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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).
L ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE {X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency wirich the institution may be excused from correcting providing it Is determined that

other safeguards provide sufficient 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 not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days folfowing the date these documenis are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisie to continued
program participation.
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TIO :
AND PLAN OF GORRECTION IDENTIFICATION MBER A BULONG 01 MAIN BUILDING 01
245204 B.voNe 08/11/2011
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, 2JP CODE
004 BETHESDARD
s
THE OAK WINSTON SALEM, NC 27103
(X4) ID SUMMARY STATEMENT OF DERCIENCIES D PROVIDER'S PLAN OF CORREGTION (<5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COW’L@ON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE oA
DEFICIENCY}
K 064 | NFPA 101 LIFE SAFETY CODE STANDARD K 061
SS=E| - NFRA 101 Life Salety Code Standard
Required automatic sprinkler systems have Tag# K 06K ' /
valves supervised so that at least a Jocal atarm This requirement will e mat a# follows: (" T0ltP
will sound when the valves are closed.  NFPA "The facility hag telen coryective action for the
resldents affected by this proctice by:
72,9.7.21 ) ‘ .
Mochaniswm to facilitsts tiesaioal supervigion
of the valves on the accelerator Ime will by
installed by Septamber 20,2041
. hmving the potenfial ko affset residenrs by the
This STANDARD is not met as evidenced by: samp deficient practice !
Based on the observations and staff Interview 1 sovad whea val oscd
during the tour on 8/11/2011 the facllity is utiizing A focal alagm will sound when valves are Oloses
a dry pipe sprinkler system wilh an accelerator e following measares/sygterais chapges wil
installed to increase performance to the sprinklier be piit in place to enxare that the defic{ont
system. The accelerator has valves installed if precfice doey not reeur;
closed would affect the sprinkler system ina Maintensgeo Dicector will sssute fhat
negative way, These valves installed on the accelesator valves tre electrically sopevistd.

accelerator line must be electrlcally supervised.
ho facility will itor Ity armance fo
CFR#: 42 CFR 483.70 (a) ensure (hat solutlony are‘acmexed und

tuined. ‘The facility will evajuate the pls '
K 147 ] NFPA 101 LIFE SAFETY CODE STANDARD K 147 ﬂ—”—”‘“—‘gm“eﬁ‘m,;wbw
S8=E

Electrical wiring and equipment is in accordance Maintegance Director Will monitor the ingtalled

4 mechanjsm which cleciically supervises the
with NFPA 70, National Elecirical Code, 9.1.2 e oo 1 ncmelerator e \

This STANDARD s not met as evidenced by;
Based on the observations and staff interview
during the tour on 8/11/2011 during the testing of
the emergency power system the generator was
supplying load to the life safety branch of the
facility. The generator annunciator pane! located
at stallon # 1 was not giving an indication that the
generatoc¢ was running nor supplying power to the
life safety branch of the facility,

LABOR&TORE ;IREGTOR’S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X6} DATE

o [Metg ot | Admssteadnr o8/

Any deficiency statement ending with an asterisk () denales a deficiency which the institution may be excused from correcling providing it is determinad thal
other safequards provide sufficient protection to the patlants, (See instructions.) Excepl for nursing homes, the fndings staled above ara disclosable 90 days
foliowing the date of survey whelher or hot a plan of correction is provided, For nursing homes, the ahova findings and plans of corraction nre disclosable 14
days follawing the dala these dacuments are mude avaifable to the Faciity, If deficlencies-are cited, an approved plan of comedtion 15 requisite to continved

program parficipation. ﬁ:
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g A BUILDING 01 - MAIN BUILDING 01
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K 147} Continued From page 1 K147

CFR#:; 42 CFR 483,70 (a)

INEP A 101 Life Safety Code Standard
Tag # K147
"Fhit requirernent wi be met 29 follows;
& uclljey Tiay corrective netgn for th
exidonty sffect: thig practce hy;

Al2ofeo

| Anunciator panel will be checked and
repaired a3 nocded to sppropriscly
indioats that'the goacrator fs maning or supplying
power b the life safety branch of o facility by
Septomber 20, 204 1.

The faility will [dentify ofher kife yalety istuey

wving the potenila] to affeg| residen the
sarpe deficient practice s
Annunolstor pant] will work corcectly.

slamlg chsnges
that the deficien

The folls ex¥ilY
ut in ¢ o enyg

practics doex wot regur:

Annunclator pagel will indfeate hat the ganerator
Is runing or supplyiog power to the lifo safety
brewch of the facility by September 20, 2011,

The fuclity will monltoy ity perfopnance

sure th ations are achieved and.
sustained, The facility will avaluate tho plank
effoctlyspess by:

Maintnanee Dircotor will toxt pasel by turning
on e genammtor and aysuring that the snnvgciator
pand] indicatcn that gencrator is Tunping or
aupplylog pawer 1o the ife safety branch of the
fecility,

{/
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