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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) recertification and complaint investigation
survey conducted on 07/28/11.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 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 sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale 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 facllity. If deficlencies are cited, an approved plan of correction is requisite to continued
program participation.
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STATEMENT OF DEFICIENGIES (K] PROVIDERISUPPLIEVOUA {%2) MULTILE CONSTRICTION o O
AND PLAN OF GORRRCTION IOENTIFICATION NUMBER: A BULDING  pq . MAIN BUILDING 01
345236 8. WiNG — oBf24i2011
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP GODE
. 820 WELLINGTON AVE
WILMINGTON HEALTH AND REHABILITATION CENTER WILMINGTON, NG 28401
(X4} ID AUMMARY STATEMENY DF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTIDN )
PREFIX (EACH DEFIGIENCY t4UST BE PRECEDED BY FULL PREFIX . {EACH CORRECTIVE ACYION §HOULD BE CoMILETION
TAG REGUIATORY O LSC [DENTIFYING INFORMATION) TAG GROSS'REFEREQISE%IE?, g\;«)ﬂ APPROPRIATE (A%
K 029 | NFPA 101 LIFE SAFETY GODE STANDARD KOo29p K29
§8=F 1} Adluslments wera made by the
One hour fire rated constriction (with % hour Malntenanas U"‘Pa“"“’”‘é“ the 10108111
fire-rated doors) or ah appraved automatic fire wheelchalr ﬂorazgeuroan}!hr;otr EfOi .
extingulshing systam In accordarnce with 8.4.1 22?&?225?? 6 Giosura witn Jaiching '
and/or 19.3.5.4 protects hazardous areas, When '
the appm\:ad autamatic fire extinguishing syslem 2) Adjustmenis were made by the
option is used, the areas are separated from Maintenance Dapartment o the
other spaces by smoke resisting padillons and medical supply room door o ensure i
doors. Doors are self-closing and non-rated or proper clostire wih latching on :
fleld-applied protective plates that do not excead 0B/25/11.
48 Inches from the boltom of the door are .
permitted,  19.3.2.1 3} Closure was installed by the
e Mainlenance Pepaitment to the
canlral supply room door on 08/29/11,
The door properly closed and fatched
followlng Installatlon,
This STANDARD s not met as avidenced hy: 4y A replacement door for the faundry
Based on observation on Wednesday, 8/24/11 room wes ordered on D9/06H 1, to be
betweern 11:30 AM and 4:00 M the follawing inslalted by 08/30/41,
wias noted: .
1) The wheet shair storage room corfdor doer did An audit of all Facility doors was
not latoh when checked, g’mp;gm by ‘2‘5 E‘;};‘f"a”"e
epartment on 00/2 . o ensure
il)tczhﬁhr::g?:éﬁggmy room carldor door did not all doors malfained proper closure.
3) The centrat supply roam corrddor daor did not The Maintenance Dapartment staff
have & closure and was not self closing. will audlt Fagliity doors monthly to
4} The corridor door fo the clean slde of the ensuire continued compllance, Any
taundry room would not close and lateh when door Idenlified with latehing or
checked, Tha door was warped and not In good closurs fssues will be corrected
repair. Immediately,
42 CFR 483.70(a)
K 08| NFPA 101 LIFE SAFETY CODE STANDARD K oap| Audts vill bo roviawed by tho Plant
555D Operations Manager during the
Exlt access Is arranged so that exits are readily 2‘:;tﬂégar:ggﬁ?&"ﬁf',')ierf::f:rgg:?'
accassible al all fimes In accordance with section to the Quality Assessment and
711829 Assurance Committee, i
LAHORAYORY DIRECTOR S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE THE {40) DATE
\MQJ‘&MW Maniqﬁerd-wu DQEOBIH

Any deﬂc%en—c'y statement ending with an sterisk (7} danotes a dofielency which tha Instilation ma i

y be excusad frem cortecting providing it is determinud that
other Iaar'eguards provide sulfictant protaction to the patlenty. (See Insinictions.) Bxcepl for nursing nomes. the findings slated gbnve a?e disclosnbin 90 days
roilcswr ﬂsIJ the dato of aurvay whethor or ot a plan of correction I provided. Far nursing homes, the sbove fadiage and plana of cerreclion are disclosable 14
dnys followlng the date these documents are made avallable to tio facliily, 1f deficlencles are dlted, an approved plan of corraction I¢ requlsite to coniinued

program paricipailon,
. N
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{X1) PROVIRER/QUPPLIERICLIA

{X2) MULTIPLE GONSTRUCTION

(%0} DAYE SURVEY
COMPLETED

AMD PLAN OF CORAEGTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 0%
345246 B.WING, 0B/2412014
STREET ADDRESS, CITY, STATE, ZIF COBE

MAME OF PROVIDER OR SUF‘PF.IER.
WILMINGTON HEALTH AND REHABILITATION CENTER

B20 WELLINGTON AVE
WILMINGTON, NC 208401

! ENT OF DEFIGIENOIES 0 FROVIDER'S PLAN OF CORRECTION 15)
Ridd (EAGSF? ﬁﬁ’ﬁﬁlﬁﬁé@ﬁ%? 18 PREGHDED Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD bE OamrLErGH
tAG REGULATORY OR LSC IDENFIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE o
GEFICIENGY)
K 088 { Continusd From page 1 K03gF Koas
Adhustmenls were made by ihe
Maintenance Department on 08/24/11
. {o the n;ulihp:rpofgffomf door to 1070871 1
‘This STANDARD s not met as evidenced by: enauro fes inan 13 1o of pressiire
Based on observation on Wednesday, 8!24/};1 aro required to acfivale (e egress.
bebwsen 11:30 AM and 4:00 PM the following All detaysd egrass doors were
was noted; chacked on 08241141 by the
1} The delayed egregs exit door in the mulif Malnlenanee Department and
purpose room required greater than 15 |bs of adjtistmenis made fo ensure less
force to aclivate, then 16 Ibs of prassure are required
42 CFR 483,70(a) {o activale the egress,
KS os6 NFPA 101 LIFE SAFETY CODE STANDARD - KOS8f 7110 paintenance Depariment staff
if there Is an automatlo sprinkfer systeim, it is :fugis?euﬂig;?i{[;y fngiﬁy?fn?ﬁfiﬁ
installed In accordance with NFPA 13, Standard compllance. Any door identifiod
for the Instailalion of Sprinkler Systems, to with Issttes wifl be corracted
provide complete coverage for all portions of the immediately,
bullding. The system Is properly maintalned In
gooordance with NFPA 25, Slandard for the Autlils will be reviewed by ihe Plant
inspection, Testing, and Malntenance of Operations Manager during the
Walar-Based Flre Protection Systems. [tis fully monthly Safely Commilitee Meotlng,
supervised, There Is a rellable, adequate water f“y negafive rond will be reportod
) o tha Quallly Assessmant and
supply for the system, Requlred sprinkler Assurance Commillee
systems are equipped with water flow and tamper '
swifehes, which are electrically connected to the K056
bullding fire alarm systern. 19,35 On 08/01/11 a licensed Contractor
was consulted regarding inslaliation
of additlonal fire sprinklers, Sprinklees 10/08/11

This STANDARD s not met as evidenced by:
Based on observation on Wednesday, 8/24/11
between 11:30 AM and 4:00 PM the following
was noted:

1) The overhead canopies at 100, 200, 30g, 500
and other exlt canoples are not sprinkiered,
{Sprinklers shali be Installed under exterjor roofs
or canoples sxceeding 4 f (1.2 m) in dapth per

are to be Installed in the nonsprinided
exterior overhead canoples, A second
sprinkler is to be installed in four
shower rooms where a single sprinkloy
coverage may nol be adequate.

BFPE inlarnational Is scheduled
{e complate sprinkler instailation
by 10/08/11.
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GENTERS FOR MEDICARE & MEDICAID SERVICES
I Ny - . ¢ SURVEY
STATEMENT QF DEFIGIENGIES (%) PROVIDERISUPPLIER/CGLIA A7} MULTIPLE CONSTRUCTION (ngprwl ETED
AND PLAN OF CORRECTION IDENTIPICATION NUMBER; A BUILDING 0« MAIN BUILDING 01
346790 R. WING 08/24/2011
NANIE OF PROVIDER OR SURPLIER STREEY ADDHESS, CITY, STATE, 2IP CCDE ’
§20 WELLINGTON AVE
WILMINGTON HEALTH AND REHABILITATION CENTER WILMINGTON, NC 2841 B
(%) 10 SUMMARY STAYEMENY OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION 8)
PREFIX (EAGH DHFICIRNGY MUST BH PRECEDE BY FLILL. PREFIX {EACH CORRECTIVE ACTION SHOULD BE fOMPLETION
TR REGULATORY OR LSC IDENTIFYING (NFORMATION) TAG CROSS-REFERENCED TO THE APPROFPRIATE i
DEFICIENCY)
All aroas of the Facllily have been
I 856 | Continued From page 2 [K0568| assessed by the Administrator to
NFPA 13 saction 6-13.8.1, ) _ ansure sprinkler coverage fo
2) Notall hall shower/oathrooms have showar provided to all areas of the building.
stall that are protacted with sprinkier coverage. .
The shower/bathraoms on 100, 800 have shower pinkler coverage il oo coniected
atalls {hat are nat protected with sprinkler heads, Immedtately by e Licensed conlracter,
42 CFR 483.70{(a) reviewed by the Plant Operations
i 081 | NFPA 101 LIFE SAFETY CODE STANDARD K061 Manager dudng the manihly Safety
8G=F Commilles Mesling and submiied 1o
Requlred automatic sprinkler systems have the ng!i!y Assessmen and Assurance
valves suparvised so lhat af least a local alarm Commillee.
will sound when the valves are closed.  NFPA K051
72, 9.7.2.1 .
A llcensed Contracior was on site
O8/30/41 to assess the valve on the
sprinkier riger, toieai
An electrleal moniloring valve was
erdered by Coast Meehanical
This STANDARD is not mel as evidenced by Conlracters and scheduled for
Based on obsetvation on Wednesday, 8/24/11 Instaliation by 09/46/41,
batweean 11:30 AM and 4:00 PM the following
was noted: Kellars Alarm Company Is soheduled
1) ‘The follawing automatio sprinkler system was it)o %ﬁ‘{%?ﬁ the electricial installalion
ohserved as non-compllant, specific findings y BRI
Include the accelerator line to the dry side of the Valve replacement wili become a part
sprinkler riser has a vaive that when closed wili of the flre alamm monitoring system
affect the operation of the sgstem Is not equipped and will be maintained s par of the
with an elactronically supervised tamper alarm, Facllity's Annual Alarm fnspection,
42 CFR 483.79(a) Kellars Alarm Company will complale
I 444 | NFPA 101 LIFE SAFETY GODE STANDARD' I 144 8fam tesiing.
58=F
The Plant Operallona Manager will
Generators are Inspected weekiy and exerclsed : P 9
under load for 30 minutes per mzmth in - faview audits durring the monthly Safety
accordanee with NFPA 89, 3.4.4.1 Comitteo Moeling. Any negafive
. 4.4, 1, lrend will be reportad {o the Quallly
Assessment and Assurance Commiftes,
I
S &

FORM CMS-2807(02-99) Pravioys Yarclons Obkelete Bvant 1D:15N7G21 Factiify I 923408 IFeantinuatlon shoat Page Jof 4




p9/R4/ 2811 18: 51

9187621791

DEPARTMENT OF HEALTH AND HUMAN SERVICES

PAGE 88B/88

PRINTED: 08/26/2011
FORM APPROVED
OMB NO, 0938-0393

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT QF DEPIGIENCIES (1.6} PROVIDERISUPPLI!ERIGUA {2} MULTIPLE GONSTRUCTION {X3) ggﬁ:i fggl::‘f)EY
AND PLAN OF CORRECYION JOENTIPICATION NUMBER: A QUILDING 01 » MAIN BUILDING 01
345236 B.WING : 08/24/2011
NAME OF PROVIDER Ol BUPPLIER STREET ADNRESS, GITY, STATE, ZIP CODE
820 WELLINGTON AVE
WILIMINGTON HEALTH AND REHABILITATION CENTER WILMINGTON, NC 28401 .
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K 144 | Continued From page 3 K 1441 K144 }
1) Sure Gen, a licencad Conlractor was :
08/08/11 to assess the generalor ‘
on site 08/08/11 to as g ato 10/08/44

wag notad:

saconds,)
42 CFR 483.70(a)

This STANDARD is not met as avidenced by.
Based on obsarvation on Wednesday, 8/24/11
between 11:30 AM and 4:00 PM the following

1) The remote generator anniunciator panel when
check while under emergency power did not
show unit supgiying power,

2) The generator when tested dld not fransfer
load within 10 seconds, (Transferrad In 14-12

anndnclator panal light,

09/30/11,

will he addressed Iimmedlately,

Assurance Commiltes.

and vaildated that power was (eaving the
generator, hut not lumineting the

New wiring will be run from the generator
io the anntinclator panet lo illuminate the
panal. Sure Gen lo compiele by 08/30111.

2} A timer replacement was ordered on
09/08/11 {o decrease genesator load
{ransfer lima, Inslatlation o be complels by

The Plant Operallons Manager will inspect
the generafor weekly and exercise undar
load for 30 minutes sach moenth,

Any fssue with maintaining full compllance
wilt ba reported to the Adminisirator and

Any negalive frend will he corrected
immediately, reviewed monthly during
the Safety Commitiee Meeting and
monthly to the Quality Asaeasmeni and
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