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F 000 | INITIAL COMMENTS F 000
The facility was found to be in compliance with
the Medicare/Medicaid LTC Regulations 42 CFR
part 483 subpart B during the recertification
survey of 05/16/12.
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 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 facility, If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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H sz POINT BAY NURSING AND REHABILITATION CENTER HAVELOCK, NG 28532
Ol R SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORRECTION (X5)
] PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETIC
TAG | . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
/ DEFICIENCY)
. 3 Cherry Point Bay Nursing and Re-
KOO0 INITIAL COMMENTS K 00D} habilitation Center acknowledgas
: receipt of the Statement of Defi-
Surveyor: 27871 clencles and proposes this plan of
,This Life Safety Code(LSC) survey was correction to the extent of findings
conducted as per The.C:ods of Fe_deral Reglster : that are factually correct and in
at42CFR 483.70(a); using the Existing Heaith . orderto maintain compliance with
Care section of the LSC and its referenced .
. 1 applicable rules and provisions of
publications. This building is Type V construction, quality of care of residents, The
-one story, with a complete automatic sprinkler '
system. plan of correction is submitted as a
: written allegation of compliance,
The deficlencies determined during the survey ~ Cherry Point Bay's response to this
‘are as follows: Statement of Deficlencles does not
K029 NFPA 101 LIFE SAFETY CODE STANDARD K 029, denote agreement with the State-
SS=E ment of Deficiencies nor does It
One hour fire rated construction (with % hour constitute an admission that any
fire-rated doors) or an approved automatic fire * | deficiency is accurate. Further,
extinguishing system in accordance with 8.4.1 Cherry Polnt Bay reserves the right
- | andfor 19.3.8.4 protects hazardous areas. When to refute any of the deficlencies on
s SO
: 4 ) th ht D .
other gpaces by smoke reslisting partitions and 5 omufg nf:”mai :Sp"te ;esmu
{ doors. Doors are self-closing and non-rated or on, lormal appea procedure
field-applied protective plates that do not exceed and/or any other administrative or
48 inches from the bottom of the door are legal proceeding.
permitted.  19.3.2.1 K 029{35=E) (1.) {
The door to the soiled and clean
linen room {at the faundry depart-
ment was adjusted on 5-31-12 by
. the Maintenance Supervisor so that
This STAI.\IDARD is not met as evidenced by: it closes and fatches appropriately
Surveyor. 27871 s 1o accommodate a smoke tight
Based on observations and staff interview at . All other fire doors Inside the
approximately 11:30 am onward, the following seal. All ower jire 4o _ :
ftems wera noncompliant, specific findings facility have been inspected by the
include: ' Malntenance Supervisor to ensure
that each door closes and latches
1. soiled and clean linen room door wouid not correctly. This was completed on 6-
close and latch for smoke tight seal(laundry 6-12 with no further deficiencies 5’ .,3 H
LABGRATORY DIRERTOR'S OR PROVIDERISUBRLIER REPRESENTATIVES SIGNATURE  —2d 0 oo 8) DTE
) ﬁ_&’—/}@@érmb” l15]12

)
Any deficlency statement ending with & asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing It s deté'rmined that
other safeguards provide sufficlent protection to the patients. (See Instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homas, the above findings and plans of corraction 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 pariicipation, :
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“This STANDARD is not met as evidénced by:

Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA
25,875

Surveyor: 27871
Based on observations and staff interview at
approximately 11:30 am onward, the following

egrass,
K 082 (Ss=E} {1.)

Excess lent/dust was cleaned from
sprinkler head in laundry depart-
ment on 5-31-12,

All sprinkler heads inside the facllity
were cleaned on 5-31-12.

An In-service was completed on 5-
31-12 with all Housekeep-
Ing/taundry personnel as well as
the Maintenance Supervisor by the
Administrator regarding maintain-

FORM APPROVE
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-039
STATEMENT OF DEFICIENCIES (Xt) PROVIDER/SUPPLIER/GLIA . 1{X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN GF CORRECTION IDENTIFICATION NUMBER: COMPLETED
1 A BUILDING 01 - MAIN BUILDING 01
. WING
. 346487 BN 05/31/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
; 110 MCCOTTER BLVD
CHER
RY POINT BAY NURSING AND REHABILITATION CENTER HAVELOCK, NG 28532
4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX |~ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TOQ THE APPROPRIATE DATE
DEFICIENCY)
All facllity staff have been In-
K029 Qontlnued From page 1 K028 serviced to report doors that do not .
room). _ ) close or latch properly to the Le_l%
2. Medical Records door not self closing. Maintenance Supervisor immedi-
; : ataly. This in-service was done on 6-
42 CFR 483.70(a) A
!g g:g NFPA 101 LIFE SAFETY CODE STANDARD K045| facility fire doors will be Inspect-
- { Numination of means of egress, including exit ed quarterly by the Malntenance
discharge, is arranged so that failure of any single im%l’!'sgg La_,\q ¥
lighting fixture (bulb) will not leave the area in 029(SS=E)} {2,} |
darkness. (This does not refer to emergency The self closure device for the med-
lighting in accordance with section 7.8.) 19.2.8 fcal records storage door was or- z
dered, and upon arrival was In-
stalled by the Malntenanca Super-
_visor on 6-15-12, e
This STANDARD is not met as evidenced by: K 045($5=D) (1.}
Surveyor: 27871 The facllity has scheduled for an
Based on observations and staff interview at outside vendor, C.T.E., inc., to cor-
approximately 11:30 am onward, the following rect the lighting in the activity room
items were noncompliant, specific findings .
RN 50 that room will not be left in the
include: activity room leaves patient in darkness dark and has llumination to exit
to get to exit egress. arx and has lumination to ex
egress at all times. This correction
42 CFR 483,70({a) will be done on or before 6-19-12.
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 No other areas of the facility are
8S=E noted to be without Hluminatien to
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Medical gas storage and administration areas are
protected in accordance with NFPA 89,
‘Standards for Health Care Facllities.

(a) Oxygen storage locations of greater than
3,000 cu.ft. are enciosed by a one-hour
separation,

(b) Locations for supply systems of greater than
3,000 cu.ft. are vented to the outside. NFPA 99
43.1.1.2, 19.3.2.4 :

This STANDARD is not met as evidenced by;
Surveyor: 27871 ‘

Based on observations and staff interview at
approximately 11:30 am onward, the following
items were noncompliant, specific findings
Include: if stored within thé same énclosure,
empty oylinders shall be segregated and
designated from full cylinders. Empty cyiinders
were mix wit full cylinders rack at time of survey.

42 CFR 483.70(a)

(X4} ID SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF GORRECTION (%8
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETIC
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~ DEFICIENCY)
) Ing sprinkler heads.

K 082 Continued From page 2 K062| sprinkler heads will be cleaned , 5-3 -1
items were noncompliant, specific findings . weakly and as needed to prevent -
Include: all sprinkier heads located in laundry butld up of lent/dust and malntain
area have excess lent on head. refiable operating condition.

442 CFR 483.70(a) K 078 {55=E) (1)

K 0768 | NFPA 101 LIFE SAFETY CODE STANDARD Ko7s '

S8=F

On 5-31-12 the Supply Clerk reor-
ganized tanks in the oxygen supply
room so that alt full and empty
oXygen contalners were properiy
segregated by rack. This is the only
oxygen storage room at the facllity.
On 5-31-12 all Nurses and Certified
Nursing Assistants were in-serviced
by the Staff Facilitator regarding
ongen storage, This in-service spe-
cifically included that full and emp-
ty oxygen containers have to be
segregatad by rack.

Oxygen storage was monitored
from 6-4-12 through 6-8-12 dally by
the QI nurse with no further defi-
ciencles noted, Oxygen storage will
continue to be monitored weekly at
a minimum by the supply clerk who
will then report findings to the Q}
team, Interdisciplinary Q! téam wiil
maet weekly for four (4) weeks to
discuss findings of weekly sudits.
From there Qf team wiltincrease
Interventions if needed.

5 '3 Hc
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