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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
345000 03/24/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4795 WESTCHESTER DRIVE
WESTCHESTER
TER MANOR AT PROVIDENCE PLACE HIGH POINT, NC 27262
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (%8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
The facility is in compliance with the
requiremenis of 42 CFR Part 483, Subpart B for
Long Ferm Care Facilities (General Health
Survey).
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE T TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency 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 20 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 following the date these documents are made available to the facilily. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE GONSTRUCTION T ) pate survey
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING 03 - 0303 - REPLACEMENT BL
B, WING
345090 1 1o 1 D AR 264 1
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2P GopA— Ser ¥ ¥ L0
1795 WESTCHESTER DRIVE VALY
TCHESTER MANO OVIDENCE PLACE B
WESTC R AT PROVIDENGE PLA HIGH POINT, NC 27262 4 704
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 2] PROVIDER'S PLAN OF CORRECTION (%6)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 1,All Staff will be in-serviced on the Master  May 26, 2011
88=F ' . _ ) Lock switch to release the magnetic door locks.
Exit access is arranged so that exils are readily _
accessible at all times in accordance with section 2. The Maintenance Department (or designee)
v 71 1924 N will audit monthly for 3 consecutive months, )

then quarterly by randomly selecting 10
emiployees (from different shiffsand =~
departments), These employees will properly
demonstrate verbally and manually the correct
procedure of releasing the magnetic door locks

N ) .
ghts STA}";%Q‘;D is not met as evidenced by: (using the Master Lock switch), The audit toot
urveyor. will be reviewed in QA ing,
A. Based on observation on 04/12/2011 the staff reviewed in QA meeting
Interviewed did not know about the Master Switch 3.All newly hired staff will be trained (by the
to release the magnetic door locks. Maintenance Dept or designee) on the Master
B. Based on observation on 04/12/2011 the Lock Switch in new hire orientation
release switche at the gate was six (6) feet above '
ground and the release switch at the doors were The Maintenance De . ,
, . partment {or desighee) will
t(ase)t\f\xe rf]e;; Ofrict]hjsﬂi?}?:;eivgggg\?:fﬁgﬁe%eﬂoor in-service quarterly on the Master Lock Switch
e a . rocedure (to rel i
42 CFR 483.70 (a) p ¢ (to relense the magnefic door locks).
K051 | NFPA 101 LIFE SAFETY COBE STANDARD K081/ The Administrator will be responsible for
85=F compliance

A fire alarm system with approved components,
devices or equipment Is installed according to
NFPA 72, National Fire Alarm Code, to provide
effective warning of fire in any part of the building.
Activation of the complete fire alarm system is by
manual fire alarm initiation, automatic delection or
extinguishing system operation. Pull stations in .
patient sleeping areas may be omitted provided
that manual pull stations are within 200 feet of ,
nurse's stations, Pull stations are located in the
path of egress. Electronic or written records of
tests are avallable. A reliable second source of
power is provided. Fire alarm systems are
maintained in accordance with NFPA 72 and
records of maintenance are kept readily available,
“There is remofe annunciation of the fire alarm
system to an approved central station, 19.3.4,

TITLE ' {XB) DATE

LABORATORY DIRE?’S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE
B %WM Y /é / //

Any deficiency statement endlngwuh an aslerisk {*) denotes a deflclency which the institutlon may be excused from correcting providing it is determined thai
other safeguards provide sufficlent protectlon to the patlents. (See inslructions.) Excapt for nursing homes, the findings stated above are disclosable 86 days
following the date of survey whather or not a plan of cerrection is provided. For nursing homes, the above findings and plans of correcllon are disclosable 14
days following the date these documenis ara made available to the facllity. If deficlencies are clled, an approved plan of correction Is requisite to continued

program pardicipation,
paticip . ) ' ¢y
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {%3) gg;:}z: EEQ{E}E\EEY
{FICATION NUMBER:
AND PLAR OF CORRECTION I[':\ENT FICA ABULDING  03. 0303 - REPLAGEMENT BL
B. WING
345050 ! 04/12/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1785 WESTCHESTER DRIVE
WESTCHESTER MANOR AT PROVIDENCE PLACE HIGH POINT, NC 27262
4y I SUMMARY STATEMENT OF DEFICIENCIES D 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 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGCY)
: ' ] K 0511 1.All magnetic release switches in the facility May 26, 2014
‘42 CFR 483,70 {a) (ineluding the gated fence on the perimeter of e
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD the 300 hall) will be lowered to 48 inches in
S88=F height,

Aire alarm system with approved components,
devices or equipment is insialled according to
NFPA 72, National Fire Alarm Code, o provide
effective warning of fire in any pait of the buiiding.
Activation of the complete fire alarm system is by
manual fire alarm inltiation, automatic detection ar
extinguishing system operation. Pull stations in
patient sleeping areas may be omitted provided
that manual pull stations are within 200 feet of
nurse's stations, Pull stations are located in the
path of egress. Electronic or written records of
tests are avallable, A reliable second source of
power s provided. Fire alarm systems are
maintained in accordance with NFPA 72 and
records of maintenance are kept readily available,
There is remote annunciation of the fire alarm
system o an approved central statlon.  19.3.4,

: 2, No further magneticrelease switches will be
- mounted above 48 inches in height in the

facility, The Maintenance Director and/or
Administrator will oversee this process to
ensure complance.

3, No fwrther magnetic release switches will be
mountee above 48 Inches in height in the
facility. The Maintenance Director and/or
Administrator will overses this process to
ensure compliance

4. The Maintenance Director (or desiguee) will

randomly measure the heights of the magnetic

release switches throughout the facility to
ensure that they are in compliance (48 inches in
helght) during monthly fire drills. The audit
too} will be brought to monthly QA meeting for
Teview,

FORM CMS-2567(02-99) Prevlous Verslons Obsolete

Event 1D: 640121

Facil

ity 10 923544

If contlnuation sheet Page 2 of 2




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/19/2011
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES .
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {3} ggg}i LSéJTRE\éEY
AND PLAN OF CORREGTION fDE‘NTIFICATlON NUMBER: ABULDING 03 -0303 - REPLACEMENT BL
. WING
345090 B 04/12/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {%6)
é’é‘é’;’& {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 054 Continued K 051}] .Modern Electric was called immediately upon May 26, 201
9.6 discovery to review the system for malfunction.
’ A loose connection to the AC component,

This STANDARD is not met as evidenced by:
Surveyor: 10904

A, Based oh observation on 04/12/2011 the fire
alarm panel when tested could not restore AC
Power nor could the battery nor the lost of
communications be tested.

42 CFR 483.70 (a)

Modern Electric serviced the system that day
and brought back into compliance duilng the
Life Safety review,

2. The maintenance department will test the fire
alarm panel monthly (for 3 months) for any
malfonction. The fire atarm company will also
continue to perform their routine maintenance
checks (quarterly) on the fire alarm panel, Fire
Alarm Company will give written report on
their findings, to include any corrections,

3. The maintenance department {or designee)
will notify the fire alarm company immediately
when the system is not properly functioning or
is not in compllance. The fire alarm company
will then come to facility to service alarm
system, {o bring it back to compliance. The fire
alarm company will continue to perforn their
routine maintenance checks (quarterly) on the
fire alarm system, Fire Alarm Company will
give written report on their findings, to include
any corrections,

4. The Maintenance Director (or designee) will
test the fire alarm system monthly timss 3
months, then quarterly (during the monthly fire
drill) to assure that the system is properly
functioning and is in compliance, The
maintenance director (or designee) will place
findings on audit tool and bring to monthly QA
meeting for review,

The Administrator will be responsible for the
compliance

[
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