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ss=n | SPREAD, LINENS
The facility will maintain an Infection

The facility must establish and maintain an Control program designed to provide a
Infection Control Program designed to provide a safe, sanitary, and comfortable

safe, sanitary and comfortable environment and environment and to help prevent the

to help prevent the devetopment and transmission development and transmission of discase

of disease and infection. and infection

(&) Infection Control Program For the resident cited:

The facility must establish an infection Control The blood glucose machine was cleaned
Program under which it - an‘d sanitized for resident number 37 172572012
(1) Investigates, controls, and prevents infections prior to his next blood glucose test.
in the facility; For all residents: 1/26/2012
(2} Decides wh_at proceo.‘ure_s', stich as isolation, Nurses and CNA’s on duty at the time of
shoutd be applied to an individual resident; and the survey were immediately inserviced
(3) Maintains a record of incidents and corrective regarding the correct procedure for the
! actions related to infections. cleaning and disinfection glucometer per
the manufacturer’s instructions.
(b) Preventing Sprgad of Infection Fracility will inservice all nurses and 2/24 /2012
(1) When the lnfectlo:.w Controt Program ‘ CNA’s regarding the appropriate
determines that a resident needs isolation to procedure for cleaning and disinfecting
prevent the spread of infection, the facility must glucometer per the manufacturers
isolate the resident. instructions.

(2) The facility must prohibit employeas with a
communicable disease or infected skin fesions
from direct contact with residents or their food, if All newly hired nurses and CNA’s will
direct contact will transmit the disease. receive training specifically in the 2/24/2012

™ . . procedure for cleaning and disinfection
(3) The facility must require staff to wash their of glucometers per the manufacturer’s

System Changes:

hands after each direct resident contact for which instructions as part of the facility’s
hand washing is indicated by accepted mandatory orientation for new hires, The
professional practice. facility will also address the cleaning and

disinfecting of glucometer in a biannual
infection controt inservice for nurses and

(c) Linens CNA'S,

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

LAB '3 4] UPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

54 Aimm,aﬁg{ar 2-17- 12,

ending with an asterisk (*} denotes a deficiency which the institulion may he excused from correcling providing it Is determined that

following the date of sunsey whether of not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 4
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of cowrection is requisite to continued
program pardicipation.
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. ) Administrative nursing staff will observe 2/24/2012
This REQUIREMENT is not met as evidenced blood glucose checks five times a week
by: for four weeks, then weekly ongoing, A
Based on observation, recard review, and staff skills checklist will be utilized. Education

: . i ; . ilt be provided at the time the checklist
n W, P
interviews the facility failed to clean and disinfect is completed if needed, Results of skills

a glucometer for 1 of 2 sampled resident checklists and will be reviewed in the

(residents # 37 and #176 7) observed receiving facility’s monthly Quality Improvement
bicod glucose monitoring. Meetings.

Findings include:

The Center for Disease Control (CDC)and
Prevention Guidelines for Glucose Monitoring
read in part. "Any time blood glucose monitoring
equipment is shared between individuals there is
a risk of transmitting viral hepatitis and other
blood borne pathogens. Decontaminate
environmental surfaces such as glucometers
regularly and any time contamination with bfood
or body fluids oceurs or is suspected. Glucose
test meters approved for use with more than one i
person must be cleaned and disinfected following
disinfection guidelines." Accu-check or
fingerstick blood sugar (FSBS} tests involve
sticking a resident’s finger for a biood sample,
which is then placed on a strip. The strip goes
into a glucose meter that reads the biood sugar
tevel.

The facility's policy titled Infection
Control-Standard Precautions dated /2005 read
in pari under the heading Resident-Care
Equipment "Ensure that reusable equipment is
not used for the care of another resident untif it
has been appropriately cleaned.”

The Manufacturer's recornmendation fitled
"Recommended (brand name giucometer)
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Cleaning and Disinfecting Guidelines" read in part
“Cleaning and disinfecting can be completed by
using a commercially available EPA-registered
{Environmental Protection Agency) disinfectant
detergent or germicide wipe. To use a wipe
remove from container and follow the product
label instructions to disinfect the meter." The
product instructions for an acceptable EPA
registered germicidal wipe used by the facility
read in part "Some organisms are removed from
the surface by thoroughly wiping the surface with
the wipe. Most remaining organisms are killed
within two (2) minutes by exposure to the liquid
wipe."

Resident #37 was admitted to the facility on
10/13/2011 with diagnoses that included diabetes
meltitus {DM). Review of Resident #37's medical
record found orders dated 10/13/2011 that
included blood sugar checks before meals and at
bedtime.

in an observation on 1/25/2012 at 11:35 am
Nurse #1 prepared to obtain a finger stick blood
sugar for Resident #37 by removing the
glucometer from its case and removing a test
strip from its bottle. She cleaned her hands with
hand sanitizer and put on gloves. She inserted
the test strip into the glucometer, wiped Resident
#37's finger with an alcohol pad, obtained a blood
sample using a disposable lancet, and applied a
drop of blood fo the test strip. After reading the
test results, Nurse #1 disposed of the used test
strip, alcoho! pad, and the lancet. She then
placed the glucometer on the medication cart,
removed her gloves and washed her hands. After
recording the blood sugar, Nurse #1 started to put
the glucometer back into its case. When asked
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how often the glucometer was cleaned she
responded that it was cleaned each night when
calibrated. Asked if that was the only time it was
cleaned, Nurse #1 stated that if there was any
visible blood on the glucometer it was cleaned
right away with a sanitizer wipe. Nurse #1 aiso
stated that the Nursing Assistants (NA) and
Nursing Technicians (NT) usually took the blood
stigars so they regularly cleaned the glucometers.
She indicated that she was only taking Resident
#37's blood sugar because the resident said she
felt like it was low.

During an interview on 1/256/12 at 12:35 pm Nurse
#2 when asked who ¢leaned the glucometers
responded that anyone who used it cleaned it
after each used with an alcohol swab. Per
manufacturer's recommendations, alcohol is not
considered an acceptable disinfectant.

At 12:40 pm on 1/25/2012 NA #1 and NT #1 were
interviewed together, In the interview they stated
they cleaned the glucometers with sanitizer wipes
which were usually in the basket aftached to the
rolling blood pressure machine. Thare were nane
present at the time so they obtained the wipes
from the dispenser on the wall in front of the
nurses' station. NA#1 stated she cleaned the
glucometer after each use. NT#1 stated that she
cleaned the glucometer before and after each
use.

On 1/25/2012 at 12:50 pm NA #2 stated in an
interview that the glucometer was always cleaned
with a germicide wipe after each use before
storing. She indicated the wipes are located next
to the glucometer storage. The germicidal wipes
were observed in a container on the wall by the

i
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glucometer storage box. They were the EPA
registered germicidal wipes recommended by the
manufacturer.

In an interview on 1/25/2012 at 12:55 pm NA #3
indicated that the glucometer was cleaned before
and after each use with a sanitizing wipe. She
stated that it was wiped down and allowed to dry
for two minutes. She pointed out the sanitizer
wipe container on the wall next to the glucometer
storage.

During an interview at 1:00 pm NA #4 stafed that
he cleaned the glucometer after every use, but
used alcohol preps instead of sanitizer wipes.

Resident #176 was admitted to the facility on
1/17/12 with diagnoses that included DM. Review
of physician's orders dated 1/17/12 found an
order fo check biood sugars before each meal
and at bedtime.

On 142512011 at 4 pm NT # 1 checked the blocd
sugar on Resident # 176. She washed her hands
and used gloves to take the blood sugar. She
disposed of the lancet and alcohol wipes. Then
NT #1 took the glucometer out of room and
cleaned it with disinfectant wipes. NT #1 stated
that she cleaned the glucometer after every use.
She indicated the wipes were usually in the
basket attached to the wheeled blood pressure
machine. They were not in the basket at that time
so NT#1 obtained the wipes from the dispenser
on the wall in front of the nurses * station. She
disposed of her gloves and washed her hands.

At 4:15 pm on 1/25/2012 NT #2 demonstrated the
method for use of and disinfection of the

|
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glucometer. Hands were cleaned with hand
sanitizer and gloves put on. The glucometer was
cleaned with a sanitizer wipe located on the walk
by the glucometer storage. The test strip and
alcohol wipes were gathered along with the
glucometer to take o a resident's room. After use
the wipes would be disposed of in the trash. The
test strip and lancet would be disposed of in a
sharps safe container. The glucometer was taken
back to the storage area, cleaned with another
sanitizer wipe and ptaced in its open storage bag
to air dry. The gloves were removed and hands
washed, When asked how often the glucometer
should be cleaned NT #2 stated af least after
every use before putling it away. She indicated
tnat she had received this training during an
in-service when hired.

The Administrator stated in an interview on
112512012 at 5:30 pm that the NAs and NTs were
assigned to take blood sugars and had been
in-serviced in September 2011 about cleaning
glucometers, The facility started using a new
glucometer in 8/2011 and the manufacturer's
representative gave an in-service at the facility on
the use and care of the glucometers, The
Administrator indicated that it was possible that
not all the nurses received that fraining.

On 1/26/2012 at 12:00 noon the Administrator
provided a copy of the manufacturer's handout for
the 9/13/2011 in-service on the care and cleaning
of the glucometers. The handout included the use
of an EPA registered disinfectant or germicide
that was approved for healthcare setlings. The
Sanitizer wipes used by the facility were noted in
the handout to act as both a cleaner and
disinfectant and were registered with the EPA.
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The sign off sheet for this in-service was also
provided. Nurse #1, NA #1, NA #2, and NT #5's
names were not on the fist. Nurse #2, NT #1, NA
#2, NA #3, and NA#4's names were on the list.

In a joint interview on 1/27/2012 the Director of
Nurses and the Administrator indicated they
expected all staff to follow the proper procedures
for cleaning and disinfecting glucometers before
and after each use.
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K 0003 INITIAL COMMENTS K 060 I
1. Immediate Response -
Penetration was filled with fire
Surveyor: 27871 ted sealant !
This Life Gafety Gode(LSC) survey was rated sealant. i
conducted as per The Code of Federal Register '
At 49CFR 483.70(a); using the Exisling Health 2. Corrective Action *
Care sectlon of the LSC and ils referenced tion wa L of
oublications. This building Ts Type l(211) '"Spgc on }” S ma‘:‘? all
construction, one story, with a complete mechanical rooms 10 ensure
avtomalic sprinkler syslem. other possible penell}atlons
t . ) , were sealed. ;
The deficiencies determingd during lhe survey i
are as foflows: S i G : )
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD Ko1z| [3- Systernic Ghanges - A ;W2
SS=E contractor "Statement of
Building conslruction fype and height meels one Responsibility” was :
t;gtgesfillowmg. 16.1.6.2, 19.1.6.3, 19.1.6.4, established to ensure sealing
o of penetration after work is
completed and will be
monitored by the
? ¥
This STANDARD s not mel as evidenced by: maintenance department.
Surveyor: 27871 . .
Based on observations and slaff interview al 4. Monitoring - The inspeclion
approximalely 8:30 am onward, the following of all mechanical rooms for
iterns were noncompliiant, specific findings : R
include: mechanical room #3 has un-sealed penetr:a\tlons was Included on
peneirations {hal are not seal 1o raintain the 1 the daily rounds report.
hour construction reting of the facilily,
Y11
42 CFR 483.70(a}
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
S5=E: . !
: Doors protecting corador openings in olier than
 required enclosures of verlical openings, exits, of ;
| nazardous areas are substantial dogrs, such as :
those constructed of 1% inch solid-bonded cora i
wood, or capable of resisting fire for at Jeast 20 !
. A ]
ing R PROVIDE! PLIER REFRESENTAYIVE'S SIGNATURE TIILE (XY DAYE

Y &,

Adwinistatr 3o lia

eficlency staleme ;en(]mg wilh an asterlsk {*) denotes a defic!

following the dale of survey wheller or nol a plap of correction Is pr
days lollowing the date these documanly are mads avaliable lo whe

pragram panicipation.
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minules. Doors in sprinklared bulldings are only Immediate Response - Al
required 1o resist the passage of smoke. There is rubber wedges were removed
no impediment to the closing of the doors, Doors from doors being held open.
are provided with a means suitable for keeping i
ihe door closed. Duich doors meeting 19.3.6.3.6 . . ;
are permitied.  19.3.6.3 Correclive Action - In-service of
staff was conducted [regarding
Rolier lalches are prohibited by CMS regulations the prohibited use of items that
in &l health care facililies. impeded the closurq of daors.
Systemic Chariges IFire
protection contractor was :
contacted to install mag locks |
on designated doors (i.e. !
physical therapy) that would l
e alarm system,
This STANDARD is not mel as evidenced by: release by fire a arm: syste
Surveyor: 27871 . .
Based on observalions and slalf interview at Monitoring - Inspection of doors
approximalely 8:30 am onward, the following |being impeded from closing
itams were noncompliant, specific findings was included on the daily
- include: doors lo Physical Therapy and ds. | diat .
! Asst. Direclor of Nursing were being held open {rounds. immediate porrecuon
" with rubber wedge, would be made during rounds
[ 42 CFR 483.70(2) when observed and reported at
70{n . -
K 051} NFPA 101 LIFE SAFETY CODE STANDARD «os1| [the safety committee meefings. | |4-/-12-
S5=E
A fire alarm syslem with approved components,
devices or eguipment i3 insfalled according to
NEPA 72, Nalional 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 detection of
extinguishing sysiem operation. Pull slatfons in
patient sleeping sreas may be omitled provided
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K 051 { Conlinued From page 2 K 051 ; _ RIS
that manuat pull statlons are within 200 fest of Immediate Action - Fire I
nurse's slalions. Pull stations are focated in the protection confractor was :
path of egress. Eleclvonic or wrltlen records of contacted {0 make appropriate
tests are available. A refiable second source of : i
power is provided. Fire alarm systems afe repaars{commp datlion;t(,) FACP
mainlained jn accordance wilh NFPA 72 and to provide a visual/audible
records of maintenance are kepl readily available. trouble signal at panel.
There is remote annunciation of the fire alarm |
system to an approved central station. 19.3.4, : o Rl
9.6 Corrective Action - Repairs
were made to FACP !oy T&S
: Fire Protection contra%ctor.
i :
Systemic Changes/Monitaring - [ |
Annually the fire protection
contractor will ensure that al! .
FACP's provide a wo?king ’
This STANDARD s tiol met as evidenced by: VIS}JHU ?Udlble "‘?ume; signal.
Surveyor, 27871 This will be monitored by the
. Based on observations and slaff inlerview at director of facilities dbnng the
" approxirmately 8:30 am onward, the foltlowing :
; items wera noncomplianl, specilic findings inspegtion process to: ensure
| include; there was not a visualfaudible lrouble compliance. '
: signal at the Fire Alarm Cantrof Panel (FACP)
wilh loss of talephone line connection and fogs of
battery and AC power.
42 CFR 483.70(a) Nt
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 (2
S5=£
Electrical wiring and equipment is in accordance
Pwith NFPA 70, Nalional Electrcal Code. 8,1.2
!

FORM CI5-2567{02-99) Previous Varsions Obselcte Evanl ify; OTWT2Y

Fatdlily 10: 943491

If conlinvation sheel Page 3 of ¢
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES ‘
S TATEMONT QF DEFICIENGIES {x1) ﬂROV(DE%ISUP?LEER(CL[A (%) MULYIPLE CONSTRUCYION * {X3) gé\f% EEUTR\;)EY
PLANO DENTIFICATION NUMBER. MPLETE
AND PLAN OF CORREGTION V¥l M A BUILDING  01. MAIN BUILDING 071 N
. WING
345391 B 021292012
NAME OF PROVIDER OR SUPPLIER STAEET ADDRESS, CITY, SYATE, ZiP CODE
1131 NORTH CHURCH STREET
v T H CONE MEM H
HEARTLAND LIVING & REHAB AT THE MOSES GREENSBORO, NG 27401
(X310 SUMMARY STATEMENT OF DEFICIENCIES 1o FROVIDER'S PLAN OF CORRECTION X5
PREFIX {EACH DEPICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE comdriinon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DA
DEFICIENGY)
Immediate Response -~ U
: : e
K147 C;’_““”“ed From page 3 rcd K 147} 11 Protected covers were "
This STAI_\J DARD fs nol mei as evidenced by: finstalled on identified exposed -
Supveyor: 27871 . ’
light tubes.

Based on observations and staff inferview al

approximately 8;30 am onward, the following 2. Multi-pfug outlets were

ftems were noncompliant, specific findings removed from identified resident| |
include: 1.facility has exposed light (ubes with out (OOITIS i
protect covers at nurse statlon on South Hatl. 2. ’ . i
residents bedroom #126 is using multi plug oullel 3.GFCI cover was installed on
for permanent power source lor TV, 3. GFGI at identied outiet.
! South Courlyard{out side) is missing cover, 4. 4. Fire protection contractor was

slaff could not locate breaker for Fire Alarm ’ o
Control Panel for loss of AC power fest. contacted and facility staff

located breaker for F)'\CP and
42 CR 483,70(a} tested for loss of AC power.

i
Corrective Action -
1. Inspection was made on all

exposed light tubes ahd '
protective covers were installed. |
2. Inspection of all res%ident ;
! rooms were made to ensure that
other multi-plug outlets were not
! in use or removed, |

‘ 3. Inspection of otheroutside
GFCl outlets was made for
imissing plate covers.;

4. See above response.

Systemic Changes -

1. Inspection of exposed light
tubes was added to the weekly
light inspection form.

FORM CMS-2807{02-38) IMravious Versions Obsolars Event D OYWT2Y Fachity i0; 343454 1f continuslion shael Page 4 of 4
2. Notification was sent to resident family members about prehibited use of multi-plug outlets in resident
rooms. 3, Inspection of GFCI outlets for missing coversfrepairs was included in daily rounds form. 4. Fire
protection contractor was informed to include testing of power loss and visualfaudible trouble signal on
FACP. :

Monitoring - 1&3. Daily rounds will bs monitored by director of facilities for compliance. 2. Monitoring of
use of multi-plug outlets will be included in resident room PM inspection and reported on in safety
committee meeting. 4. Director of Facilities will monitor fire protection contractor for compliance.
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FORM APPROVED
OME NO, 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE 8& MEDICAID SERVICES :
STATEMENT QF BEFICIENCIES {X1} PROVIOERISUPPLIERICLIA (42) MULYIPLE CONSTRUCTION : X gg{‘g fér&\#v
AND PLAN OF CORRECTION IDENTIFICATION NUMRER ABULONG 01 MAIN BUILDING 01 %
345391 B. wike — | 02/29/2012
NAME OF PROVIDER OR SUPPLIER SYREET AODRESS, GITY, STATE, ZIP CiODE
1131 MORTH CHURGCH SYREET
T .
HEARTLAND LIVING & REHAB AT THE MOSES H CONE MEM K GREENSBORO, NG 27401 1
T | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION o
PREFIX 1 (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CORRECTIVE ACTION SHOULD BE COMMETION
TAG AEGULATORY QR LSC IPENTIFYING INFORRATION} TAG CROSS-REFERENCED TO THE APPROPAIATE hATE
DEFICIENGY)
|
K 000 | INITIAL COMMENTS Koonl ot Response -
on was filled with fire
Surveyor: 27871 tant i
This Life Safely Code{LSC) survay was ‘ . i
conducted as per The Coue of Faderal Ret CO {) V\ |
at 42CFR 483.70{a); using the Existing Hez ive Action L
Care section of the LSC and Jis referenced | Was m l
sublications, This building is Type Ht211) : a a?‘? of al
consiruction, one story, with a complele al rooms {g ensure
aulomatic sprinkler system. iible penetrations
) , were sealed. !
The deficiencies determined during the survey :
are as follows: . !
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD Kotz| |3 Systemic Changes - A
SS=E contractor “Statement of
Building construction type and height meets one Responsibility’ was :
of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4, established fo ensure sealing
19,3.6.1 . .
of penetration after work is
completed and will be
monifored by the
This STANDARD Is not met as evidenced by: maintenance department.
Surveyor: 27871 L ) )
Based an abservations and slaff inlerview at 4. Monitoring - The inspection
approximalely 8:30 am onward, the following of all mechanical rooms for
Rerns were noncompliant, specific findings . .
include: mechanical room #3 has un-sealed penetr:aﬂons was included on
penelraiions thal are not seal (o maintaln the 1 the daily rounds report.
hour construction rating of the facility.
42 CFR 483.70(a)
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
SS=E ! ' : ;
! Doors protecting corridor openings in other than
i required enclosures of verticat openings, exiis, or :
! hazardous areas are substantial doors, such as ;
{ those construcled of 1% inch solid-bonded core i
wood, or capable of resisting fire for at jeas! 20 |
4
G TFITLE X&) DAYE

PLIER REPREJENTATIVE'S BIGNATURE

£ Adpinistrater 21 fiar

es u daficlency which the ingtHulion may be excused fram corracling providing it fs determined that
r astaguards provide sufficient protection (o the palients. (See insfructions,} Except for nursing homes, ihe fingings staled sbova are ¢isclosable 90 days
following the date of survey whelher o7 nol a plan of tofreclion Is provided. For nufsing homes, the above findings and plans of cortaclion wre disclosanlo 14
day$ following (he date thisse doqumenly are made avalfable to the facltity. If deficiencles are dled, an approved plan of correction is requisite Lo conlinued

program papicigation. X
@Lodmee

——

Fatifity 10 843484 i conlinuation sheet Page 1 of 4

LABOFATORY DIRECTOR:

eficiency elalemebt enffing wilh an aalerisk (%) denot

sy A

FORM CMS-2062{02-39) Rravious Varsiony Obsoleie Evanl }D:oTW‘fi1
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PRINTED: 03/0572012
FORM APPRCOVED
OMB NO, 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (£4)] PROVIDEMSUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION ] (X3) DATE SURVEY
ANN PLAN OF CORRECTION JDENTIFICATION NUMBER: COMPLETED
A BUILOING 07 - MAIN BUILDING 01
- 345301 . WING 02/29/2012
NAME OF PROVINER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE
133 NORTH CHURCH STREET
(] E MO CONE
HEARTLAND LIVING & REHAB AT THE MOSES H CONE MEM H GREENSBORO, NC 27401
X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORAECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED DY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GoMmE
TAG AEGULATORY OR L5C [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BAk
DEFICIENGY)
K 018 | Continued From page 1 K018 !
minutes. Doors in sprinklered buifdinge are anly Immediate RBSpUns? - All
required lo resist the passage of smoke. There is rubber wedges were removed
no impediment to the closing of the doors, Doors from doors being held open.
are provided with a means suilable for keeping i
ine door closed, Qutch doors meeling 19.3.6.3.6 . . i
are permitled.  19.3.6.3 Corrective Action - In-service of
staff was conducted]regardmg
Roller latches are prohibited by CMS regulslions the prohibited use of items that
in al} health care facllities. Impeded the ClOSure’ of doors.
Systemic Changes l Fire
protection contractor was
contacted fo install mag locks
: an designated doors {i.e.
physical therapy) that woutd
This STANDARD is not met as evideaced by: release by fire alarn} system.
Surveyor: 27871 o .
Based on obsesvatians and stalf interview at Monitoring ~ Inspection of doors| |
approximately 8:30 am onward, (he following being impseded from closing :
| items were noncompliant, spaclfic findings was included on the daily
include; doors 1o Physical Therapy and . .
Asgl. Direclar of Nurging were being held open rounds. Immediate correction
wilh rubber wedge. would be made during rounds
22 CFR 483.70(8) when observed and reported at
K 061 | NFPA 161 LIFE SAFETY CODE STANDARD Kosi| [the safety commitiee meefings.
S8=E
A fire alarm system with approved components,
devices or equipment js installed according 1o
NFPA 72, Naliona) Fire.Alarm Code, lo provide
effective warning of fire in any parl of tha building,
Aclivation of the complete fire alarm syslem Is by
manual fire alacm initialion, aulomalic detection or l
extinguishing sysiem operation. Pull siations in :
palient sleeping areas may be omitied provided |
It continualion sheet Page 2 of 4

FORM QIS Z567(02-99) Previgus Vardans Ohsolele

gvent 1D OTWT21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENY OF OEFICIENCIES {X1) PROVIDER/SUPPLIER/ICUA x2) MULFIPLE CONSTRUCTYION (X3} DATE SURVEY
ANRD PLAN OF CORRECYION IUENTIFFL‘ATION HUMBER: COMPLETED
A. BUILDING 09 « MAIN BUILINING 04
345391 b WiING 02/29/2012
SYREET ADDRESS, CITY. STATE, ZIF CORE

NAME OF PROVIDER OR SUPPLIER
HEARYLAND LIWVING & REHAB AT THE MOSES H CONE MEM H

1131 NORTH CHURCH SYREET
GREENSBORO, N 27409

Elactrical wirlng and equipment is in accordance
"with NFPA 70, National Electrical Code. 9.1.2

l

XA | SUMMARY STATEMENT OF DEFIGIENCIES P PROVIDER'S PLAN OF CORMECTION X5}
PREFIX | (FACH DEFICIENGY MUST DE PRECEDED 8Y FULL bovkerx {EACH CORRECYIVE ACTION SHOULD BE COMIITION
TH AEGULATORY OR LSG NENTIFYING INFORMATION) TAG CROSS-AEFERENGED YO THE APPROPRIATE bATe.
DEFICIENGY)
Lo i
K051 Continued From page 2 K 051 _ § , .
that manval pull stalions are within 200 feet of lmmGdfate Action - Fire 1
nurse's stations. Pull stalions are localed fn the protection contractor was :
path of egress. Electronic or wiitten records of contacted to make appmpnate
tests are available. A reliable second source of repairs Icommodation to FACP
power is provided. Fire alarm systems afe it .
maintained in accordance with NFPA 72 and to provide a visual/audivle !
records of maintenance are kepl readily available. trouble signal at panel.
There is temote antnunciation of the fire alarm g
Sysstem lo an approved centraf statlon.  19.3.4, Corrective Action - Répairs
' were made to FACP by T&S
! Fire Protection contractor.
f Systemic Changes/Monitoring - | :
Annually the fire protection
contractor will ensure that ali :
FACP's provide a working !
This STANDARD s nat met as evidenced by: visualfaudible trouble sigral.
Surveyor: 27871 This will be monitored by the
- Baged on opservalions and slaff inlerview &l director of facilities dbrmg the
' epproxfmaltely 8:30 am anward, the following
- flerns were noncomplianl, specific indings inspection process to ensure
linclude; there was not a visual/audible rouble compliance.
: signai at the Fire Alarm Contrel Panel (FACP)
with loss of lelephone fine conneclion and loss of
battery and AC power.
i
42 CFR 483.70(a)
K 147 ] NFPA 101 LIFE SAFETY CODE STANDARD K147
$8=E

4

£ORM CMS-2587102-99) Previous Versions Obsalels Evenl (0, 0TWT21

Facifity [0z 943194

If conlinyation sheel Page 3 of d
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OMB NQ. 0938-0391

STATEMENY OF DEFICIENGIES {Xf) PROVIDER/SUPPLIERIGLIA {X2) MULTIFLE CONSTRUCTION (X:l)ggfg Sg&\éﬂ
ANDO PLAN OF GORRECTION IDENYIFICATION NUMBER, MPL
€ A BULDING  0f - MAIN BUILDING 04
0, WING
34531 02{29/2012

NAME OF PROVIDER OR SUPPLIER
HEARTLAND LIVING & REHAB AT THE MOSES H CONE MEM H

STREET ADDRESS, CITY, STATE, ZIP CODE
1131 NORYH CHURCH STREEY
GREENSBORO, NG 27401

X4 1D SUMMARY SYATEMENT OF OEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x3)
PREFIX {EACH DEFICIENCY #UST BE PRELEDED BY FULL PREF1, (EACH CORRECYIVE ACTION SHOULD BE COMILIMICH
TAG HEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERE’NSED TQ THE APPROPRIATE DA
DEFICIENCY}

+

K 147 1 Continved From page 3

This STANDARO is not met as evidenced by:
Surveyor; 27871

Besed on observations and statf interview al
approximately 8:30 am onward, the lollowirgy
iltems were noncompliant, specific findings
include: 1.facility has exposed Jighl lubes with aut
protect covers al nuese station on South Hall. 2.
residents bedroom #1286 is using muftl plug ouliet
for permanenl power sowrge for TV, 3. GFCI at

: South Couriyard{out side) is missing cover, 4,
staff could not locate breaker for Fire Alarm
Conlrol Panel for loss of AC powar lesl.

42 CR 483.70(2)

immediate Response -

K147[ 11, Protected covers were
installed on identified exposed
light tubes.

2. Multi-plug outiets were

removed from identified resident E
rooms.

3.GFCI cover was instailed on
identied outlet. f

4. Fire protection contractor was
contacted and facility staff
located braaker for FACP and
tested for loss of AC power,

Corrective Action |
1. Inspection was made on all
exposed light tubes and
protective covers were installed.
I 2. Inspection of all reSIdent
rooms were made to nsure that
1other multi-plug outleis were not
in use or removed.
3. Inspection of other'outside
GFCI ouflets was made for
missing plate covers. |
4. See above response, :

" mee e eme—

Systemic Changes - '
1. Inspection of exposed light
tubes was added to the weekly

light inspection form.

FORM CM3-2867(02-90) Previous Versiony Obsolels Evenl 1D OTWTYZ1

Facifity 10; 043494 H econtinualion sheel Page 4 of 4

FACP,

2. Nofification was sent to resident family members about prehibited use of multi-plug outlets in resident
rooms. 3. Inspection of GFCI outlets for missing covers/repairs was included in daily rounds form. 4. Fire
protection contractor was informed to include testing of power loss and visual/audible frouble signal on

Monitoring ~ 183. Daily rounds will be monitored hy director of facilities for compliance, 2. Monitoring of
use of multi-plug outlets will be inctuded in resident roaom PM inspection and reported on in safety
coemmittee meeting. 4. Director of Facilities will monitor fire protection contractor for compliance,




