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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 (Generai Health
Survey). EventID TC9711.
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficlency statement ending with an asterisk (*) denctes a deficiency which the institution may be excusad from correcting providing it is determined that
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days following the date these documents are made avaliable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program pariicipation.

FORM CMS-2567(02-89) Previous Versions Obsolete Event ID: TC9711 Facility ID: 050806 if continuation sheet Page 1 of 1



%{/DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 0710/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES ONMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICUIA {£2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
ANDrPLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BLDG COMPLETED
345549 B. WING 07/19/2013

NAME OF PROVIDER OR SUPPLIER
UNIVERSAL HEALTH CARE / BRUNSWICK

oeCEVES

STREET ADDRESS, CITY, STATE, ZIP GODE
1070 OLD OCEAN HIGHWAY

BOLIVIA, NC 23422

LABORATORY DIRECTOR'$ OR BROVIRE

X4 Ip SUMMARY STATEMENT OF DEFICIENGIES D, PROVIDER'S PLAN OF CORREGTION x5y
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL 1p$@5‘@ {EACH CORRECTIVE ACTICN SHQULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATIONIA) 5 AG CROSS-REF EREEISEE} é?{ g%E APPROFRIATE DATE
O
K 0001 INITIAL COMMENTS K 000 Upon observance of the concern the e~
Surveyor: 27871 cylinder was properly secured, An
This Life Safety Code (LSC) survey was interview with the resident revealed that
cgzgu&t:eg 3;3?_9/5 Eﬂ;e G?detgf f;%%%rﬂ Re’gstﬁih the resident had removed the e-cylinder
a .70(a); using the ew Hea
Care seclion of the LSC and its referenced from her wheel chalr just minates prior tg
publications. This building is Type V(111) the surveyor entering the room. The
construction, one story, with a complste resident was educated to not remove the
autornatic sprinkler system. " s
. e cylinder from her wheel chair and to ask
The deficiencies determined during the survey for staff assistance If needed regarding
are as follows: her 02 cvlinder
K 0761 NFPA 101 LIFE SAFETY CODE STANDARD K G676 Y '
§8=D
Medical gas storage and adminlstration areas are As a result-of this concern al e cyfinder
profected In accordance with NFPA 99, storage areas and resldent areas where e
Standards for Health Care Facllities, cy"nder.s are used were inspected and no
(@) Oxygen storage locations of greater than further problems were noted.
3,000 cuft. are enclosed by a one-hour
separation. Staff were In-serviced over monitoring
. proper storage / containment of e-
{b} Locations for supply systems of greater than inders | ident A itort
3,000 cu.ft. are vented to the outside. NFPA 99 cylinders in resident rooms. A monitafing
4.3.1.1.2,183.2.4 system for storage of e-cylindersisin
place and will be done at least weekly by
either the Central Supply Coordinator,
This STANDARD Is not met as evidenced by. Housgkeeping Supervisor, Plant Manager
Surveyor: 27871 T
Based on observation and staff Interview at 9:00 ‘or designee. Results of monitoring will be
am onward, the following Item was reported 1o the QA committee monthly
nolnc(;)m;t)ﬁagcle; SPBCiglG findings i'}C‘Udei oxygen for at least three {3) months. Findings
cylinder tank in room 306 was not In a secure
rack or trarisport stand. through the QA process will be reviewed
by the Administrator and
42 CFR 483.70(=2) recommendations will be made as
s needed through the QA process. g///\?
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