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4D  SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIIER'S PLAN OF CORRECTION et
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TAG REGLLATORY OR LSG IDENTIFYING INFCRIATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIERCY)
F 000 | NITIAL COMMENTS Foooj 1. Corrective Action will be
accomplished for those Residents to
147411 Ammmended 2567 to corract error in 2567 have been affected by the deficient
gant 10/13/11. praotice;
F 244 | 483,15{a) DIGNITY AND RESPECY OF F2411 A, All Resident’s who resides at our
sg=p | INDIVIDUALITY Facili . e ' . . .
acility dignity is maintained, f6 =211
The facility must promote care for residents Ina enhanced and protected on a daily
rnanner and In an environment that maintains or ba§ls by our staff.
enhances each resident's dignity and respecdt In Resident noted in statemnent of
full recognitian of his or her individuality. " deficiencies had no negative outcome

related to incident.

This REQUIREMENT is not met as svidenced 2. Corrective action will be

oy accomplished for those Residents
Based on record review, staff and resident having potential to be affected by the
interviews the facllity failed to treat résident with same deficient practice by,
respect for 1 of Z sarnpled residents {Resident # A. Administrator, D.O.N. and

61 . Nursing Supervisor’s will be

Resident # 67 was admiited to the facility on cotpleting rounds daily to assure
8/14/2008 with diagnoses that Inciuded asthma, _compliance with dignity and respect
and ¢hronic lung disease. The most recant of individuality for our residents.
Minimum Data Set (MUIS) dated 9/7/2011 B. Facility will interview five
indicated that Resident # 87 had no short of long residants wee}dy tilneg four then

{erm memory problem and was independent with
daily decision making. The sama MDS revesled
the Resident # 67 required supervision with

monthly times three to assist with
identification of any concerns related

Activities of Daily Living (ADL) and the Resldent # to violations of their dignity and
87 had no behavior problems. respect of individuality, Outcome of

_ interviews will be documented and
During an interview on /272011 at 11am maintained within facility. Interviews

Resident # 67 indicated that during palieni care

on 8712011 the Nursing Assistant (NA# 1) was " will be completed by Social Services/

very ugly to her. " Resident # 87 indicated that Administrator/‘Designée,
NA #1 stated " The Welfare was paying her blll " 3. Measures will be put into place or
and cut off her fan for no reason. Resident# 67 systemic changes made to ensure that
revealed that her fealings were hurt, Resident # the deficient praciice will not occur:
67 also indicated that during patient care NAF 1 :
 ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIENATURE TITLE {46} DATE
Q@\m \,\ 2 4 Chdonizsi 5%‘/2:-7{—0.«.. SRR i

Any deficlency s@ nt 2nding with an asterisk (*) denotes a deficlency which the institution may be excused from correcileg providing i Is determined that
other safeguards'prvide sufiicient protection to the patients. {Sae instruclions,) Exceptfor nursing homes, tha findings stated above ace disclosable 80 days
following the date of survey whether ot net a plan of correction is provided, For nursing homes, the above findings and plans of correclion are disclosabde 14
days folawing the date thase documents are made avalable to the faclity, If defickencies are clled, an spprovad pian of carvection is requisite to continued

program parficipalion.
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£ 241 | Continued From page 1 £ 241 %‘ Administrator, D.O.N. and
was rough with hier but dld not hurt her. Resident ursing Supervisor's will be
# 67 stated that she did not tell anyone at first but comph_auug rounds daily to assure
told a Nurse # 1 several days later. compliance with dignity and respect
of individuality for our residents.
B. Facility will interview five
MA# 1 was called on 82772011 at 4:30pi faran residents weekly times four then
inferview, a message was left, MA #E 1 naver . ) |
ealled back. Erlonthly times three to assist with
identification of any concerns related
During an interview on 9/28/2011 at 3pm with to violations of their dignity and
Nurse # 4 indlcated that Resldent # 67 revealed respect of individuality. Outcome of
to her sevaral days after the in;i}denuhat one of interviews wilt be documented and
the staff had been ugly to her. Nuise #1 Vo armi b - .
indicated that e 67 siotod thal staffwas mf‘“;iamed within facility. Interviews
roLigh with her during patient care and that staff wil ‘G'C()mpleted b'y Social Services/
told Resident # 67 that the welfare was paying Admmlstratori Designee.
her bill and cut off her fan for no reasqn. Nurse C. All staff will be provided
#1 Indicated that this hurt Resident # 67" s additional education on the following
fenlings. topic:
During an interview on 512972011 at 3:30pm with > Dignity an,d respect of mdwu!uah’zy
Soclal Worker (SW) Indicated that she recelved a = Abu:se policy/ Reportable Incidents
Five Oaks Manor, Resident/Famify Concern Farm Inservices will be completed by
dated 81172011 that revealed that NA# 1 had $.D.C. and Administrator,
stated fo Resident # 67 that " welfare was paying All new hires will be inserviced
hel‘-blﬂ * and that NA# 1 had bfeen rough with her during orientation by SD.C.on
during patient care and NA#1T didn *{ glean howel dienity and - of Individuals
off of Resident # 67 front. The SW indicated that sauty 1 xosp ect of Indivi ‘uahty,
she spake with Resident # 67 and that the Abuse policy/ Reportable Incidents.
Resident # 67 revealed that her feslings were 4, Methods that will be used to
hurt. Residant # 67 informed the SW that she did momnitor and evaluate the comrective
not want NA # 1 to be her aide anymors. The sSwW action:
revealed {hat all the information was given to Tt
pelministrator. The SW also indicated that the fg Administrator, D.ON. and
staff was terminated becauss of her behavior and * ursmnguperv 1501 W.ﬂl be
inappropriate language to Resident #67. completing rounds daily to assure
compliance with dignity and respect
During a review of the Resident/Family Concern’ of individuality for our residents.
L —
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Any identified concerns will be
teported to management immediately
and corrected in a timely manner.

F 241 | Continued From page 2 E 241

Eorm an 9292011 revealed a concemn dated
8412011 indicated by Resident # 67 “ slated

that NA # 1 was rough with her during patient B. Reports of any findings will be
care and staled ihat the welfare was paying her reviewed at our monthly Quality
bill. * The fonm revealed that the facility Assurance meeting. Committee will
inves_tlgated thig siluation and stalf was evaluate the findings to determins the
tesminated. i 3 ;

need for continued intervertions or
Buring an interview on 8/28/2611 al 4pm with the Amendment of plan.

Director of Nursing {DON} and Administrater, the
DOMN revealed that she was a part of the
investigation wiih the Administrator for Resident #
7. The Administrator indicated that he was i Corrective Action will be

informed by staff that NA# 1 had made several Hish .
inappropriate Stalements to Resident # 87 and accomplished for those Residents to

after talking with the Resident # 67, he felt hat have been affected by the deficient

staff had hurt this resident * s feeling. , | practice;
Fa74 | 483.35(1) FOOD PROCURE, Fari| A. No residents were identified. fo-27-1
sg=F | STORE/PREPARE/SERVE ~ SANITARY 2. Corrective Action will be

accomplished for those residents
having the potential to be affected by

The facility musi - ‘
{1) Procure food frem sources approved of

considered satisfactory by Federal, State or local the same deficient practice by;
authorities; and A. All distary staff are now weating
(2) Store, prepare, distribute and serve feod haimets.

under sanitary conditionis B. Al floors, equipment and food

preparation arcas have been cleaned
and are being kept clean in a sanitary
condition and free from debris.

C. All raw meats are being stored
This REQUIREMENT is not metas evidenced separately from other foods in the

by: - wall in refrigerator.

. Based on observations, record seviews, and staff - .
interviews the facility failed to maintaln sanitary D. Ai‘l opened/ resealed containers of
conditions in the kitchen by not ensuring hair food items are now Jabeled and
coverings were warn by dietary staif In the dated.

Kitchety; by not ensuring food sevice equipmant

EORM CIM5-2567(02-99} Praviews Versions Chsolaio Svent [D:0F2P 11 Fecilly 10; 933489 if conlinuation sheei Page 3of 8
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F 371§ Confinued From page 3 £371] B, All cleaning supplies and food

e

FORM CMS-2587(02-80) Provious Versians Dhsslete

and food preparation areas wees maintained
dlean and free from debris and sofled oven mitts;
by not ensuring raw meats wers stored separalely
from other foods n the walk-in refrigerator; by not
ensuring opened food ftems were reseeled, datad
and labaled; by nof ensuring cleaning suppliss
and food service supplies were stored separately
and off of the flaor, by not ensuring dishware
were sanitized in the dishwashing machine; by
not enstuing milk products were served at
temperatures balow 41 degieas Fahrenhelt; and,
by not ensuring food tray lid covers were ¢lean,
dry, and in good condition prior to use.

Findings included:

£
1. During the inilial tour of the kitchen on
gf2511 1at 3:43pm, (wo male dietary employees
were chserved In the food preparation area
without hairnets covering their hair. One of the
{wo employaes Wwas cutting and placing hrownies
in single serving sized baggettes. Tha second
ernployee was abserved walking throughout the
foad preparation area.

2. During the initial tour of the kitchen on
g/25¢11at 3:43pm, there were emply cardhoard
boxes and brown Wrapping papér on the floor
next to the door of the walk-in refrigerator; and,
emply cardboard boxes, 8 Siyrofoam cup, paper ’
wrappings on the fioor, next to fhe ice machine in
the stock delivery aréa. The Second Shifi Conk
revealad food daliveries were yeceivad on
Tuesdays and Fridays {the tour was on 2
sunday). The lid of the fiour bin, located in the dry
storage room, was coverad with a white powder
substance. The inside of the mlcrowave, on top of

service supplies are being stored
separately.

F. All dishware are being cle med:
and sanitized at proper
temperature in the dishwashing
machine.

G. All milk products are now
being served at temperatures 41°F
ar below.

1. All food tray lids are clean, dry
and in good condition.

Any food tray lid notin good
condition will be replaced.

3. Measures will be put into place
ot systematic changes made to
ensure the deficient practice will
not oCour,;

A. Dietary management will
inservice diefary staff on the
following, topics:

> Procure food from sources
approved or considered
satisfactory by federal, state or
local authorities

> Store, propare, distribute, and
serve food under sanitary
conditions

> Maintaining dietary department
in a clean sanitary condition and
free from debris

i

Event ID:AF2PI1
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|

a preparstion table, contained hrown particles
and prown stains; also, there was an uncovered
bowl of rice on top of the microwave. A hairnst
was cbserved in the boltom of the mixing bowl of
tha small mixer and thera was a soiled aven mitt
lying on tap of the mixer. Ther was an
uncovered, Styrofoam cup containing & white
substanca next to the hot beverage machines
that was not labeled. There wers three Styrofoam
plates of uncovered, propared meals on the top
shelf of the steamtable (a live fly was abserved in
{he food of one of the plates). The Dietary Cook
stated that the three plates of food were
rpack-up” then threw the plates of food in the
frash, He did not reveal what he meant by
rpack-up”. The handies to the double convediion
oven were greasy to fouch; and there wera brown
and while greasy stains on the inside and outside
doats of these ovans which were not in use atthe
me of the tour. The vent in the ice machine
located in the main dining room was covered with
a dark, gray linl

During 2n observation of the rneal serving tray
tine in the kitchen on 0/26/11 at 11:35am, a soiled
over mitt was iying in ong of the emply bine of the
stoamtabte nexd to cleaned, sectional and slanted
plates.

3, During the initial tour of the Kitchen on 9/25M1
at 3:43pm, an observation of the walkin
refrigarator in the kitchen revealed 3-long plastic
sleevas of raw ground meal on a shest pan
stored on the shelf above 4-opened case of
sealed Dags of cut vegetables, 2.yacuurn packed
ready-to-eat turkeys, and 1-vacuum packed
ready-te-eat ham. A hrownishired water-lixe
substance was observed on the opened lid of tha

> Proper storage of food

> Labeling and dating of all
opened/ resealed containers of
food

> CJoaning supplies and food
supplies to be stored separately
> Maintaining dietary equipiment
ina clean and sanitary.condition
> Dishware is to be cleaned and
sanitized in dishwasher at
approptiate temperature

> Serving milk products at
appropriate temperature

> Dishware is to be utilized in
dry, clean and in good condition
All new hires will receive
education on the above topics
during orientation.

B. Dietary Management/
Administrator witl complete
andits within the following areas
to assure compliance with policy/
procedures and state/ federal
regulations;

> Food is being prepared,
distributed under sanitary
conditions

> Floors, equipment and food
preparation areas are clean and
under sanitary conditions free
from debris

01D SUMMARY STATEMENT OF DEFIGIENCIES o s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULO 82 COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oaTe
DEFICIENCY}
F 371 | Continued From page 4 F371
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revealed: 1-opened box of cut biscult dough;
{-opened box of ribaye steaks; 1-opened bag of
diced chicken in an opened box; t-resealed bag
of meatballs that was not dated or Iabeled. Inthe
dry storage room there were; 1-opened bag of
carest in an openéd box; 1-resealed bag of
vanilla walers that was nol dated or labeled; and,
1-resealed bag of cudy noodles (not
daiedflabeled) spilling out into a green plastic
cantainer of sealed noodles dus to a large hole in
the bag.

5. During the initial tour of the kitchen an 9/25/11
at 3:43pm, the observation of the cleaning
supplies room revealed: 1-case of bleach; 1-case
of detergent; and, 4-small baverage coolers
stacked on the floor, next ta the water healer,
There was 1-casg of plastic cup lids (with several
fids spilling from one of the plastic sleeves) on the
fioor in the paper supplfes roor.

. During a sesond visit to the kitchen on 9227711
at 10:50am, two wash and rinse cyclas of dishes
in the high-temperaturs dishwashing machina
were observed, The temperaturs of the wash
cycle was 150 degrees Fahrenhelt and the rinse
cycle was at 1685 degress Fahrenhait (12 degrees
balow the required 180 degrees Fahrenhalt). One
of the two dietary staff operaling the dishwashing
machine stated that the dishes were to be
washed at 150 degrees Fahrenbeit and rinsed st
temperalures between 150-16C degrees
Fahrenhell. After examining the dishwashing

> Dishware clean and sanitized
properly in distrwasher at
appropriate femperature

> Mitk products served at
appropriate temperature 41°F or
below

> Dishware is dry, clean and in
good condition

Facility will complete audits three
times daily for eight weeks then
daily thereafier to assist with
maintaining compliance. Audits
will be completed by dietary
management and/ or NHA.

4, Methods that will be used to
monitor and evaluate the
corrective action;

A. Dietary management and/ or
NHA will complete audits three
times daily for sight weeks then
daily thereafter to assist with
maintaining compliance.

B. Findings will be reported to the
Nursing Home Administrator
immediately when policy is not
adhered to.

FIVE OAKS MANOR
CONCORD, NG 28027
o410 SUMMARY STATEMENT OF DEFIGIENCIES 1o FROVIDERS PLAN OF CORRECTION s
PREFIX [EAcH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING NFORMATION) 146 GROSS-REFERENGED TQ THE APPROPRIATE oATE
DEFICIENGY)
F 371 {
71| Continuad From page 5 F371|  >Food propetly stored
hox conlaining the vegetables, - Op ened/ Resealed items
properly labeled
4. During the intial tour of the Kitchen on B/25/11 > Cleaning and food supplies
at 3:43pm, the observation of the walkin freszer stored properly
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machine, the DM (Dietary Manager) noted that
the boostar switch was [n the off position, The
distary staff revealed that eariier during this wash
orocess, she had placed the booster switch in the
“off* position when a food tray was jamed in the
machine. The DM placed the booster switch in
the “"on" positior and diracted the distary staff o
return alfl of the breakfast dishware lo the
dishwashing area because everything would have
1o be sent through the dishwashing mashfne
again to be correclly sanitized.

7. During the tray serving line chservation in the
kitchan on 9/29/11 at 11:35am, temperaiures
were taken of the single sevings of milk and
nectar thickenad milk which were covered with
ice in large plastic bins next to the meal serving
fine. The temperaturas of 8-glasses of fortified
mifk and B-coffes mugs of nectar thickened milk
renged from 55-57 degrees Fahrenheit (above
the maximum 41 degrees Fahrenheit fimit). The
Dietary Manager direcled the distary staff (o
remove and repldce all of the milks o the serving
fine.

8. During the ay serving fine observation in the
Xitchen on 9729711 at 14:35am, 7 of the meal tray
lid covers on the rack next to the tray line were
wel and one of the Jids contained dried yallow
parlicles. The inside dome of 20 of the tray fid
covers were peeling. The Distary Manager
directed the dietary staff to remove and replace
alt of the tray lid covers that were peeling fram the
meal serving line. '

On 9/2¢/11 at 12:20pm, the Dietary Manager

(X410 SUMMARY STATEMENT OF DEFIGIENCIES 3] frsid
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE SOUPLETION
TAG REGURATORY OR LSC IDEMTINYING INFORMATICH) TAG CROSS-REFERENCED TO THE APPROPRIATE DGATE
. DEFICIENCY)
£371| Continved From page & F371} C, Failure to adhere fo facility

policy will be considered a
violation. Violations will result in
disciplinary action in Accordance
with the facility progressive
disciplinary policy.

D. Report of findings and
subsequent disciplinary action, if
applicable, will be reported to the
facility Quality Assurance
Committes at the monthly
meeting. Committee will evaluate
the findings to defermine the need-
for continued intervention or
amendment of plan.
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indicatad that the rinse cycle temperature on the
dishwashing machine was sat too high (180
degrees Fahrenhait) which caused the tray Hd
covers to peel on the inside of the domes.

F 371
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K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062| 1, Corrective action will be
SS=E _ o accomplished by the facility to
Reqylred automatic lspnn.kler §ystems are correct the deficient practice;
continuously maintained in reliable operating A. Fire Depatt i C f
condition and are inspected and tested A. Hire Leprriment LOoniee ton
periodically,  19.7.6, 4.6.12, NFPA 13, NFPA EDC” sign has been placed at
25,875 the Siamese connection at the

noted parking lot location,
2. Identify other Life Safety

This STANDARD is not met as evidenced by: issues having the potential to

Based on the observations and staff interview affect residents by the same 037111
during the tour on 10/13/2041 the facility did not deficient practice; 10-.
have a Fire Depariment Gannection "FDC" Sign A. Facility will complete

at the Siamese connection at the right side

parking ot locatoin. inspections weekly times eight

weeks then monthly at location
-| CFR# 42 CER 483.70 (a) where sign was placed Lo assure
compliance with K062 Life
Safety Code Standard.

B. Inspections will be completed
by Maintenance Director and/or
Administrator,

3. Measures will be put into
place or what systemic change
facility will make to ensure that
the deficient practice does not
recur;

A. Facility will complete
inspections weekly times eight
weeks then monthly at location
where sign was placed to assure
compliance with K062 Life

Safety Code Standard.
LABORATgR.ﬁf{ECTOR'S OR" PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
. § 1 ) L - .-
e WAL Odiminisdedor. [0-2S- 11

Any deficiency( stitement ending with an asterisk (*) denolos a deficiency whick (he Instifution may be excused from correcting providing it Is determined that
other safeguaris provida sufficlent protection lo the patlents. {See Instructions.) Except for nursing homes, tha findings stated abave are disclosable 90 days
follewing the daté’of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correctlen are disclosabla 14
days following the date these documents are made available to the facllity. If deficienciss are cited, an approved plan of correction Is requisite to contlnued

program participation, E]:m‘
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I PRINTED: 10/16/2011

AL OEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEBICARE & MEDICAID SERVIGES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {41} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: COMPLETED
A BUILDING 02 - BUILDING 02
| 345186 e 10£1312011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
, 413 WINECOFF SCHOOL ROAD
FIVE OAKS MANOR CONGORD, NG 28027
KD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL, PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD Ko062{ B. Inspections will be completed
88=i ' o by Maintenance Director and/or
Required automgtic spnn}:ler _systems are Administeator.
continuously maintained in reliable operating : C. Outeome of weekly/monthl
condition and are Inspacted and tested ot > oily iy
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA inspections to assure compliance
26,9.7.5 . - with placement of sign will be

documenied on audit tool
identified as Inspection of Sign,

This STANDARD is not met as evidenced by: D. Any identified non-

Based on the observations and staff inferview commpliance concerns will be

during the tour on 10/13/2011 the facifity did not | reported to Administrator,

have a Fire Deparfment Connecton "FDC" Sign Concerns will be cotrected in a

at thfa Siamese cc_mnecﬂon at the right side' {imely mannet.

parking fot locatoln. . B, Maintenance Director has

CFR#: 42 CFR 483.70 (a) , been provided education on the
. following topic;

>NFPA 101 Life Safety Code
Standard CFR #42 CFR 483.70
(a)

Education was completed on 10-
24-11 by Administrator.

4, Monitoring will occur at our
monthly quality assurance
meeting, Report of findings will
be reported to our QA
committee to review for
continued intervention or
Amendment of plan.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (¥6) DATE

Any deficlency stalement ending with an asterisk {*) denoles a deficiency which the Institution may be excused from carrecting providing {t1s determinad that
other safeguards provide sufficient protection to the palients, (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 correciion Is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. I deficiencles are cited, an approved plan of correction is requisite to continued

program partislpation. ) . : Em—

Event 1D:0F2P21 Fadllliy 1% 853488 if contlnuation sheel Page 1of1

FORM CMS-2567(02-89) Pravious Verslons Obsalete




PRINTED: 10/16/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ’ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
345186 B.WING___ 10/13/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
413 WINECOFF SCHOOL ROAD
FIVE OAKS MANOR CONCORD, NC 28027
(X4} 10 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECGTION - x6)
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPEETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSSREFERENGCED TO THE APPROPRIATE DATE
. QEFICIENCY)
K 062 | NFPA 101 LIFE SAFETY CO'DE STANDARD K082 1. Corrective action will be
§S=E accomplished by the facility to
Required automatic sprinkler systems are N . B
continuously malntained in reliable operating leec’t. t'he deﬂ(.:lent practice;
condition and are inspected and tested A. Facility has mstalled. an
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA accelerator to our dry pipe
25,975 . sprinkler system that is

electrically supervised to protect
the system against it being

This STANDARD is not met as evidenced by: accidentally turned off.

Based on the observations and staff interview 2, Identify other Life Safety issues

during the tour on 10/13/2011 the facility has a *having the potential to affect

required accelerator installed on its dry pipe ! : R
sprinkler system, This accelerator has a valve 16.31d<_:nt:s by the same deficient jo-271- 1
that is essential to the sprinkier system. This practice;

valve Is not currently electrically supervised to A. Facility will complete weekly

protect the system against it being accldently times eight then monthly

turned off. . inspection of newly installed

accelerator to assure valve is
electrically supervised to protect
the system against it being
accidentally turned off,
Inspections will be completed by
Maintenance Director,

3. Measures will be put into place
ot what systemic change facility
will make to ensure that the
deficient practice does not recur,

CFR#: 42 CFR 483.70 (a)

|

LAB( ORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

N \chUU Ordeainisteton, 10-25 -1

Any defic én statement ending with s}n aslerlsk (*) danotas a deflclency which the instifution may be excused from correcting providing It Is determined that
other safe\gk:a ds pravida sufflelent pretection to the patients. {See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of corractian are dlsclose?ble 14
days following the date these documenls are made avallable to the facility. If deficiencies are cited, an approved plan of correction is raquisite to conlinued

program participation, .
1
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' PRINTED: 10/16/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE. & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {%2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION. IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 04
B, WING :
345186 1011372011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 413 WINECOFF SCHOOL ROAD
IVE OAKS MANOR ;
FIVE ‘ GONGORD, NG 28027
(X4) 1D _ SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION . X6
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
- . A. Facility will complete weekly
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K062| times eight then monthly :
SS=h inspection of newly installed

Required automatic sprinkier systems are

continuously maintained in reliable operating accelerator to assure valve is

condition and are inspected and tested electrically supervised to protect
periodically,.  19.7.6, 4.6.12, NFPA 13, NFPA the system against it being
25,975 . accidentally turned off.

Inspections will be completed by
Maintenance Director.

This STANDARD s not met as evidenced by: B. Any identified non-compliance
Based on the observafions and staff interview concerns will be reported fo
“dyring the tour on 10/13/2011 the facility has a Administrator, Concerns will be

required accelerator installed on its dry pipe
sprinkier system. This accelerator has a valve
that is essential to the sprinkler systam. This

corrected in a timely manner.
C. Staff will receive additional

vaive is not currently electrically supervised to education on the following fopic;
protect the system against it belng accidently >K062 NFPA 101 Life Safety

turned off, : g Code Standard CFR #42 CFR

' 483,70 (a)
Administrator/S.D.C, will present
education, Education will be
completed before 10-27-11.
D. Outcome of weekly/monthly
inspections to assure compliance
with newly installed accelerator
will be documented on audit tool
identified as Inspection for newly
installed accelerator.
4. Monitoring will occur at our
monthly quality assurance
meeting, Report of findings will
be reported to our QA committee
to review for continued
intervention or amendment of

CFR#: 42 CFR 483.70 (a)

plan,

- L ABCRATORY DIRECTOR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE .

Any deficiency slatement ending with an asterisk (*} denoles a deficlency which ihe Institutlon may be excused from corvecting providing it is determined thal
other safaguards provide sufficlent protection to the patients. {See instructions.} Except for nursing homes, the fndings slated above are disclosable 80 days
foltowing the date of survey whether or not a plan of correction is provided. For nursing homos, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to 1ke facility. If deficlencles are clted, an approved plan of corractton Is requisite to continued

program participation.
. . % am
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