved automatic fire extinguishing system
option Is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
1 field-applied protective plates that do riot exceed
48 Inches from the botlom of the doorare
permilted.  19.3.2.1

This STANDARD is not met as evidericéd by:
Based on absarvation on 5/22/2012 balween
11:30 AM and 5:00 PM the following was noted:
1) The dry storage room In the kitchen did not

103 GOSSMAN DRIVE
ST JOSEPH OF THE PINES HEALTH SOUTHERN PINES, NG 28367
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ixs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE coMPLETION
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K 020 | Continued From page 1 K 020} K020 o bn
having a fire resistance rating of at least one In orde}‘ to fix thfs-’Ssueitelftﬁsz:x‘fﬁg . &
hour. An atrium may be used in accordance with and core holes were $¢ -
8.256. 19341 Tn order to address this issue for future i
residents, doors will be hung immec‘hatel)’ for /- .
the duration of the construction projects. | 1@} ]
This STANDARD s not met as evidenced by: ) .
Based on observation on 5/22/2012 betweex Tn order 0 address Syswmlc'd:]s:;%)efstﬁgd
11:30 AM and 5:00 PM the following was noted: determine whether the re:_nal? o o oper policy
1) A new stairwell is being added to the end of canstruction crew 18 4 E T her
600 hall in the new additlon being added and the and procedures the aCAT %, B 11y to ensure
stairwell has unprotected openings at both the designee will conduct rounds weekly
upper and lower levels due to missing doors. The compliance.
walls between the existing and renovated areas
open in areas with plastic used to controll dust. In or{ier to ensure t}zat systen‘r;ichan%:i }?;iesults
2) There are pore holes in the renovted area next ongoing the adminisirator Wiz fpa o
to 600 Hall that have not been sealed of rounding to the QA commities Ul
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 020| cessation of the construction.
88=D

K029

n order to address these issues:

1) The door to the dry storage arca has been -
replaced as of 6/3/12, o

The contractor has been contacted and é "l"%‘;;

will be instalfing the proper damper by

6/29/12.

All doors have been inspected for

materials stuck in strike plates and any

foreign materials have been removed.

2)

3)
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; 4) The self-closing apparatus has been
- K029 Continued From page 2 K029 adjusted for full closure on 6/8/12.
close, latch and seal. Door is warped and would
not latch. . In order to address this problem for potentially
2) The corridor wall between the clean linen side affected residents, the entire staff has been
of the laundry room-and cofridor has a.vent inserviced on the danger of doors not being able {2902
opening that is not equipped with a smoke and to close propetly.
fire damper. Opening has a fire damper only.
3} The corridor door to the 850 Hall To address systemic changes and ensure that the
laundry/storage room did not latch. The strike strike plates remain free of debris the
plate was plugged preventing the door from administrator or her designee will inspect all
latching. strike plates during weekly rounds.
4) The corridor door to the soiled lined side of the
laundry room did not close and latch, To ensure that system changes are ongoing, the
42 CFR 483.70(a) results of rounds will be reported to the QA
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 comumiitee on a quarterly basis.
§8=F
Exit access is arranged so that exits are readily I
accessible at all times in accordance with section K038
7.1, 19.21 :
Mechanical failure of the relay switch has been
fixed by a qualified contractor as of 6/7/12.
To address this problem for potentially affegted
651 s, flie entire staff has been inserviced on 5 o
This STANDARD s not met as evidenced by: iﬁzlgigltaél‘ttase of the Mag Locks including how to ¢-27-1
Based on observation on 5/22/2012 between disengage them in the event that they do not
11:30 AM and 5:00 PM the following was noted; respond appropriately.
1) The corridor to stairwell 600 Hall and adjoing
hall exit door did not release upon activation of To address systemic changes the administrator or
fire alarm, - her designee will inspect all Mag Logs during all
fire drills to ensure that they are working
42 CFR 483.70(a) properly..
K050 NFPA 101 LIFE SAFETY CODE STANDARD K 050
S8=F, ~ To ensure that system changes are ongoing, the
Fire drilis are held at unexpected times under results of rounds will be reported to the QA
varying conditions, at least quarterly on each shift, committee on a quarterly basis.
The staff is famillar with procedures and is aware
that drills are part of established routine.
Responsibility for planning and conducting driils is
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K 050 { Continued From page 3 K050} K050
assigned only to competent persons who are .
qua!?fied to eiercise Igadérsﬁip. Where drills are The staff has been educated regarding thebpl'opef o
conducted between 9 PM and 6 AM a coded operation of the Mag Locks, all staff hasbeen £ 2§
announcement may be used instead of audible inserviced on how to disable the locks in the
alarms.  19.7.1.2 event of an emergency.
To address the systemic changes and ensure that
the Mag Locks work properly the administrator or
This STANDARD is not met as evidenced by: her designee will test all doors during menthly
Based on observation on 5/22/2012 between fire drills.
11:30 AM and 5:00 PM the following was noted _ .
1) During the inspaction of the facility the fire To ensure that system changes ars ongoing, the
alarm was activated due to construction work In results of rounds will be reported to the QA
the area. When the alarm was sounded the committee on a quarterly basis.
facility silenced the alarm and announced over o .
the intercom the location of the reported alarm.
The staff on 1st floor was observed responding to
the alarm located on 2nd with fire extinguishers
and when attempting to enter the stair the door -
did not release upon activation of fire alarm,
When the staff could not enter the stairwell the
staff attempted to use the key pad to unlock the
door but it was deactivated when the alarm
sounded and would not unlock the doors and the
staff were not familiar with the override switch at
the door to unlock the doors, Staff should be
aware that the mag lock doors should release
upon activation of fire alarm and the procedures
to open the door If ths did not,
2) During the survey a second flre alarm was
sounded and due to construction work and on the
450 Hall the staff did not close and secure the
doors from opening.
42 CFR 483.70(a)
K056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
8S=F
If there is an automatic sprinkler system, it is
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NAME OF PROVIDER OR SUPPLIER

ST JOSEPH OF THE PINES HEALTH

1

STREET ADDRESS, CITY, STATE, ZIP CODE

03 GOSSMAN DRIVE

SQUTHERN PINES, NC 28387

Means of egress are continuously maintained free
of all obstructions or impediments to full Instant
use in the case of fire or other emergency. No

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
K056 | Continued From page 4 . K 056170 fix the issue of improper sprinkler heads, a
installed in accordance with NFPA 13, Standard qualified contractor will replace the sprinkler
for the Installation of Sprinkler Systems, to heads with the properly rated heads in all 4 b
provide complete coverage for all portions of the instances where improperly rated head were Q Vv
building. The system is‘properly maintained in found.
accordance with NFPA 25, Standard for the
inspection, Testing, and Maintenance of To address the systemic changes and ensure that
Water-Based Fire Protection Systems, It is fully the sprinkler heads are properly rated the
supervised. There is a reliable, adequate water administrator or her designee will inspect -
supply for the system. Required sprinkier | sprinkler heads on a monthly basis during rounds
systems are equipped with water flow and tamper to ensure that they are properly rated.
switches, which are electrically connected to the
bullding fire alarm system. 19.3.5 To ensure that system changes are ongoing, the
results of rounds will be reported to the QA
commnittee on a quarterly basis.
This STANDARD s not met as evidenced by:
Based on observation on 5/22/2012 between
11:30 AM and 5:00 PM the following was noted:
1) At the overhang outside Physical Therpy there
are sprinkler heads rated for Intermediate
Temperature Classification, Glass Bulb Color of K072
Blue (225°F} in place of Ordina a .
Class(ificaﬁo)n, Gﬁai?Bulbogt?ozz %ggeratur The shelf has been removed and the muse,: i
temperature rating of (165°F), system has been located back to the nurse
2) In the Central Store room there are sprinkier station.
h)eads in the facility rated for Intermediatpe The desk and shredder have been removed from )
Temperaturs Classification, Glass Bulb Color of the corridor, b 2
Glosalication. Giss B Golor o Fed To addvess the systeic changes and eosurs hat
temperature rating of (155°F). the corridors remain clear the admm:‘stmtor or he
designee wili round on a weekly basis.
42 CFR 483,70(a) , ing, U
To ensure that system changes are ongoing, the
ZSZS NFPA 101 LIFE SAFETY CODE STANDARD K072 results of rounds will be reported fo the QA

committes on a quarterly basis.
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K072

K 147
88=D

Continued From page 5

furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD is not met as evidenced by
Based on observation on 5/22/2012 between
11:30 AM and 5:00 PM the following was noted:
1) At the 600 Hall nurse station a sheif was
instalied on the corridor wall that protrude more
than 7 inched in to the corridor,
2} In the corridor by the exit in front of Physical
Therapy a desk, shredder and other item were
sefup as a work station.

42 CFR 483.70(a)
NFPA 101 LIFE SAFETY CODE STANDARD

Electrical wiring and squipment is In accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:
Based on observation on 5§/22/2012 between
11:30 AM and 5:00 PM the following was noted:
1} The Normal lights on the Onan transfer switch
were not operational.

2) The Med refrigerator located on 100 Hall was
not connected to emergency power.

42 GFR 483.70(a)

K072

K147

K147

Wire connected to the light has been fixed and the
electrical outlets have been configured to be able
to connect both the Omnicel] and the refrigerator
on the emergency circuit.

To address the systemic changes and ensure that 6',|,-
the appliances remain plugged in to the b v
emergency outlets the administrator or her

designee will round on a weekly basis,

To ensure that system changes are ongoing, the
resulis of rounds will be reported to the QA
committee on a guarterly basis.
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