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Tt e facility must provide a safe, clean,
cumfortable and homelike environment, allowing
tr2 resident to use his or her personal belongings
tc the extent possible.

1 Resident #2’s room was deep g D
cleaned by Housekeeping to
eliminate all odors and clean

: room on 3/1/12.
Tnis REQUIREMENT is not met as evidenced
by

. _ 2. Ali rooms will be cleaned { D21 ¥
Eased on observation and staff interview the daitv by Housekeeping & dee P B AN
faizility failed to ensure 1 of 1 residents (Resident . any oy ckeeping p
#1) environment was free of odors. , cleaned 2x a month to ensure

‘ environment is free of odors.
The findings include:

i . Housekeeping Supervisor
(in 2/28/12 at 1:45 pm resident #2 was observed i g/lDSOIliI %l g 'Np | RIiI %9::},/ hB
in his room sitting in his wheelchair watching i I 'urse, . oot !.lrse, ) i :
television. There was a strong odor of urine in ' Supervisor, will monitor daily
the room,. A urine collection bag was observed at for 3 weeks and then
{he head of the resident 's bed. HOUSekeeping Super‘visor will
On 2120112 ai 9:00 am, resident #2 bedroom was check room(s) vtfeekh;, t%ensure
chiserved to have a strong odor of urine environment 1s free ol odors.
trroughout the room,
, | 4, Monthly reviews will be ‘

(’n 3/01/12 at 8:30 am, room of yesident #2 was discussed monthly during the )\ ‘ Q‘K,L‘;r_
¢aserved to have a strong odor of urine ' . . a -
t-roughout the room; signage outside of resident t QA n}e.etlng. The Housekeeping
#2 * s room stated that room was scheduled for SuPef V1Sor, DOI‘_L and
clzep cleaning. Administrator will ensure

: correction is achieved and
[. uring an interview on 2/29/12 at 4,50 pm with maintained during the monthi
nursing assistant (NA #1} revealed thai Resident A ti 3g th ' Y
#12 will change the sheets and wipe down the QA meetings x 3 months.
mattress as they become soiled. NA #1 further
12vealed that the resident will normally change his

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE ,
iy (el 4 S At reniatratiy- a8 >

Any deﬁ%ncy s1alment ending with an asterisk {*} denotes a deficiency which the instilution may be excused from correcting providing it is delermined that
other safequardit provide sufficient protection to the patients. ea_insimcﬁo%\Exoapt‘f r nursing homes, the findings stated above are disclosable 90 days
following the datn of survey whether or not a pian :f}u fion is provided. For \{:ing hdmes, the above findings and plans of correction are disclosable 14
days following tf -2 dale these documenis are? available 1o the facility. if deficiepcies fare citad, an approved plan of correction is requisite to continued

pragram participntion. O
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e
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F 252 | Centinued From page 1 Fos2i 1. Resident #2 has been g DY
own sheets. NA#1 communicated he was aware evaluated and care planned for )
of the scent of urine but does not smell the odor his ability to independently care
al the fime. for his supra pubic catheter.
D.iring an interview on 2/29/12 at 4:45 pm NA #2 . A
indlicated thal no care is provided to Resident #2. 2. Audit has been completed 2R A
Ni #2 stated that resident #2 does empty his determining any Residents
utine coflection bag and that the resident is very performing independent care are
. . in:lgpendent NA #2 is aware of the odor in the evaluated and care pianned
re:sident ' s room and further stated that odor was iatel (No other
audressed in " morning meetings " . | appl.'oprl Y-
- Resident(s) found to be
On 3/1/12 at 2:40 pn1 in an interview with the performing independent care at
Director of Nursing (DON), she indicated an | this time)
awareness of the strong smell of urine that is in !
2 resident ' s room. The DON stated that the - g
fe:ility has hung socks with coal under the 3. MDS Nurse, Floor Nurse, ' ROY S
_ resident " § bed to aid in abscTbing the scent. _ DON, &/or RN Supervisor will
F-3111{ 413.25(a)(2) TREATMENT/SERVICES TO F311] assess all new Residents and
538=D | IMPROVE/MAINTAIN ADLS existing residents for
o independent self care
A resident is given the appropriate treatment and _fp ‘ d luate thei
shrvices to maintain or improve his or her abilities pe% -olrmance and cvalua 'e e
suecified in paragraph (a)(1) of this section. abilities. MDS Nurse will
continue to assess Residents
. _ _ E upon admission and quarterly
g;'ls REQUIREMENT is not met as ewdenced‘ during MDS assessment.
Eased on observation, staff i_nterviéw and record ) ) '
review the facility failed to assess 1 of 1 resident 4. Monthly reviews will be - AN
' (resident #2) resident ' s ability to discussed monthly during the =
independently care for his supra pubic catheter. QA meeting. The Administrator
F ndings include: & MDS Nurse. ancll DON will
ensure correction is achieved and
Flesident #2 was admitted to the facility on maintained during the monthly
10/3/11 with diagnosis of a.spinal injury, QA meetings x 3 months,
trpertension, urinary tract infections due to ;
: |
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supra-pubic catheler, and pressure uleers. The
4125/ 2 Minimum Data Set {MDS) coded the
resident as being cognitively intact and
independent for activities of daily living.

An observation on 2/28/12 at 1:45 pm revealed
Resident #2 was seen sitting in his room in his
wheelchair watching television. There was a
strong odor of urine in the bedroom._ A urine
collection bag was observed at the head of the
resident ' s bed. ' : .

Further record review revealed that two Care Plan
Conference summaries dated 11/10/11 and
1H0M2 identified: self care-does most of own

.1 ADL care; changes own colostomy; and transfers
self.

On 212812 at 4:40 pm in an interview with NA #1
{nursing assistant) NA # 1 slated that Resident #2
did his own ADL's. The NA #1 stated that
Resident #2 fiked to be independent. The NA
stated that the resident sometimes empties the
urine coltection bag. NA #1 indicated when the
resident is in bed he connects the catheter tubing
1o the urine collection bag and when he gets out
of bed he then connects the catheter tubing to a
leg bag which collects the urine. NA#1 indicated
he was unaware of any fraining or assessment
the resident received regarding his personal care
for the supra pubic catheter and has been doing
his own catheler care as long as he has heenin
the facility. '

NA #1 indicated that the resident is particular with
his choice of nursing assistants that assist him

with his care and prefers to do the care himself.
NA #1 stated he will change tha sheels and wipa

J
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down the matiress as they become soiled. NA #1
further revealed that the resident will normally
change his own sheets. The NA #1 slated he
was aware of the scent of urine but does not
smell the odor all the time

" On 2/29/12 at 4:59 pm in an interview, NA #2

indicated that no care is provided lo Resident #2.
NA #2 stated that resident #2 does emptly his
urine collection bag and that the resident is very
independent. NA #2 is unaware of any training
that the resident may have had regarding the
continence care. NA #2 is aware of the odor in
the resident ' s room and further stated that odor
was addressed in “ morning meetings * .

Resident interview on 3/1/12 at 1:40 pm

- regarding the facilities assessment of his ability to

provide his own supra pubic catheter care
showed that the resident has been providing his
own care for 8 to 7 years. Resident indicated the

facility changed and emptied his catheter initially

when admitted. Resident stated the facility did
waich him do his catheter care in the beginning.
Resident relayed it has been about a year ago
when an RN or an LPN has watched him do his
catheler care. Resident uses hand sanitizer
when he provides his own care and
communicated that he is not monitored while
performing his own coniinence care. Resident
empties his own collection bag once the bag is
full. Occasionally nursing assistants will dispose
of it when'Resident is not in the room. Resident

did not choose to allow surveyors to walch his

supra pubic care routine.

On 3/1/2012 at 2:30 pm the MDS/Care Plan
Coordinator indicated that resident #2 provides

!
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_his ability to independently complete the task.

*| in regards to self care. DON is aware of the

Continued From page 4

his own supra pubic catheter care and it should
be care planned. MDS coordinator stated that
the responsibility of determining the resident* s
ebility to provide self-care is the responsibility of
the MDS coordinator. She further revealed that
he had besn providing his own incontinent care
prior to her employment. His technique should be
assessed, probably quarterly and she will monitor

On 3/1/12 at 2:40 pm in an nterview with the
Director of Nursing (DON) indicated that the
resident is competent enough do his own care.
He does ask us to lock at him occasionally. The
DON further indicated the resident has been
performing his own continenence care years prior
to being admitted. A care plan should identify &
resident that perform his own ostomy care.,
There is no decumentation that any monitoring
has teken place. There should be nursing notes
that document care provided. The DONis
unaware of any training provided to the resident

strong smelt of urine that is in the resident’ s
room. The facility has hung socks with coal
under the resident ' s bed to aid in' absorbing the
scent. '
483.60(b), {d), (¢} DRUG RECORDS,
LABEL/STORE DRUGS'& BIOLOGICALS

The facility must employ or obtain the services of
a licansed pharmacist who establishes a system
of records of receipt and disposition of ali
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled. ’ :

F 311

F 431
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| Druijjs and biologicals used in the facility must be F 431 :
. labeled in accordance with currently accepted :
- profixssional principies, and include the . )_ 5 D
_applopriate accessory and cautionary L Out‘dated heparin flushes e
" instiuctions, and the expiration date when were disposed of 3/2/2012.,
' applicabie. )
) ; s doral | 2. Audit of all medications was ST
In aiscordance with State and Federal laws, the completed to ensure no other out ] . ,
facility must store alt drugs and bjologicals in , ) .
locked compartments under proper temperature dated items were in medication
conirols, and permit only authorized personnel to storage rooms (no other out
- havez access to the keys. dated medications were found).
The facility must provide separately locked, . ' AN
. perinanently affixed compartments for storage of 3. Admlnlstrfltor, Fl.oor Nurse, NS
. cortrolled drugs listed in Schedule i of the &/or DON will monitor for 3 |
Comprehensive Drug Abuse Pravention and months to ensure no out dated
" Cortrol Act of 1976 and other drugs stibject to medications are in medication
. abuse, except v':he.n th'e facility uses smgle unit storage rooms. Administrator
pacicage drug distribution systems in which the il . 5 check ft
quantity stored is minimal and a missing dose can will continue to check for out
be teadily detected. dated medications weekly and
the DON will continue to check
for out dated medications 2x a
Thit REQUIREMENT is not met as evidenced month.
by: . .
 Besed on observation and staff interviews, the 4. Monthly reviews will be DD

- faciilty failed to insure that there were no expired

“medications in one (1) of (2) { the T hail )

" madication storage rooms. Findings include:

- On 3172012 at 4:00 PM an observation was

" marde of the T-hall medication storage room. It
revizaled a plastic container with 34 individually
wrapped, single dose heparin flushes. Sixteen of
these had an expiration date of September, 2011.

discussed monthly during the
QA meeting. The Administrator
& DON will ensure correction is

.achieved and maintained during

the monthly QA meetings x 3
months,
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in an Interview with the Nurse Facilitator on ;
31172012 at 4:45 PM, the Nurse Facilitator stated
_that the pharmacy consultant checks the stock on F 463
Tuestlay of the week before the QA meeting,
whicli is the third Wednesday of the month. This .
nurs¢ facilitator stated that the DON (Director of 1. Call lights for shared rooms ﬁ))ill
Nurs ing) also checks the stock once per month, 104 and 134 bathroom; and .
_and that the Administrator checks the stock twice rooms 103 and 101 bathroom
monthly when new stock arrives. ved i diatel
On 316/2012 at 1:50 PM in an interview, the DON were repaired immediately.
* statetl that she checks the stock for expiration } \
_ dateq once per month, usually the middle of the 2. Audit has been completed 2 D3
month, but she does not have a written schedule determining all other call lights
' te dc these checks. The DON said that she will were working properly for all
_ go info the medication room to put things away - :
and he checks things then for expiration. The  bathrooms .and bedrooms (the
DON also stated that there are no labels that bathroom light shared for rooms
slate when the stock was checked. The DON was 133 and 135 needed repaired).
unak:e to provide a reason why there was' expired : ‘ ({ Va
- medication found in thie medication storage room. . : N TR
F 463 483.70(f) RESIDENT CALL SYSTEM - Fags o Maintenance Dircctor will T

$8=p ROCMS/TOILET/BATH

The nurses' station must be equipped to receive
resicant calls through a communication system
from restdent rooms; and toilet and bathing

- facllilies. .

This REQUIREMENT is not met as evidenced
by

Basud on obuewdtton and staff interview the
facility failed 1o ensure that cali lights in 2 of 18
sharud bathrooms {rooms 104 and134 share a
balhloom r0oms 103 and101 share a bathroorn)
were operational.

- Obsarvation on 2/28/12 at ,2:1_25 pm re\'realged two

b =

monitor 5x a week for 2 months
to ensure call light system is
working properly; then once a
week thereafter.

4, Monthly reviews will be ALY

discussed monthly during the

QA meeting. The Administrator,
Maintenance Director, & DON :
will ensure correction is
achieved and maintained during.
the monthly QA meetmgs x 3 ;
months. :
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cill lights that were not operational in 2 of 18
shared bathrooms. When call lights were furned
_ta the on position in shared bathrooms, call lights
wiere found not to flash oulside residents rooms : : !
104,134,103, and101. ;_ :

- Eluring an intarview on 2/28/12 at 3:20 pm,
; Maintenance staff stated that ha is made aware : 1 i
. ¢f call light malfunctions by nursing staff. ‘ i ' ;
- Malfunctioning call ights had not been bought to

tis attention.

Cbservation on 2/28/12 at 4:00 pm revealed
r-aintenance making repairs to shared bathroom
- call lights 104,134,103, and 101.
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Brook Stone Living Center o

P.O. Box 429

Pollocksville, NC 28573
Phone: 252-224-0112 Fax: 252-224-1076

March 23, 2012

NC Department of Health and Human Services
Division of Facility Services

Nursing Home Licensure and Certification Section
2711 Mail Service Center

Raleigh, NC 27699-2711

Dear Ms. Goodson:

Enclosed you will find the revised plan of correction for the survey
conducted in our facility from 02/27/12 to 03/02/12.

If you need further information, please contact me at the above number,
Sincerely,
e J /\/(Wz(}

Janic¢e Mallard
Administrator
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o

PROVIDER'S PLAN OF CORRECTION
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£ Bullding construction type and height meets one
i&—of the following. 19.1.8.2, 18.1,6.3, 19.1.6.4,

Ry

) ¥ i ) .
éﬁ?ﬁ £ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX i {EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION'
TAG §  REGULATORY ORLSCIDENTIFYING INFORMATION) TAG |  GROSS-REFERENCEDTO THE APRROPRIATE oATE
. & o : ) I _ DEFICIENCY) ‘
=
K 000%, INITIAL COMMENTS L K000/ (012
S ' f ations |
5': This Life Safely Code(LSC) survey was 1. Holes and/or penetrations in top layer pf
- Y conducted as per The Code of Federal Register | " sheetrock located in the attic have been -]
- I 5t 42CFR 483.70(a); using the Existing Health | . . .
i Care seciion of the LBC and lis referenced sea:led n °“?e’ to maintain the requ;re?
i publications. This building is Typé lil. rating of the area. :
& . . 2. Maintenance Director has checked attid K™ -{p~{3-
£ The facility at the time of the inspection did not . ’ X 5 bt
% have 100% sprinkier coverage. The bedrogm area to determine no other holes and/ar
1 closets and the hall showers are not covered by : penetrations exist. (None found)
£ i :
: sPrmklers : 3. Maintenance Director will onitor 1x . A, -
. &+ OnAugist 13, 2008, the Center for Medicare l . weekly for one month and then once a
¥ & Medicaid Services (CMS) published a'final rule ! . month for 1 quarter to ensure no holes or
C entifled " Medicare and Medicaid Programs; Fire ; . Co . )
} Safety Reguirements for Long Term Care . penetrations are: present in-atlic area. |
. Facilifles, Automatic Sprinkler System. 4i Administrator and Maintenance Director |
<+ This regulation requires all’fong term P . o TeiMoe
£ Facilities to be equipped with a supervised + will review monthly in QA meetings to 35
: automatic sprinkler system by August 13, 2013, ensure no holes or penetrations are
f.in‘staﬂed In accordance with the 199 edition of the present in attic area to maintain the .
¢ National Fire Protection Association ' s (NFPA) * e ing of )
£ Standard for the Installation of Sprinkler System * : required rating of the area. :
5 (NFPA13). :
i-  Facllities with existing sprinkier systems i K 029 :
i:’ shoulg review their sprinkler system to determine | | = . . .
}iFthey meet the requirements of the 1999 edition ' 1] a. Holes and/or penetrations in the bty
! of *:S F’;"Jﬁ r?k ' ceiling in the soiled utility room located :
. |+ b . i g - ’
5 nitps:Jiwww.cms.gov/surveycerificationgeninfol/d | on the 300 Hall have been repaired. '
i ownloads/scietter09-04.pdf . b. The rope used to hold the door of the
i The deficiencies determined during the survey Janitors closet focated on 200 Hall has
4 are as follows: : ' ; been removed.
K 012¢ NFPA 101 LIFE SAFETY CODE $TANDARD | K012

UABGRATORY GIRECTORS O
L

PROVIDER/SUPPLIER REPRESENTATIVE'S- SIGNATURE

P speristtaliv

(A8} AT

YAt D~

TIMLE

Any faficieng
clnehsele

asterisk (") denotes a deficlency which lhe institution may, bs excuyed from carracling providing it 18 determined that
rds crovids sufficient protection to (e patiants. {See insinuciions.) Except for nursing nomwes, the findings stated above are disclosable 90 days

following thefidate of survay whether or not & plan of correction s provided. For nirsing nemaes, the above fidings and plane of carreclion are disciosabile 14
Jays iollowidd the ale these documants are made svailabls to the facliily. if deficiencies are cited, an approved plan of correction Is requisite to conlinued

program padicipation,
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DEPARITMENT OF HEALTH AND RUMAN SERVICES

PRINTED: 03/23/2012

. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . . . . OMB NQ. 0938-0391 -
STATEMENE OF DEFICIENCIES X7} PROV!D%RISUPPUERICL!A {XZ) MULTIPLE CONSTRUCTION X3} é’é‘@i l-Sé{(Ré\éEY
P PLAN BF CORRECT IDENTIFICATION NUMBER: : e
m ¥ ? CORRECTION A BULDING g4 - MAIN BUILDING 01 .
:i B. WING N
H 345394 03/2212012
NAME OF !{ROV]DER OR SUPPLJER ' STREETADDRESS CITY, STATE, ZIP. COUE
& 8930 HWY 17 SOUTH
E Livin £
.BROOK: TONE LIVING CENTER - POLLOCKSVILLE, NG 28573 .
xeyip & SUMMARY STATEMENT OF DEFICIENCIES D ' PROVIDER'S PLAN CF CORREGTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX tEACH CORRECTIVE ACTION SHOULD BE COMPLETON
ms I REGULATORY OR LSC IDENTIFYING iINFORMATION} TAG CROSS-REFERENCED TO'THE APPROPRIATE . DT
% A DEFICIENCY)
= : x ' ) '
K 012_ : ! c.The door to the storage room on 200
: tinved From page 1 ; . .
fgg 5.4 pad K 012; Hal! has been repaired so it now closes,
* 1 latches, and seals properly and is a %
¢ : o
i { - hour fire resistance rating door.

Py
i

o Thss STANDARD is not met as evidenced by!
i: ‘Based on observation on Thursday 3/22/12
¥ between at approximately 9:00 AM onward the
=follow;ng was noted:

i) The one hour rated ceiling in the T-Hall
‘,:- corridor was nof naintaln, Specific finding found
& holes in the fop layer of sheetrock located in the
f attic has hole and/or penetrations that were not

19 L sealed In order to maintéin the required rating of
% tie area.

%
. 42 CFR 483.70(2) -

K 029% NFPA 101 LIFE SAFETY CODE STANDARD
ss*;rf i
£ One hour fire rated construction {with % hour

3 | fire-raled doors) or an approved automatic fire
‘ extinguishing system in accordance with 8.4.1
5 andfor 19.3.5.4 pratects hazardous areas. When -
$ the approved automatic fire extinguishing system !
;r option Is used, the areas are separated from
f other spaces by smoke resisting partitions and

% doors, Doors are self-closing and non-rated-or .
;‘ field-applied protestive plates that do not exceed ;
% 48 inches from the bottom of the door are i
f permitted,.  19.3.2.1 . ) |
1 ’ i

!

|
t
i

Thrs STANDARD is not met as evidenced by:
% Based on cbservation on Thursday 3/22/12
§ between st approximately 8:00 AM onward the
3 followmg was noted:

)
L

d. Holes and/or penetrations inthe !

| ceiling in the sprinkler riser/mechanical

* room have been sealed to meet the
required rating of the area. )

2. Maintenance Director has checked all { & -le-12

utitity rooms, mechanical rooms to

ensura no holes / penetrations are

present in ceilings in order to meet the%

required rating in all areas and that

door(s) close, latch & seal properly. ;

Housekeepmg / Laundry staff has been!

. in-serviced t6 ensure.ropes or no other

materials / objects are used to prevent

door(s) from closing.

31 Maintenance Director will monitor 1x v & - 12

weekly for one month-and then once a

month for 1 quarter to ensure no hOIeS'/

penetrations exist in all utiiity rooms &

mechanical rooms, :

Housekeeping Supervisor will monitor Sx

a week and then 1x monthly to ensure -

door{s} to Janitors closets close properly

with no preventive devise present, ;

K 029;

FORM Cr45- 2567(02 -99) Pravious Varsions Obsn‘elo Evant 1ID:§RVE21
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DEPAREMENT OF HEALTH AND HUMAN SERVICES

Brook Stene Living Cen Fax:2522241076

fipr 13 2012 01:15pm  POOS/D11

PRINTED: 03/23/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . . QMBE NO: 0938-0391
sTATeMENL OF DEFICIENCIES (X1} PROVIDERISUPSLERIGLIA {X2) MULTIPLE-CONSTRUCTION (X3) DATE SURVEY
AND PLAN BF CORRECTION IDENTIFICATION NUMBER: COMPLETED
£ A.BULDING 0T - MAIN BUILDING 01
g 345394 B.WING 03/22/2012
NAME OF #ROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
.2 . 8990 HWY 17 SOUTH
BROOKSTONE LIVING CENTER POLLOCKSVILLE, NG 26573 ’
e 3 SUMMARY STATEMENT OF DEFICIENCIES Tl PROVIDER'S PLAN OF CORRECTION 48}
PREEIX +  (EACH DEFICIENCY MUST BE PRECEDED BY FHLL PREFIX | (EACH CORREGTIVE ACTION SHOULO BE - cowg_-_'»vrv
TAG §  REGULATORY OR LSO 'DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | P
: j - DEFICIENCY) :
K : r - i i
, 1 1 .
K 029~- Continued Erom page 2 K029 - Lo . i
R} inistrator, Ma nce Direc (G, LT
1 1) The soiled utitity room located on 300 Hall has : ¢ Adminis _ra M intena c lr_ tor,. {= te-t
& holes andfor penetrations in the cefling that were | ; and Housekeeping Supervisor will review
3 not sealed in order o meet the' requ;red raimg of : ; ronthly in QA meetings to ensure no :
Lthe area. i holes i i ist or have b
32) The Janitors closetlocated on 200 Hall was oles in celling exist or have been
i held open with a rope to prevent thie door from repaired in all.areas; doors close, latch,
ﬁ C!OSlng d l dn
3) The storage room located ori 200 used for . and seal properly, a:? o doors are
& kitchen storage did not close, latch and seal. The prevented from closing properly. |
i door will be requited to be a 3/4 hour rated door | - : !
4 and the room o meet the one hour firé resistance ! K038 l
; rating since the building is not 100%. sprmk]ar ;
j coverage. i 1l The exit door located on 300 Hall across LY
¢:4) There are holes and/or penetratto_ns in the : fro the Re&dent teiephone room will be
: ceiling in the sprinkler fiser} mechanical room
3 [ that were not sealed incorder to meet the reqUIred replaced Wlth a new door. :
{ rating of the area. 2, All exit doors have been checked to fg.bal >
Y an CFR 483.70(a) ensure exits are.readily accessible at al}
K 0383 NFPA 101 LIFE SAF—'ETY ‘CODE STANDARD K038] times. (All work properly)
5s=D§ 3 The Maintenance Director & T\ P el
F Exit access Is arranged 50 that exits are readily . ) . { Bl ]
: accessible at alt imes in accordance with section ; Administrator will monitor 1x week for:
57,1, 19 2.1 - i one month and then once a month for 1
E,- ' quarter to ensure all exit doors are
1 % readily accessible at all times. .
, o 4 Administrator and Maintenance Director o
i . . . . : bl
This STANDARD is not met as evidenced by: ¢ will review monthly in QA meetings to { b
§ Based on doservation on ghursday 3/22112° : ensure all exit doors are readily .
- i batw : . L :
p %Iw?lig ﬁ:sp{f;?:gﬁatety 100 AM onward the i accessible at all times, o
3 - Yo : [
31) The exit door located on 300 hall across from | i
the resident telephone room required more than | . !
¢ 16 pounds of force to open. l
* ‘
%42 CFR 483.70(a)

FORM CMS- 2457'(02 59} Pravious Versicns QObsolale
i
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Brook Stons Living Cen Fax:2522241076

g

oEPARérMENT OF HEAL'TH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

fipr 13 2012 01:1hpm POCB/011

PRINTED: ‘031‘23;{2012
FORM APPROVED
OMB NO. 0938-0381

S"’Fn
# Exit and directional signs are displayed in
3 .accordarice with seciion 7. 10 with continuous
: { thurnination also served by the emergency
% I lighting system.  19.2.10.1

SreTepEel A

i

‘, This STANDARD i$ not met as evidenced by:
# Based on abservation on Thursday 3/22/12
. { between at approximately 9:00 AM onward the
* ! following was noted:
o « 1} There are several exit and directional signs in -
the Facility that are not fully illuminated. One of
gthe two bulbs in the light is not 0perat|ona¥

%42 CFR 483,70(a) ’
'K 0541 NFPA 101 LIFE SAFETY CODE STANDARD
| 85=D

-' All required smoke détectors, including those

g actlivaling door hold-opean devices, are approved
} maintained, inspected and tested in accordahce
fwslh the manufzcturers speciflcations.  9.6.1.2

%

L e 3 2ol ATy

Thls STANDARD is not mel as evidenced by:
. Based on observation on Thursday 3/22/12
¥ between at approxrmateiy 9:00 AM gnward tha
; following was noted:
5' 1) The smoke duct detestors {ocated in the
% HVAC unit was not maintained clean andin good
f operating condition.
., Location « HVAT unlt In the atlic erea.on T-Hall
" 42 CFR 483.70{a)
K 9-)5‘ NFPA 101 LIFE SAFETY CODE STANDARD

s

STATEMENY OF DEFICIENCIES © | (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION 1(X3) DATE SURVEY
AND PLAN &% CORKECTION {DENTIFICATION NUMBER: . : COMPLETED
A.BUILDING 01 - MAIN BUILDING 01 .
3 JWING :
1 345394 o — 03/22/2012
NAME OF r{mwoaﬂ OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
8990 HWY 17 SQUTH )
BRO T LIVING CENTE ;
R OK;{S ONE R POLLOCKSVELLE NC 28573
(ayic E SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECI‘!ON & .
PREFIX §  ° (EACH CEFICIENCY MUST BE PRECEDED BY FULL PREPIX . (EACH CORRECTIVE ACTION SHOWLD BE . COMPLETION
TAG £ - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ‘CROSS-REFERENCED TO THE APPROPRIATE  :  PATE
. % | . DEFICIENGY) : i
i
K 0473' NFPA 101 LIFE SAFETY CODE STANDARD K 047 F 047 :

1 Exitand directional signs in the facility ¢ q,.(2—
" that did not fully illuminate have been

replace with exit and directional signs -

with LED lighting for complete

:Elummation .

2 Mamtenance Director checked al} exit l> v, 1'—“4—/
and directional signs to ensure they are

fully ilfuminated.

3] The Maintenance director will maonitor ix

weekly for one month and then once a. Lt 43
month for 1 guarter to ensure all exit and
directional signs are fully iluminated.

«.05% Administratar and Maintenance Directgi

will review monthily in QA meetings to B
ensure all exit and directional signs are’ '
fully iluminated,

K 054 .
1.| The smoke duct detectors located inthe £ 412+
HVAC unit has been cleaned and is jn good
operating condition.

2.1 Maintenance Director checked all duct
. detectors and all are in good operating
§ condition,
3: Malintenance Director & monitor 1x el S

i weekly for one month and then once a

YN

K OUG’ month for 1 quarter to ensure duct

FORM uPAS—E'5ST{02 98§) Previgus Versions Odsaleia Evant 1D:6RVAZY

;ammdmem:ss Tocated in the HWalwoltids elRarrage ¢ ofo
and.In good operation condition.
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 PRINTED: 03/23/2012
- FORM APPROVED
QMB NO, 0938-0391

i batwéen at approximately 9:00 AM onward the
“ fotlowung was noted; ]
.. 1) The Kitchen cooking eguipment were not t
properiy placed under the hood. The back of the

l .

. allow for proper-protection.

H

I3

STATEMEN(§ OF DEFIGIENGIES - | (X1} PROVIDER/SUPPLIERICUA 1%2} MULTIPLE CONSTRUGTION 1ix3) gg;g E;‘?{DEY
. AND P.tTD.N ?,F CORRECTION I'DET\ITIIFJCATION NUMBER: A._.EWLDWG o1 - MAIN BU]LOEN.G o1. P L
5{1 . 345394 B.winG 03/2212012
MAME OF {ROVIDER OR SUPPLIER - ) STREET ALDRESS, CiTY. STATE, ZIP CODE
8390 HWY 17.SOUTH
BROOK;\;ETONE LIVING CENTER | POLLOGKSVILLE, NC 28573 | |
>4 e - SUMMARY STATEMENT OF DEFICIENCIES 1s} PROVIDER'S PLAN OF CORRECTION I
PREFIX 3 {EACH DEFICIENCY MUST BE PRECEDED BY FULL * PREFIX {EACH CORRECTIVE ACTION SHOULO 88 CoUENCN
7AG I REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE T
: . i - DEFTCIENCY) :
4 :
K 0158: Confinued From page 4 !
sg=ol ; . pag _ K OSAE Administrator and Maintenance Directorg Lo
it If there is an automatic sprinkler system, Itis | will review monthly ih QA meetingsto | >~ B
§ Installed in accordance with'NFPA 13, Standard ensure duct detectors focated in the HVAC
iy for the Instailation of ::pnnkler Sysfems, to | di d W
i provide complete coverage for all portions of the © unitis clean and in good operation |
¢ building, The system is properly maintained in . condition, I
§ accordance with NFPA 26, Standard for the . i '
=5| Inspection; Tesling, and Maintenance of :
§ Water-Based Fire Protection Systems. Itis fully Kose :
;,? supervised. There is a reliable, adequate water 1.} The sprinkler heads in the kitchen has - Kfg-| >
f; supply for the system. Required sprinkler I d and will b tained i
& systems are equipped with water flow and tamper; been cleaned and will be maintained in .
g switches, which are eleclrically connected to the good condition. :
:; building fire alarm system.  19.3.5 : 2.; Sprinklers will be cleaned by BFPE iC g (>
! ; { routinely-ds they perform yearly :
S i maintenance of sprinkler system. )
k) ! .
};: This STANDARD i$'not met as evidenced by: 3.i Maintenance Director & Administrator will o
Based on observation on Thursday 3/22/12 monitor lx.weekiy for one month and "‘0” {
é‘l between at approxmateiy 200 AM onward the then once a month for 1 quarter-to snsure
fcl!ovwng was noted:
;.‘ 1) The sprinkler heads in the Kitchen were not spririkier heads are clean and ma ntameci
a' clean and maintained in good condition.. in good condition. §
Fy f Y
? 42 CFR 483.70(a) ] 4. Administrator and Maintenance Director ol
K 069t NFPA 101 LIFE SAFETY CODE STANDARD | K 069. will review momhly in QA meetingsto ‘% g
- 8%=0 _ ensure all sprinkler heads are cfan and
Cooxmg faciliies are protected in accordance :
T X With023. 1932 8, NFPA 95 . - maintained in good condition.
_i;
K 069
i Th:s STANDARD is not met as evidenced by: — “in
1,; Based on gbservation on Thursday 3/22/12 1.| a. the kitchen cooking equipment has Sl

been properiy placed under the hood to'

FORMCMSQSS?{OZ—%) Pravloue Varsizne Obsalele Event [Q:6RVI2E

l';
o

it

A P TR R T I

Fadility 10t 923519 ' If continuaijon sheel Page 50§




Brook Stone Living Cen Fax:2522241076

fior 13 2012 01:15pm  PO0B/011.

e
{ -
¥ ' . ‘ PRINTED: 03/23/2012"
DEPARE'MENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERES FOR MEDICARE & MEDICAID.SERVIGES ; . . OMB NO, 0938-0391
STATEMEN ¥ OF DEFICIENCIES ()(1} PRO\-"IDER}SUPPLIERJCLFA (X;‘Z) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND-PLAN f CORREGTION IDENTIFICATION NUMBER.:, ’ COMPLETED
. ; A.BULDING 51 - MAIN BUJLDING 01
& ‘ WING
§ o _ /345394 R - 031222012
NAME OF @howaea OR SUPPUER ' $TREET ADDRESS, CITY, STATE, 2iP GODE -
¢ L 5398 HWY 17 SOUTH
-BROOKTONE LIV : AN :
? L ING CENTER. ; POLLOCKSVILLE; NC 28573,
xéyo ¥ SUMMARY STATEMENT O# DEFIGIENCIES i 1D i FROVIDER'S PLAN JF ECRRECTION . x5
PREFIX & . {EACH OEFICIENCY MUST BE PRECEOED BY FULL ' PREFIX {EAGH CORRECTIVE ACTION SHOULDBE ~ ° COMPLETION
TAG 5 REGULATORY OR {.SC IDENTIEYING INFORMATION) ! rag CROSS.REFERENCED TO THE APPRQFRIATE - DATE
Z- DEFICIENCY) :
B b. Air pressure in the kitchen has been
K 069 i Continued From page-5 K 069 rrected t t th sents of
. - ; eduipment were placed to far back and not €0 e? eeto preyen € prg ents o
3 allowing for proper protection. : negative pressure. ‘
%2).Based upon observation af the fime of the. | 2.} ‘Maintenance Supervasor and Dietary R (D
- suivey the kitchen was experienting a sever i
:e negative pressure. i Manager will monitor 1x weekly and then
¥ NFPA 98 {Standard for Venfilation Control and I .once a month for 1 quarter to ensure
i Fire Protection of Commetrcial Cooking l ; ; Sarhy :
i Operafions 199 Edifion) ! equipment is propgr]y placed unfier the:
. Section 5-3" Replacement Air, - " Replacement hood to allow for proper protection and:
3 alr quantily shall be adequate to prevent negative | ensure air pressure In Kitchen is adequate
pressures in the commercial cooking area(s) ! ' . - )
: from exceeding 0.02 in. water columh (4.98 kPa). | to prevent negative pressures in the
i o ' ! cooking area. ;
3 _ ! 3.! Administrator, Malntenance Director, and 5
N . o t—
S s 42 CFR 483.70(a) : % 'Dieyary Manager will review monthly in 57e
" K 0725 NFPA 101 UFE SAFETY-CODE STANDARD ;  KO072} QA meetings to ensure equipmentis
$%3=EY . . ;
. Means of egress are continuously maintained - properly placéd under the hood to aliowg
i free of all obstructions or impediments to full E for proper protection and ensure air
;; instant use in the case of fire or other emergency. ! pressure in kitchen is adequate to prevent
% No furnishings, decorations, or other objects . | . . . i
¥ : obstruct exits, 5ccess.to, egress from, or Visibllity negative pressures in the cooking area. ,
jofexits. 7.1.10 . S :
: # : ‘ ' K072 - ;
5 1 Lights in both the 300 Hall and 100 Hall & g,-(
. -Dinning room will be replaced with lights
EThls STANDARD Is nof met as evidénced by: & P . &
} Based on observation on-Thursday 3/2212° that do not hang lower than 6'8”.
*belween at approximately 9:00 AN onward the 2] Lights were assessed and no. other ]Eghts doe VD
?fonowmg was noted: : ‘hang lower than 6’8" in buildi I 5
{1) The lights in the 300 hall dinning room and € m NE. I
; 100 hall dirining room hang lower than. &' 8" 3; Maintenance Direétor & Administrator r »
¢ Means of egress shall be designed and * will monitor 1x weekly for one month | > ¥~
i rmaintained to provide headroom as provided in i
Y other section of the: Code and shall be not less and then ence a month for 1 quarter to.
g than 7 61in. (2.3 m) with projections from the : ensure dinning room lights do not hang'

CRM CMS- sr(oz 59) Praviols Varsions Obsolely | gvenlID:BRVE2
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Brook Stone Livi.ns Cen Fax:2522241076

%

for 13 2012 01:16pm  PO0S/011

PRINTED: 037232012

DEPART;‘%ENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTE§§ FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT oF DEFICIENCIES . (X1 PROV%DEWSUPFUERICUA {22 MULTIPLE CONSTRUCTION ﬁJ)ggxf&%&aﬁY
AND PLAN O,, CORRECTION IDENTIFICATION NUMBER: ABULDING 01 - AN BUILDING 61 °
4 345394 8. WING. : 0312212012
[ e OF PROVIDER OR 3UPPLIER STREET ADDRESS, CITY, STAYE, 2IP CODE
‘ 8990 HWY 17 SOUTH
BROFJK ?’ONE LIVING CENTER POLLOCKSVILLE, NG 28673
{Xd)10 % SUMMARY STATEMENT OF DEFICIENCIES ‘o | PROVIDER'S PLAN OF CORRECTION L
PREFIX |5  (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX - (EACH CORRECTWE ACTION SHOULD BE | GOMPLETION
JAG [¥  REGULATORY ORLSC[DENTIFYING INFORMATION} . |  TAG . CROSS-REFERENCED YO THE APPROPRIATE ~~ DATE
g ’ : ! DEFICIENCY) :
i :
K Q72 ?‘Eontmued From page 8 % K072 L L o
ts*"e!i?ng nol Jess than 6 ft 8 in. (2 m)nominal height Administrator and Maintenance Diractor oS
:above the finished floor. NFPA 401 7.1.5 (These will review monthly in QA meetings to
% M
%Egé“éiﬁ: ?;éogea ;Zc:aa]baorgg)and dinning room ensure dinning room lights do not hang
‘ lower than 6’8",
;nz CFR 483.70(a)
K076 NFPA 101 LIFE SAFETY CODE STANDARD K Q78

ss=n &
%«edlca! gas storage and admlmstrahon areas are:
rotected In accordance with NFPA 99, !

K 076
1. Fulland empty oxygen cylinders have & lo- 1
. been segregared and appropdiate Sgnage........| ...

1

‘fbtanﬁbrds for Health Cars Facilites.

ﬁa) Oxygen sforage locallons of greeter than
i 8,000 cufi. are enclosed by a one-hour
eparation. .

t;“ 3

¥ £b) Locations for supply systems of greater than

,000 cirit. are venled to the outside, NFPA 99
n.3.1.1.2, 19.3.24

3 o LA g M s

~~rms STANDARD Js hotmat as svidenced by:
%Based on observation on Thursday 3/22/12 :
‘%etwaen at approximately 9:00 AM onward the |

, 30!IGWsng was noted:

_a}) Full and empty oxygen cylinders wera stored
gether. If slored within the same enclosure, ~
smipty cylliders shall be segregated and

Hesignated (with signage) from full cylinders.

' %mpty cylinders shall be marked to avoid
“confusion gnd delay if a full cyllnder is needed
- Burriedly. (NFPA 99 4-3,5.2.2b(2)] (oxygen

.;lorage room near the nurses s!anon)

'42 CFR 483.70(a)

is in place to determine full cylinders and
empty cytmders 10 avoid confusion and
delay when a full cylinder is needed
hutriedly. ) ‘
2. Staff has been in-serviced in the proper E.vlyf‘m"' '
placement of full cylinder and propert
placement of empty & full cylinders. .
3. Maintenance Director and Administrator
will monitor 1x weekly for one month N >
and ;hen once a month for 1 quarter to -
ensure proper placement for full and
empty cyfmders :
4. Administrator and Maintenance Dlrenttor
wil review monthly in QA meetingsto & b\
ensure proper placement of full and
empty cylinders.

K104 .
1. Equipment for the smoke dampers
located in the smoke wall on T-Hall have

< -V

FORM CMS- 25%?(02—99} Provious Yemions Obsnleta Event ID:8RVI21
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Brook Stone Living Cen Fax:2522241016 fior 13 2012 01:16pr  PO10/011

" & ) y PRINTED: 03/23/2012
DEPARTIMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
.-CENTEHRS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0331
STATEMENT §F DEFICIENCIES (%1) PROVIDER/SUPPLIER/CLIA . |{x2) MULTIPLE CONSTRUCTION (x3) gg;ﬁ iaéJTnE\BEY
AND PLAN 0§ GORREGTION ‘ IDENTIFICATION NUMBER: ABUIDING 05 - MAIN BUILDING 04
1 345394 B WING . 03122/2012
» NAME OF Pjﬁ:\'lDER OR SUPPUER ' STREET ADDRESS, CITY, STATE, ZIP CODE
: #9590 HWY 17 SOUTH
BROOK ‘ ONE LIVING CENTER POLLOCKSVILLE NG 28573 -
(X4) 10 ‘ SUMMARY STATEMENT OF DEFICIENCIES Yo PROVIDER'S PLAN OF CORRECTION o5
PREFIX ‘f (EACH DEFICIENCY MUSY BE PRECEDED Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE coNsLL TON
TAG ¥  REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE n
l:f ' . , DEFICIENGY)
" ¥ - - :
K 104 :QE\’FPA 101 LIEE SAFETY CODE STANDARD  © K 104 dampers so they close upon activation of -
ss=E ly the fire alarm system.
’Penetralsons of smoke barriers by ducts are 3 g
2. Smoke dampers wnll be inspected b BFPE
§9rotecled in agcordance with 8.3,6, P P Y Koo >

annually to ensure they close upon

;{ | activation of the fire alarm system, o
% 3. The Maintenance Director will monitor 1x
£ ]
H i weekly for one month and then once a _g«tp’\:"
Ihis-STANDARD is not met as evidenced by
: month for 1 quartert
3‘Based on observation-on Thursday 3/22/12 quarterto t?nSLil’e smoke )
T e Arappoximarely 9:00-AM onward e - | dAIRELs lose upon activation.of fire. ... |
?foliowmg was noted: .| alarm system. .

*1) The smoke dampers [ocaled in the smoke

gvall on T- hall did not close upon agtivation of the ; 4- Admlmstrator and Maintenance Director

g:re dlarm system. : : will review monthly in QA meetings to 1S4
ftocahon HVAC unit In the attic aren on T-Hall i ensure smoke dampers close upon
] 2 CFR 483.70(a) | ' ! activation of fire alarm system.
K135 4NFPA 101 LIFE SAFETY CODE STANDARD K138
8S<F, i
:pFlammabfe and combustible liquids are used : Kz
om.and stored in appmved confalners In . "1, Flammable fluid used for chafﬁng dlShES (-
: A
%ccordance with NFPA 30, Flammable and R has been p[aced in a fire proof cabinet, 5

{Combustible Liquids Code, and NFPA 45,
IStandard on Fire Protection for l.aboratories

4. Building was checked and no other e\
%‘sfng Chemicals. Storage cabinels for S

“flammable fluids were found.

%2?5?2212 daQ}daizgrbdu::ge&;?h“ﬁ;;fso 3. The Maintenance Director will monitor 1x ]
}fFlammabl'{a and Combustibte Liguids Coc;e, . : weekly for one month and thenonce a & AV
%%“FPA 99.  4.3,107.21. & month for 1 quarter to ensure any

{ 1 flammable fluids in the building are stored

:{! - . : properly.

i ; 4. Administrator and Maintenance Director

#This STANDARD is nol met as evidenced by: will review monthly in QA meetings 1o’ &'l’"
i Based on observation on Thursday 3/22/12 ‘ ensure any flammable fluidsin the |
:'Deiween at apprommateiy 9:00 AM onward the

building are stored proparly.
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SUMMARY STATEMENT OF DEFICIENCIES

%fouowing‘was noted;

Hol store in an approved fire proof cablnet
'40ne case was found on 4 shelf In the kitchen

]

i Storage room on 200 hall)

L,

e

3

e

_ i 2 CFR 483.70(a)
K 144 ¥ FPA 101 LIFE SAFETY OODE STANDARD
85=p.% - - '

4

o

_—

§1) Flammable fluid used for chaffing dishes was

senerators are Inspected woekly and exercised

) C L AD
K 1 44;.. Generator contractor will check proper g«\! !

ot

intler 10ad for 30 mMINUtes per Month i
accordance with NFPA99.. 34.4.1,

.

ST A

g

This STANDARD is not met as evidended, by:
+ iBased on observation on Thursday 3/22/12
setween at approximaltely 9:00 AM onward the
llowing was noted: - - o
%) The remote generalor apnunciator panel
peated at ihe nurse slalion did not show -
jengralor supplying power when checked,

}2.CFR 483.70(a)

et

TRERe N L

g

e l—— e i o 4 s

i

K144

xa o (€ ! © PROVIDER'S PLAN OF CORRECTION - )
PREFIX £ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOUL.D BE COMPELTION
TAG |5 REGULATORY OR LSC IDENTIFYING INFORMATION) - TAae CROUSS-REFERENGED TO THE APPROPRIATE DATE
iE . ‘ . : DEFICIENGY) :
LR
. K135 ontinued From page 8 K136

The remote generator annunclator pangl

is scheduled for repair for 4/18/12 to

correct the showing of generator

supplying power appropriate

ly. .

operation of annunciator panel is showing .

-..Benerator supplying power a

during annual servicing.

ppropriately

Maintenance Director & Administrator wili

monitor 1x weekly for one month and; 5 v

then once a month for 1 quarter to ensure
remote generator annunciator panel is
working properly by showing the
generator supplying power when checked.

N
4. administrator and Maintenance Director /,{;\'

will review monthly in QA meetings to
ensure remote generator annunciator

panel is working properly by

showing the

generator supplying power when checked.
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