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1< 000 § INFTIAL COMMENTS KQ0d

Requirernents for L.ong Term Care Facllifies
Sectioh 42 CFR 483.70 (&) axcept as othenwisa
provided In this seciton, the faclity must meet the
applicable provisiahs of the 2000 edition of the
Life Safety Code, Exlsting Health Care, of the
National Flre Protectlon Assaciation (NFPA).

The facility was & fully sprinkled singie story
building with a basement of Type V{111
copstruction with plan approval in 1958 and 1987.
The bullding was equipped with 2 supervised
automalic wet sprinider system with a dry branch
and an addressable fire alarm systam. The
building had a capacily of 126 ceriified Medlcars
and Medicaid beds.

Requirements for L-ong Term Care Facililies
Saction 42 CFR 483.70 (1) axcept as otherwlse
provided in this section, the facllty must mest the
applicable provisions of the 2000 edition of the
Life Safety Code, Existing Health Care, of the
National Fira Protection Assoclation {NFPA).

The facility was = fully sprinkled singte Story
building of Type 11 (111} consiruction with ptan
approval in 1979, The puilding was equipped with
a supervised autamatio wet sprinkler system and
with an addressable fire alarm system. The
building had a capacily of 66 cartified Medicars
and Medicald beds.

K 012 | NFPA 107 LIFE SAFETY CODE STANDARD K012

58=D

K 012

Building construction type and height mests one

of the following. 19.1.8.2, 19.1.8.3, 19,1.6.4, .
19.3.5.1 Building construction type and height

meets one of the following . 19.1.6.2
19.1.6.3, 19.1.6.4, 19.3.5.1

| LABORATORY DIREGTORS OR PROVIDER/SUFPLIER REPRE IW
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This will be accomplished by;
1. Resident room 207 the two 1 % holes.
" will be patched with 5/8 dry wall
coaxial cable will be running in the

wall
7. Maintenance and housekeeping will

be inseviced to the deficiency

3 The Facilities Director or designee
will conduct room inspection
monthly

4. The Facilities Director will report
inspection results the Qualify
Assurance team no less then monthly
for a period of not less then 90 days

K 042 | Continued From page q
“This STANDARD is not et 85 evideniced by:
Based on chservalion and staff interview the
facility fafled to ensure the walls wera simoke
resistantin 10f7 srnoke compartments. The

findings wale:

Ohservation In pesident foom #207 on 312811 1 at
240 PM showed a 1 %inch cirgular hole with &
comxdal cable running fhrough It The cover was
attached to the cable which had been pulled away
from the wall, At the time of Ihe ohservation the
facility manager reported room inapectons were
gondicted on a rnonthly basis.

NFPA 101 LIFE SAFETY CODE STANDARD

idor openings ib other than
required anclosures of vertical openings, exita, or
hazardous arens aie substantial doors, such a8
those constructed of 1% inch solld-bonded core
wood, ar capable of resisting fire for af least 20
minufes, Doors i sprinklered butldings are only
required 1o resist the passage of smoke. Therelis
no jmpediment fo the closing of the doors. D00rs
are provided with 8 means suitable for keehing
the door closed, putch doore fneeting 19.3.6.3.6

are permited. 19363

Roller latches AT prohibited by GMS regilalions
in all health care faclitles.

Doors profecting €0 K018

Doors protecting corridor openings in
other then required cnclosures of
vertical opening, exits, or hazardous
areas are substantial doors such as
those constructed of 1 ¥ inch solid
bonded core wood or capable of
resisting fire for at least 20 minutes
Doors in a sprinklered building are
only required 1o resisting the passage
of smoke. There is no inpediment to
to closing of the doors. Doors are
provided with a means suitable for
keeping the door closed. Duteh doors
meeting 19.3.6.3.6 are permitted.
19.3.6.3

This STANDARD 18 not mat as gvidenced by:

I continuatien sheet Pagé 20f8
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1< 018 | Continted From page 2

Based on shservation and staff interview e
taciity failed to engure corfidor dools Were smoke
resistant In 2 of 7 amoke compartments. The
fndings wers

K018
This will be accomplished by;

1. The doors entering rooms 50and 1% 4/4/11

will be properly adiusted so the doo:

do not rub on floor and latch bolt
will insert into the strike plate
2. The Facilities director will conduct
monthly inspections on all doors 10
ensure doors are not rubbing OB
floor and will fully tatch into sirike
plate

Ohservatlon of room #5659 and #13 on alze/14
batween 3:30 PM and 4 PM showed the corridor
doars rubbed on the giound and the laich bolt did
not insert into fhe stiike plata. Al 332 PM the
facility manager reported corrtdor doors Were
Inspected on 2 ronthly basls. He atated he did
not know why those doors had been missed
during hose inspections.

NFEPA 101 LIFE SAFETY CODE STANDARD

3. The Facilities director will report
inspection results to the Quabity
Assurance team no less then monthly
fora period of pot less then 5o days

K 025
55=FE

Smoke barriers aie constructed o provida ak.
|easta one et hour fire resjstance rating in
sccordance with 8.3, Smoke barriers may
(erminate atan atrium wall. Windows are
pruteoted by fre-rated glazing ot py wired glass
pane'ls and stee! frames. A mipimum of two
separate compartments ae provided on gach
floof. Dampers aré not required in dust
penetrations of snoke bamners in fully ducted
heating, ventiating. and air condidoning gystems,
19.3.7.3, 19.3.7.5, 19.1.6.3, 40,164

K025

gmoke barriers aré constructed 0
provide at Jeast 3 ODE 14 hour fire
resistance rating in accordance with
g1, Smoke bartiers may terminate

at an airium wall. ‘Windows are
protectt:d by fire-glazing oF by wired
glass panels and steel frames. A
mininnm of two separate corppariments
are provided on each floor. Dampers
are not required in duct penetrations

of smoke barriers in fully ducted
heating, ventilating, and air conditioning
systems. 19.3.7.319.3.75 19.1.6.3.
19.1.6.4.

This STAN pARD Is Dot metas avideviced by:
Pased oh phsetvalion and staff intarview he
faciiity feiled to ensure 1 of 4 smokee bartier walls
wete sinoke resistant, The findings wele:

Observation of the central gmoke barrer wall
near resident root #211 on ~(p9/41 at 10:20 AN
showed a1 ineh unsealed pipe penatralions iri
the alfic. Atthe tima of the observailan e Tacility

FORM CMs-zssy(nzm)PmmuuVaﬁlons ovaclole Euam 1D: C71521 Frciitty | WY OOZT if continustion sheot Page 3of 9
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AEGULATORY OR LSO |DENTIFYING INFORMATION)

i< 025 | Continued From page 3

manager reported smoke bartlers were inspocied
on & guarkerly basis. He stated he did not know
why the penetration Was not identified by theit
inspectiont protocol

NFPA 101 LIFE SAFETY CODE STANDARD

rated constructon (with % hiour
firo-rated doors) OF an approved automatic Tire
extinguizhing sysiem in socordance with B.4.1
andfor 18.3.5.4 protects fezardous areas. whian
the approved automatic fre extirigulehing system
oplion 15 usad, the areas are separated ot
other spaces by smoke rasisting partitions and
doors. Doors alé self-closing and non-rated of
field-appiled profective plates that do not excesd
A inches from the bettomn of the doorare
permitted. 19.3.2.1

‘This STANDARD js not met 83 avidenced by:
Pased on observation and ataff intetview the
facility falled t© gnsure hazamous areas WELS
separated from use areas 1 3 of 7 smoke
compattments. The findings wers.

4. Observation of the pasernent storeroor on
3841 at 1:57 pii reveated four uneeated cable
penetrations located near the gtainvell. Althe
tirne of observation the fachity manager reported
hazardous areas were inspected semi-annually.

o Observation of the central solled
aguipped with a0 autornatic closing device. The

closing device dig not fully Jatzh the doot into the
doot frams, with three atlempts.

CMS-2667{02-49) Provious Versions Obeolela

utiity reotn on
apel11 at 2:31 pM showed the corridar door Was

Event \D: C71E21

PRINTED: 040872011
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COMPLETED
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OF CORRECTICN

io PROVIDER'S PLAN
PREEN EAGH CORREOTIVE ACTION SHOULD BE
TAG CROSS REFERENDED 10 THE APPROPRIATE

DEFICIENGY)

1 The central smoke barrier near ToOm:
#7211 will be calk with. a firo stop
gealant .

4/4/11

2. Maintenance staff will be inserviced
to the deficiency.

3. The facilities director will conduct
smoke barrier inspection:

4. The Facilities Director will reportt
inspection results the Quality
Assurance team no 1ess then monthly
for a period of not less then 90 days

K029

One hour fire rated construction {with
3/, hour fire-rated door ) or an approved
antomatic fire extingnishing system n
accordance with 8.4.1 apd/or 19.3.5.4.
protects hazardous areas. Wher the
approved awtomatic fire extingmishing
syster option is used the areas
separated. from. other spaces by smoke
resisting partifions and dooxs. Doors
are self-closing and non-rated or
field-applied protective plates that do
not exceed 48 inches from the bottom
of the door are permitted.

1. The basement storeroom all 4
unsealed cable peneftrations will
be sealed with five stop sealant

5 The central soiled uiility room will
be peiting a new door s0 that door
will fully latch. The door will in by

5/8/11

A'pr_i} 14,2011 ) _
Faclllty I0. WYDOZT 1 continuatlon gheel Pege 4 0f5
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wao | AR STATEMENT OF DEFICIENCES D PROVIDER'S PLAN OF CORRECTION o)
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1K 028 Continued From page ‘4’ . K028 3, The liquid oxygen storeroom door
3. Observation of the hauid oaHvgen storeraain cn | ot a new self-closing device sO the

af28/11 at 435 pM showed the corndor door Was d - .
equipped with an automatic closing device. The oor will fully latch ato door frame

Siosing davice did not fully latch the door into the 4 The storeroom near room #11 will

door frame, with fhyeo atternpis. get a 2 % how fire rated door with

self closing device. The will be in
4, Observation of the south storeroom near casper on the April 14, 2011
resident (0ot #11 on 312911 at 855 AM showed
24 cardboard hoxes were beind stored in the 5 The rope will be removed from
FOCT. FUT‘[heT I'B\!I‘EW Showad “’%(‘3 COTridOr door east actives YOOm -

was a hollow coré doar, and the doorwas not
equipped with a1 automatic closing device. Al the i
time of ohservation the facifity manager Tep orte deficiency

6 Allstaff will be serviced 1o the

e Inew that this room did not meet e 7. The facilities director will conduct
geparation reguirement. , imonthly ipspection 02 all doors
Based on ohsarvation and taff interview the Jeading to haza dous areas 1o ensure
facilty falled 1o ensure hazardous acas were fhat they are not ipe dod from B

separated from LISe areas In 10f2 sinoke .
compartments. The fndings wers: properly losing
g. The facilities di i
Observation of the east activity office 01 302811 inspection r:su]ﬁ:faﬂ- repor

gt 931 AM showed papal supplies were glored Assurance feam 00 less thlty
on four shefves. The corridor door to this are2 oty for a period of en
was equipped with &n automatic closing devica, ther; 9 period ofinot fess
byt the doorT Was obstructed by a cord: Afthe time 0 days

of ohservation the facility manager repotted he

continualty fold the activity manager not to

obstrust the dooi. K 062

NFPA 101 LIFE SAFETY CODE STANDARD K 062

Required autornatic sprinidel systems are ) o

conlinuousiy aintained in refiable operating Required autormaiic sprinider systems
condition and are inspected and tested are cox}tmuouei}'_mamtcalmed-m reliable
sndically. 0.7.6,4.6.12 A 13, NFPA operating con ition. amd are inspected
periodically 1 ' NP ' and tested periodicaﬂy 19.7.6, 4.6.12

25,9.7.5
NFPA 25975

This STANDARD is nat metas evidsnced by:

FORM CRS-2687{0248) provious Version® Chsoiete gven! ID:CT1EX Fadilly 1o, WY D27 if comdnuation sheat Page Bof 8
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— ) e
1K 0682 Continued From page 5 1. The five sprinkler heads in the 4720111

central mechanical rootm will be
tower so the at least 1 inch below
ceiling-mounted lights and sprinkler
pipes
2 Maintenance staff will be in
serviced to the deficiency.

Based on sbservation and staff inferview the
facifity failed to ensure sprinklsr heads wers
unobstructed in 1 of 7 amoke compartments. The
findings were:

Obsarvation of the sentral mechanical room on
32811 at 1:45 AM showed 5 of 5 splinkier heads
were obstricted by calfing-mounted Yghts o
gprinkler plpes. The sprinkler herds wers located
lgss than 12 Inches frorn fhe obsatruclons arizl the
deflectors were above the botfom of the
obstructions. One of {he ohstrusiions wWas actually
5 jnches below the sprinkiat deflector. Al the tims
of obgervation the faglity manager roporied an
outslde sprinkler contracior conductad annual
sprinider inspect'tons,ﬂccordlng to the facility
manager, the 1ast annos! inspectien an 1242810
did not indicate any heads were obstructad.
NEPA 101 LIFE SAFETY GODE STANDARD

ac ity Director oF deEsigniet Wil
conduct quarterly inspections {0
ensuve that the sprinkler heads
are not obstructed.
4  Facilities Director will report the
results of the mspection t0 the
Quality Assurante team no less
than  monthly for a period of not
less than 90 days

K 066
gynoking regulations are adopted and Jnciuide no

lass than the following provisians.

Smoking regulations are adopted and
include no less then the following
provisions;

(1) Smoking is prohibited in any room, ward, of
oompartmenlwhere frammable liquids,
combusiible gases, of oxygen 13 uses g{rj stor?\d
and In any ather hazardous locallon, 8 sUC .. e 1
area s pgsted ith sians fhat read MO SMOKING 1 smoking s prohibited n a1y m{m%“’*}gd
or with he internationa! gymbol for no smoking. ot compariment Were flammable Hquics
combustible gases 0T OXYgen 18 used or
stored and in any other hazardous Jocation
and such area 1s posted with signs that read
NO SMOKING or with the internaticnal
Symbol for no smoking.

(2) Smoking by patisnts classified as not
responsiole is prohibited, except whon under
direct supervision.

(3) Ashirays of poncombusiible material and safe
design 2re provided in all areas wheye smoking is
permitted.

2 Smoking by patients classified as not
responsible 15 prohibited excepl-when-
under direct supervision

(4) Metal containers with self-closing cover

e |
FORM CMS-2507{02-0%) previots Yeralonn Obeolets Fvont ID: CTAGE21 FacHtiy 105 WYCO27 i contlation ehieet Pego € of 9

wu7701 0 1HeE B NdY
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CENTERS FOR MEDICARE & MEDICAIL SERVICES

STATEMENT OF DEFICIENCIES 7.3))] PRDWDER!SUPPUERICUA
AMD PLAN OF CORRFCTION IDENTFICATION NUMBERE

535042
NAME OF PROVIDER OR SUPPLIER
SHEPHERD OF THE VALLEY CARE CENTER

"SRR STATEMENT OF DEFICIENCIES

%) 1D
[£RE)F[>( (EACH DEFICIENCY MUST BE PRECEDED By FULL
AR REGULATORY OR LSC IDERTIFYING INFORMATION)

\ 066 | Continued From page & _
davices [nto which ashteys can be emptied are

readily avallable o all areas where smoking is
pemnitted. 18.7.4

This STANDARD s not met a3 evidenced by:
Based on observation and okniT interview the
facllity failed to ensure statf mernbers followed
the smoking policy in 3 of 7 sroka
compartments. The findings wers:

Obsetvalion of the east exit {o the hasermnent
plasarcorn on 3128118k 2:02. FM showed 30
cigareite butfs were mingted with driad grass and
jeaves undsr a hedge. Furiher reviaw showed the
areawas designated 28 non-sinoking and was no
supplied with any ashtrays, Al the tme of the
observation the faclity manager stated he did not
Kknow why the facllity's non-sinoldng policies were
riot heing folowed.

NFPA 101 LIFE SAEETY CODE STANDARD

K147

55=E
7 Electrical wiring and equipment Iz in accordance

with NFPA 70, National Electrical Code. 2.1.2

This STANDARD is not met as evidenced by:
Based on observation and staff interview e
facility failed to ensure temnporary wiring did not
reptace perrnanent ficed wirlng and falled to
ensure damnaged slectrica! equipment was
replaced In 5 of 7 cmoka compariments. The
Andings were!

1. Observation of the electrical system oD a/2BM1

FORM GME-2587(02-80) Pravious Verslone Ohiola(e Event 10: G162

PRINTED: 04/08/2011

FORM APPROVED
OMB NO. 0938-0381
(%2) MULTIPLE CONSTRUGTION (%3 DATE QURVEY
A BULDING  0Z,09 DOMPLETED

B, WiKG

_ 03f28! 2011
S TREET ADDRESS, CITY, STATE, P GODE
80 MAGNOLIA
CABPER, WY 82804

PROVIDER'S PLAN OF CORREGTION
(EAGH CORRECTIVE ACTION 8HOULD BE

GROSS-REFERENCED TO THE APPROPRIXTE
DEFGIENCY)

OHE)
COMPLETION |
DATE

3 Ashtrays of poncombustible matexial
and is safe design ate  provided in
.all.areaswhere smoking 18 permitted

4 Metal containers with self-closing
cover devices into which ashiray can
de emptied are readily available to
all aveas where smoke is permitted
19.7.4

1 The smoking policies will be changed
to more designated smoking areas and
ashirays will be put by all exits.

5/8/11

2 The facilities director will designee
and conduct monthly grounds
inspections

3 Mainienance will be inseviced 0 the
deficiency

4. The Facilities Director will report
inspection results the Quality
Assurance team 1o less then monthly

for a period of not less then 90 days
K 147

X 147

Electrical wiring and équipment is in.
accordance with NFPA 70, National
Code 9.1.2

1 The 3-way electrical adapters an
extension cord were removed from
rooms 216 and 212 103,

41111

Fachlty (0: WYB0Z! If continuakion ahest Page 7 of 9
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IFICATION NUMBER; & sUlLDING 2. 0 GOMPLETEDR
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KK 147 | Continued From pays 7 ‘ k447! 2 The concentrator was replaced with
hetween 2 PM and 5 PM showed 3-way elecirical new one and plugged the concentrator
adapters and extenislon cords wera being used in into the outlet in bathroom.
rasident room #216, #212 and fhe central
television roor. Af the fime of the observation the
facility manager reported the slectrical system 3 Tt 3 ;
' he ceiling heatin, : '
was inspected on a moninly basis. He and newW h%at aa negl Eﬁ;e;ﬁtaiimmwm 4120711
acknowledged the adaptere ad net been noticed P
and removed during these inspections. 4 L
The concentrator was replaced in with
o Obsevation of the slectrical system on 3/28/11 new concentrator and plugged ufo
ot 2:55 PM showed the oXygen concantrator Was bathroom oulet. Roow # 131
being stored in the restroom. Further raview 5. The facilities di :
: . ilities director wil
showed the corcentralor was plugged info an monthly electrical ins V;:tligftndmt
electrical outlet i the sleaping root, and the ) P :
power cord was un under the closed Testrooim 6. The facilities director will report €4 ez e
doar, At the time of ohservation the facilty inspection results the Quabity
manager reported hewas awars algcirical cords sssurance team 0o less then monthly
are prohibited from running through door frameas, for a period of not less then 90 days

windows or walls,

3. Observalion in he west sunroom on 3/29/1 1at
836 AM showed & burned hole and dlack
charing on the ceiling heat pan. Af the time of
observation the facilily manager reported the
ceiling heating Ll was not darnaged at the time
of the last monthly sUVey. The nursing staff in tha
area stated they were Unaware of any electrical
problems with the unit.

Basad oh observafion and staff interview he
facility falled 1o ensurs temporary wiring did not
replace fived permanent wiring and falled 1o
spsure damaged wirng was replaced In 2 of2
smake compartments. The findings Were:

1. Chservation of the slectrical systarn on 3i28/1
gt 9:24 AM showed the power cord to the oxygen
concentrator n resident room # 131 was
damaged. The outer <heath had been pulled
hack, and the inner Wires Were gxposed. Attlne
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K 147 | Continued From page 8 K147

fime of the observation the facility managa¥
reported the electrical system was inspected ona
monthly basis. He verlled this problem was not
Identified during the Faclly's inspectlons.

SHEPHERD OF THE VALLEY GARE CENTER

5 Obsetvation of the efectrical systom on 3/28/11
at 9:54 AM showed the televisian In resident reom
#103 was plugged into a 3-way adapier. At the
fime of observation the facility manager reported
he was aware 3-way eleciidonl adaptsrs wela
prohibited.
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. DEFICIENCY)
K000 | INITIAL GOMMENTS | | K 000
Requirements for Lorig Ter Care Facifities
Section 42 GFR 483.7 r? (a) sxpept 8 viherwise
provided in this sectioh, {he faciiity must mest the
applicable provisiens if the 2000 adlition of the
Life Bafety Code, Exd fcing Health Care, of the
Nationel Fire F'roteoﬂl n Assoclation (NFFA).
i
The facility was & full spriniél}ed single story
bulding of Type Il (151) condtruction with plan
approval in 1979. The bulldilg was equipped with
a supervised automatic wet Sprinkier system and
with an addressable fire alarm system, The
building had & capacity of 68 berfified Medicare
and Medicaid beds, | ¥
1€ 029 | NEPA 101 LIFE SAFETY CODE STANDARD K028  Paper supplies have been removed. 420141
$8=E . ' ‘ . The rope will be removed fom
One hour fire rafed censtruction (with % hour cast actives TOOM -
fire-rated doors) o & approved aufomatic fire . .
extinguishing systenyin accbrdance with 8.4.1 ALl staff will be serviced to the
andfor 19.3.5.4 prot%ts hazardous aieas. When dafisiency
tha_approvecl automatic ﬁrs;gxhngmshmg gystem  The facilities director will conduct
option is used, the aeas arn ' separated from mmonthly inspection o &1l doors
olher spaces by &m r‘ke o sting partitions and leading to Fazardons ATEAS 10 eDSUre
doors. Doors are seff-closiht and non-rated ot it ey axe not peded from

fisid-applied protective lates that te hot exceed
48 inches from the hototn of the door are
pernitted,  19.3.2

properly closing

IF The facilities director will report
inspection results to Quality

I ’ : Assurance team o less then

i | momthly for a period of not less

e \ Y
This STANDARD ig not rnEt a5 evidenced 1y N 90 doys

Based on observation and staff interview the
facilty failed o @nsiire hazardous areas were
separated from yselareag|ih 1 0f2 smoke
gompariments. Thé] findings were:

|

L =, I Ly —
LABORATORY DIRECYOR'S OR meﬁsn REPRESENTATIVES SIGHATURE TITLE [xe) BATE
| - L
t{ \ NWL» C&QMJM/MFT@W% ?,%3'0. ”

- A4 ¥
Any deficiancy statement @nﬁjﬁﬁ wlthf'an agtarisﬂ {*) Gcholas a gefickaicy which the ins{itutionﬁay be excusrd fom corecting providing  js determined that
other 54 iy sufficlant pr,ﬁtgction d the patients, (See instivictions.) Excapt for nirsig homes, the findings stared above ara disclosable 90 days
Wmm a1 Besurvey whether ¢ v ot & glan of correction s provided. For numsing homes, the above fndings and plgne of correction are disslosable 14
i nE0EHGAI documants sie Hade avaliable to the facikly. Ifdefitlencies are cited, &n approved plan of gofaction ls requisite fo conlinued

pregram parﬁcipatlo. ‘
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K 020 | Continued From page %
Ohservation of the eas& activify office on 328111
16731 AM showed paper supplies were stored
on four shefves. The corridor door to this ared
was equipped with an utornefic closing device,
It the door was cbstiucted by a cord. At the time

of obsetvation the facility m':'gager reported he

sontinually fold the acjvity manager not to
abgeiolct the dodr,. | ‘
KK 147 | NFPA 101 LIFE SAFETY GE?DE STANDARD K147 4/20/11
55=D
Elsoirical wirng and lr.1uipn-|g‘eh’c 1s In ascordance
with NFPA 70, N*at‘roﬁai Elel?trical Code. 9.1.2 Elecirical wiring and équipment is in
' | . accordance with NEPA. 70 , National
\ Code 9:1.2
This STANDARD I ot met as evidenced by: o
Rased on nbservatio% and staff intsrview the :::; z?::;i’:zﬁzz ::i gﬂlgag:&iiﬁ:“h
fecilily falied fo ensuf ternplrary wiring etd not D en oulet, Room# 131

ensure damaged witing wes replaced in 2 of 2

replace fixed permaEnt wirjng end falled to
smoke compartmenw . The findings were:

The 3-way slectrical adapters an
extension cord were rernaved fom

1. Observation of thel electrical sysiem on 82011 rooms 216 and 212 103,

o 9:24 AM showed fhe power cord to the oxygen
concentrator In resident rodi # 131 was

damaged, The outef sheathihad been pulled I .

back, and the inner ires wére exposed. Atthe Tt::ﬂfgfﬂlﬁm&“f tor will conduct
time of the cbservation the faclity manager monthly electrical inspection
reported tha_electﬂqlai_ systz;m was inspected on & The facilities directot will report
rgon’;hly basiz. He \ﬁgﬂed Fmis problem wag not inspection results quarterly €0

i ified during th Hlity'e fons.

identified during thelfacility's Inspections the Quality Assurance tearm for 2

2, Observation oftHfe electical system on 3/29/11 periad of not less than six

at 9:54 A showe I}the- iervislon in resident ronths,
roam 108 was plugged into a 3-way adapter. At
the time of obsarvefion the facility menager

reporied he was aware F-Way cleotrical adaplers
were profibited. r

i
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