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gs=n ] PRIVACY/CONFIDENTIALITY OF RECORDS
The resident has the right to personal privacy and
confidentiality of his or her personal and clinical
records.
Personal privacy includes accommodations,
medicat treatment, written and telephone
communications, personal care, visits, and The statements made on this Pian of Correction are
meetings of family and resident groups, but this 110t an adnilssion to and do not constitute an
does not require the facility to provide a private agreement with the alleged deficiencies.
room for each resident. To remain In compliance with all Federal and State
Regulations the facility has taken or will take the
Except as provided in paragraph {e)(3) of this actions set forth in this Plan of Correction. The Plan

; ; av anprove or refuse the of Correction constitutes the facility’s allegation of
section, the resident may app compliance such that all aiteged deficiencies cited

FEIe_a_se of pe"rs“:’naE and ('_‘i_inica] records to any have been or will be corrected by the date or dates
individual cutside the facility. indicated.
: ‘e ot efuse release of personal 483.10 ¢e), 483.75(1)(4) Personal
Thz re:S[.delnt S nggt t:; refus { Iy wh P th Privacy/Confidentiality of Records
and clinical records does not apply when the ¥ Tag £ 164

resident is transferred to another health care This requirement will be niet as follows: O3+
institution; or record release is required by law. The facility has taken corrective action for the

restdents affected by this practice by:
*  Observation of Resident #39 & #257 on
06/22/12 has revealed that privacy has been

The facility must keep confidential all information

contained in the resident's records, regardless of maintaimed with wound treatment and care,

the form or storage methods, except when +  Wound nurse was counseled and educated by

release is required by transfer to another DON on July 13, 2012,

healtheare Institution; taw; third party payment * Observations of care on July 9, 2012 by SDC
indicated privacy was provided by wound

contract; or the resident. care nurse.

The facilicy will take corrective action for those
residents having the potential to affected by the same

This REQUIREMENT is not met as evidenced deficient practice:
. Alert and oriented residents were interviewed

by: . °
Based on observations, staff interviews and ;2\{:3 ::(13;11'::;133 ﬁiﬁ;ﬁ;ﬁgi ;vzféhcam.
record reviews, the facility failed to provide *  Residents expressed no concems regarding
privacy for 2 of 3 residents during wound privacy on these dates.

care(Resident #39 and #257). The findings

included:

LABCRATCORY DIR. ~TPR'S OR PROVIDER/SUPPLISR REPRESENTATIVE'S SIGNATURE TIFLE {X6) CATE
&M (el T . Adww stetor — OF43-12.

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institulion may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Exeept for nursing homes, the findings stated above are disclosable 99 days
following the date of survey whether or noi a plan of corraction is provided. For nursing homes, the above findings and plans of corection 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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During an observation on 6/20/12 at 12:41PM, the
wound care nurse{(\WCN) entered Resident #39°
s room. Resident #39 was lying in bed under a
blanket fully clothed. The privacy curtain was
pulled ali the way back to the wall and the blinds
were open to the facility patio where 3 residents
and staff were seated. The nurse pulled the
blanket down to the resident ' s brief and the shirt
up to the shoulder area exposing the resident ' s
entire back to the view of the window. The
windows in resident room were at seated
wheelchair height.

The nurse was questioned about the facility
practices for ensuring privacy during wound care.
Nurse conflrmed that the privacy curfain should
have been pulled around the resident and the
blind shauld have been c¢losed before dolng the
wound care.

Duting an interview on 6/21/12 at 9:10AM, the
Director of Nursing, Administrator both indicated
that the expectation was that staff closed the
resident ' s door, privacy curtaln and blinds before
any care was provided to ensure privacy.

During an interview on 6/21/12 at 12:23PM, the
Staff Development Coordinator indicated the
expectation would be that all staff foltowed the
proper procedures for ensuring privacy during any
type of care in accordance with facility policy.

2. During an observation on 6/20/12 at 12:50PM,
wound care nurse entered Resident #257's
room. Resident# 257 was seated in a wheelchair.
The privacy curtain was pulled back toward the
wall and the blinds were open. Staff and residents

The following measures/systemic changes wilt be put
in_place to ensure that the deficient practice dogs not

Qecr:
»

The facility will monitor its pgrformance te gnsure
that solutions are achieved and sustaingd, The

Alt nursing staff to include C N As and stafl
nurses were in-serviced by SDC by July 13,
20172 regarding providing privacy while
administering personal care and treatmerds.
Any in-house staff who did not receive in-
service training will not be altowed to work
until training is completed.

This information has been integrated into the
standard orientation training and in the
required in-service refresher courses for all
employees and will be reviewed by the
Quality Assurance Process to verify that the
change has been sustained.

facili

wilt evaluate the plan’s effectiveness by:

Using the QA Survey Auditing Tool, privacy
will be monitored by observing care and
treatments on 2 residents daily Monday
through Friday for two weeks then weekly
for two months by SDC, Nurse Manager, or
designee.

Any immediate concems will be brought te
the DON or Administrator for appropriate
action.

Compliance will be monitored and ongoing
auditing program reviewed at the Weekly
Quality of Life Meeting. The Commiitee
members will inelude at a minimum:
Administrator, DON, SDC, Support Nurse,
MDS nurses, Social Services, Dietary and
other clinical team members as needed.
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were sealed in the patio area in view of the
resident window. The nurse was providing wound
care to resident * s heel. The windows in resident
room were at seated wheelchair height.
The nurse was questioned about the facility
practices for ensuring privacy during wound care.
Nurse confirmed that the privacy curtain should
have been pulled around the resident and the
blind shotld have been closed before doing the
wound care.
During an interview on 6/21/12 at 9:10AM, the
Director of Nursing, Administrator both Indicated
that the expectation was that staff closed the
resident ' s door, privacy curtain and blinds before
any care was provided to ensure privacy.
During an interview on 6/21/12 at 12:23PM, the
Staff Development Coordinator indicated the
expectation would be that all staff followed the 483.35 (i) Food Procedure, Store/Prepare/Serve-
proper procedures for ensuring privacy during any Sanitary
. . i : F Tag # 371
type of care in accordance with facility policy. . .
) This requirement will be met as foltows! .
F37 483-350) FOOD PROCURE, F 371 The facility has taken corrective action for the O‘}" '1)47/
ss=£ | STORE/PREPARE/SERVE - SANITARY residents affected by this practice by:
s There were no residents identified in the
- 2561,
The facility must - . . All items identified as out of datc or damaged
(1) Procure food from sources approved or were disposed of immediately. Other items
considered salisfactory by Federal, State or local identified were comrected by properly
authorities; and packaging and/or labeling with identifying
setrd information and a clear “use by date”.
(2) Store, Prepare, (;j.i.smbme and serve food Effected insulated domes and bottoms were
under sanitary conditions removed from service. Storage rack for
domes/bottoms was cleaned.
residents having the potential to affected by the same
deficient practice:”
e Al residents have the potential to be affected
by this alleged practice.
This REQUIREMENT is not met as evidenced
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by:

Based on observations, staff interviews, and
record review, the facility failed to 1) remove 3
dented cans from the kitchen's dry-storage area,
2) failed to ensure food items in the one of one
walk-in refrigerator were labeled when taken out
of the original container and were discarded past
the expiration date, and 3} failed to air-dry dome
lidsfinsulated bottoms and stock them on a clean
cart and clean racks.

Findings include:

During the initial four of the kitchen's dry-storage
area on 6/18/12 at 11:01 a.m., the following
canned foods were damaged with significant
dents at their rims andfor seals: 1 can of
mandarins oranges, 1 can of pasta sauce, and 1
can of three-bean salad, They were observed
stocked among and intermingled with
undamaged canned products ready for resident
use.

During the kitchen tour on 6/18/12 at 11:10a.m,,
the following ltems were cbserved in one of one
walk-in refrigerator: 1 bag of ravioli, 1 bag of
frozen dinner rolls, 1 bag of hot dogs, a half
deli-roll ham dated "use by 6/6/12," 1 large
container of mustard dated "use by 5/8/12," 1
large container of Thousand Istand dressing
dated "use by 6/4/12" (as identified by the
director of food services) that were uniabeled and
expired.

During an interview on 6/20/12, the dietary
manager indicated that the dietary aides were
responsible for ensuring that foods are labelied

The following measures/systemic changes will be put

in place fo ensure that the deficignt practice does not

peeur;
L]

Al cans will be inspected for damage on
receipt and further inspection will ocour per
audit process. The kitchen manger will
monitor for compliance.

Ravioli, frozen dinner rolls, hot dogs, deli
ham, mustard, salad dressing and like
products will be labeled with identification of
contents,

Al foods will be used or disposed on or
before expiration date.

Insulated dome lids and insulated bottoms
will be allowed to air dry and will be
inspected for food debris prior to stacking.
Storage racks for these items will be cleaned
daily.

Long term plans include purchasing new
storage racks.

An audit process will be implemented to
ensure compliance. An in-service developed
and approved by the Registered
Dietitian/CDM will be presented by the
CDM beginning July 9-13, 2012 for al! Food
Service staff including the Kitchen Manager,
Kitchen Supervisors, Cooks and Dietary
Aids.

This information has been integrated into the
standard orientation training and will be
included in the Kitchen survey that is
conducted by the Regional Food Service
Manager or designes.

Any dietary staff who did not receive in-
service training will not be allowed to work
until training is completed.
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and dated as to when they are opened and when
they should be used by before they are returned
to the refrigerator/freezer.

During kitchen observation on 6/18/12 at 11:10
a.m., 31 domed lids and 45 insulaied bottoms
were observed stacked on fop of each other, wet
or with food dehris.

During tray line observation on 6/20/12, at 11:08
a.m., 20 domed lids were observed wet or with
food particles on them, and 22 domed lids were
observed on the drying rack with food particles
{the lids were identified by the dietay manager as
clean and ready to be used. The rack the domed
lids were on and the cart had dried-up black and
yellow matter on them.

During an interview on 6/20/12 at 11:12 a.m. with
the dietary manger, she indicated that the
expectation is that the dietary aides who stack the
dishes should check all the dishes for lefi-over
food debris before stacking items on drying racks
or in the drying area. The person assigned to
check the stock or has retrieved food should label
and date the foods before returning them to the
refrigerator or freezer. Staff (7 staff members on
duty between breakfast and lunch) have been
informed and in-serviced on the expectations of
the kitchen,

During an interview on 6/21/12 on 9:10 a.m., the
administrator indicated that the expectalion was
that the dietary manager ensures that all sanitary
conditions in the kitchen are mainiained, that
foods are labeled and dated, that dishes was
cleaned and dried without food and debris, and
that any broken dishes should be discarded.

* that solutions are achieved and sustained. The
facility will evaluate the plan’s effectiveness by:
This requirement wili be met as follows:

. Using the QA Survey Auditing Tool,
comptiance will be monitored by inspection
for dented cans, proper labeling, dating, and
expiration of items, and that lidsfinsulated
bottoms are dry/free of food debris. Audits
will be condueted four times weekly for two
weeks tiien weekly for two months by
Dietary Manager o designee.

¢ Any immediate concems will be brought to
the Dietary Manager, DON or Administrator
for appropriate action.

»  Compliance will be monitored and ongoing
auditing program reviewed at the Weekly
Quality of Life Mecting. The Comumitiee
rembers will include at a minimum:
Administrator, DON, SDC, Support Nurse,
MDS nurses, Social Services, Dietary and
ather clinieal team members as needed.
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SPREAD, LINENS

The facility must establish and maintain an
infection Control Program designed to provide 2
safe, sanitary and comfortable environment and
to help prevent the development and transmissicon
of disease and infection.

{a) infeclion Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

{2} Decides what procedures, such as isolation,
should he applied to an Individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

483,65 Infection Control, Prevent Spread, Linens
F Tag # 441
This requirement will be met as follows:

M V\m_en the !nfechot:t Control Prc‘]gran’f The fagility has taken corrective action for the OF-13 2
determines that a resident needs isolation to resldents affected by this practice by;
prevent the spread of infection, the facility must +  Resident #39 has had no ill effect and all
isolate the resident. wounds are documented without signs and
(2) The fagility must prohibit employees with a ?ﬁ%ﬁiﬁggﬁ?ﬁ&% gﬁ;g;m #257 is no
commgnlcabfe disease or |r'\fected skin I‘eslons . v Wound Care Nurse was counseled and
from direct contact wilh residents or their food, if educated by DON on wound care procedure
direct contact will transmit the disease. and infection control on July 13, 2012.
(3) The facility must require staff to wash their (b)bSS%"C’“f“’“f;m"‘““: care on July 9{,20‘2
. . 3 Y or que {o ensure compilance
hands after eafzh'dlr_ect resident contact for which with all infection control practices during
hand washing is indicated by accepted treatments.
professional ractice. The facility will take corrective action foy those
p The facility will take correcilye acl A7) SE0E
residents having the potential to affected by the samg
. deficient practice:
(c) Linens «  Ali residents have the potential to be affected
Personnel‘ must handle, store, process and by this alleged practice. Residents with
transport linens so as to prevent the spread of wounds were assessed on July 13,2012 by
infection. the Nurse Practioner with Physicians
Fldercare and have no signs or symptoms of
infection,
FORM CMS-2667(02-99) Previous Versions Obsclate Event ID:OlOS11 Facility ID: 923497 if continuation sheet Page 6 of 10



PRINTED: 07/05/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY ,
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED ;
A. BUILDING
B. WING
345284 0612112012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
P8 D
THE OAKS 904 BETHESDA RD
WINSTON SALEM, NC 27103
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION} TAG CRO$S-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 441 | Continued From page 6 F 441

This REQUIREMENT s not met as evidenced
by: :
Based on observation, staff interview and record
review, the facility failed to the facility failed to
wash hands before, and after wound care, the
facility failed to clean environmental surfaces and
equipment before and after wound care was
provided for 2 of 3 sampled residents receiving
wound care(Resident #39 and #257).

The findings included:

Review of the policy titled “ General guidefines
for Dressing Procedures " dated 3/10 read in
park: section: General guidelines for infection
controf included #1 observe(standard) universal
precautions or other infection control standards
as approved appropriate committee. 2. wash
hands before and after all procedures. Wear
gloves when appropriate and 7. thoroughly clean
all equipment used and return to appropriate
storage area. Hand hygiene procedures dated
3/1/04, read in part; wash hands before
performing dressing care or touching wounds of
any kind, after handling used dressings and after
handling items potentially contaminated with any
resident ' s blood, secretions or excretions.
Section noted gloves: if gloves are worn for a
procedure, hand hygiene is to be completed
before putting on gloves and after removat and
deposit of gloves in appropriate container. The
use of gloves does not replace hand hygiene.

1. During an observation on 6/20/12 at 12:41PM,
the wound care nurse{(WCN) pulled the freatment
cart o the side of the resident room door before
entering. Nurse did not use the hand sanitizer

The following measures/systemic ehanges will be put
in place to ensure that the deficient practice does not
oCcur:

*  Anin-service was provided for all nurses and
wound care CN A Il on dressing change
technique, and infection control. Training
included use of gloves, hand washing,
preparation of a clean surface for dressing

: material and equipment, positioning of the

i resident so wound surface remain free from
contaminated surfaces during treatment
procedure. In-services were conducted by
SDC and completed by July 13,2012,

. Any in-house nursing staff or wound care
C N A s who did not receive in-service
training will not be allowed to work until
training is completed.

+  This information has been integrated into the
standard orientation training and in the
required in-service refresher courses for all
employees and will be reviewed by the
Quality Assurance Process to verify that the
change has been sustained,

s+ SDC will conduct and complete a Nurses
Skills Check List to include wound and skin
care demonstration on orientation and
annually. CN A II who provide wound care
will also have to demonsirate competency on
orfentation and annually. Any identified
concerns with infection control technique
will be reported to the DON for appropriate
action and follow up.
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located on the side of the nursing cart, nor did the
nurse wash her hands before entering Resident
#39 room. Nurse removed Resident #39
treatment supplies from the cart and placed the
supplies on the tray table. Nurse #1 did not clean
the surface area before placing the supplies on
the tray table. Nurse reached into her pocket
which had several other items and pulled out a
pair of black gloves. Nurse removed the bandage
from the resident ' s back, the area was sprayed
with the anti-septic spray, removed a pair of
scissars from her pocket to cuf the dressing,
appiied the hydracolloid ge! to the dressing and
put the scissors back in her pocket. The gloves
broke during the treatment and the hydrocolloid
gel was an the nurse hand when the gloves
broke. The dressing was placed on the tray table
while the nurse replaced the broken gloves.
Nurse did not use any hand sanitizer or wash
hands before or after complsting the treatment.
Nurse exited Resident #39 room returned the 1st
cart to treatment room proceeded to next resident
and did not wash hands. Nurse went from room
to roam without washing hands.

During an observation on 6/20/12 at 12:50PM,
wound care nurse entered Resident #257 ' s
room. Resident# 257 was seated in a wheelchair.
Nurse pulled treatment cart in front of resident
#257 room. Nurse did not use the hand sanitizer
located at the side of the cart nor did she wash
her hands before initiating treatment to Resident
#257. The nurse retrieved the needed supplies
for the treatment and placed it on an un-cleaned
fray tabte. Nurse reached into her pockets and
put on a clean set of clear gloves and pulied the
dressing from the resident's left heel. The heel of
the resident was rested on the foot pedal with the

The facility will monitor its performance to ensure

THE OAKS
WINSTON SALEM, NC 27103
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that solutions are achieved and sustained. The

facility will evaluate the plan’s effectiveness by:

Using the QA Survey Auditing Teol, wound
care will be monitored by observing care and
treatments on 2 residents daily Monday
tiwrough Friday for two weeks then weekly
for two mouths by SDC or Nurse Manager or
designee.

Any inunediate concems will be brought to
the DON or Administrator for appropriate
action.

Compliance will be monitored and ongoing
auditing program reviewed at the Weekly
Quality of Life Meeting. The Committes
members will include at a minimum:
Administrator, DON, SDC, Support Nurse,
MDPS nurses, Social Services, Dietary and
other clinical team members as needed.
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wound exposed with white edges and some
stough in the center. and placed the heel back on
the foot pedal that had dripping antiseplic spray
on it. She obtain scissors from her pocket that
she did not clean, a flash light and sharpie
marker. She cut the santyl gauze with the
scissors obtained from the pocket in 6 slits and
dated. Nurse# placed the scissors back info her
pocket without cleaning them.

Nurse confirmed that she placed the opened
wound heel on the foot pedal of the wheelchair.
She added that she would normally perform the
treatment with the resident in the bed, but she
was up in the wheelchair so went ahead and did
the treatment in the position the resident was in.
She did not clean the surface of the tray table
before putting the treatment supplies on it and
retrieved the scissors, marker and pen light from
her pocket and did not clean the scissors before
and after the care. She indicated she was
unaware of the need 1o clean the surfaces or the
scissors before freatment was provided.

During an interview on 6/21/12 at 9:10AM, the
Director of Nursing and Administrator indicated
the expectation would be that staff should wash
their hands and/or used the

hand sanitizer in between glove and dressing
changes. DON indicated that the resident area
should have been cleaned before treatment
supplies was put on the surface. The nurse
should clean the scissors before and after use
when treating an open wound. DON and
Administrator further stated that all staff should
follow the infection controf protocol for hand
washing, disinfecting of surfaces and equipment
used during wound care.
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During an interview on 6/21/12 at 12:23PM, the
Staff Development Coordinator(SDC) Indicated
the expeclation would be that all staff follow the
facility policy/procedures for hand washing and
infection control during wound care.
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K 000 | INITIAL COMMENTS K 000 . ‘
NFPA 101 Life Safety Code Standard 3/
Tap# K 012 ‘ 3 ,
Surveyor. 02249 : This requirement wilt be met as follows: ? 4
This Life Safety Code(LSC) survey was The facill hasnj ke; ;orae_ctlve ad on for
conducted as per The Code of Federal Register the residents affected by ts pLactes 20
at 420FR.483.70(3); using the Existing Health T following was repaired t0 the smoke
Care section of the LSC and its referenced rogisting roofediling ¢ o
publications. This building is Type 211 ¢+ Sealed metpipe peniiratsons in phone
; i i equipment root GEINE
Z?J?s,tru%téon' ?n]g Stow.t:-’ﬁh a Comp‘ete s Holes fixed in ceiling of mechanical
omatic sprnkler SVS . room beside room 300 ‘
: . . «  Holes fixed in ceiling of toilet beside
The deficiencles determined during the survey 200 hall clericat station
are as follows: . Holes fixed in ceiting of toilet near
K 012| NFPA 101 LIFE SAFETY CODE STANDARD K012 front entrance mai nurSes” SIELON
§s=D{ _ . . . ‘Tie faelilsy will 1dentify. othes life safety
Building construction type and height meets one ‘<sues having the notentlal to affe t residents
of the following. 19.1.6.2, 19.1.86.3, 19.1.6.4, wwﬂ—’&“—% )
19.3.5.1 > Assess all arcas for holes or penetrations :
R 1o the smoke resisting rooficeiling
e  Repairarcas a8 needed
.wmwﬂﬂ@ﬂ‘l?gﬂﬂ
pe put in place to ensure that the deficient
i i . practice dogs 1ot recur:
This STAI‘\JDARD is not met as evidenced by: D il arcas for holes or pent ations
Surveyor: 02249 to the smoke resisting rooffeeiling
Based on observalion, on July 12, 2012 at «  Repair arcas as noeded
approximately g:00am onward, the smoke ” .
resisting roof/ceiling is non compliant In the [he facilfty will mouitor its performaRse=s
i1 ‘ PN ensure that sojutions Rre d hieved an
facnhty due to the following: sustained. The facllity will eyaluate the
plan’s effectiveness by .
1. unsealed pipe penetrations in phone ’ (;rlazntma?ee Direclolrﬂwi}l mtzmtar
equipment room ceifing. or compliance monthly for 1o
‘ smoke resisting rooffceiling to mest
: . . : . standard during preventative
2. holes in celiing of mechanical room beside maintenance rounds.
room 300. o Coective action taken if not
compliant.
il i i +  Report will be made t0 the Quality
3& I}o!es in celling of toilet beside 200 hall clerical O ate Commitec on & Sranbly basis
station. for next 2 months.
4. holes in celling of tollet near front entrance
(ARORATORY-DIRECTOR'S OR PROVIDER/SURPLIER REPRESENTATIVES SIGNATURE TITLE (X6} DATE
o Holle T . Adpmonstodor OF -2,

Any deficlency statemant ending wi
other safeguards provide sufficlent protaction to the patients. (See Ingtructions

following the
days followlng

the date these documents are

program participation.

FORM CMS-2667(02-89) Previous Verslons Obsofste

e

Event j0 OlOS2Y

the findings slated above are
the above findings agd plans of correction are

Facility \D: 923497

ih an astadsk (*) denotes a deficlency which the institution may be excused from corecting providing it is determined that
)} Except for nursing homes,
date of survey whether or not a plan of coraction Is provided, For nursing homes,
made available to the facliity. If deficlencies

disclosable 90 days

disclosable 14

ate cited, an approved plan of carrection s requisite to continued

"

If continuation sheel Fage 1of7?
FH(

Ty

e




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/15/2012
FORM APPROVED
OMB NO, 0938-0381

STATE&%NT OF DEFE!ECIENCIES K1} PROWDE};ISUF’FUERICL!A (%2 MULTIPLE CONSTRUCTION 0(3)(?3;%55_@?‘( :
AND P OF CORRECTION IDENTIFICATION NUMBER: Al
A BUILDING 01 - MAIN BUILDING 01 1, 'sf‘
B, WING
345284 07/12/2012

NAME OF PROVIOER OR SUPPLIER

STREET ADDRESS, CITY, 8TATE, ZIP CODE
901 BETHESDA RD

K
THE OAKS WINSTON SALEM, NC 27103
o4y 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION 45)
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
' DEFICIENCY)
K 012! Continued From page 1 K012 _
main nurse's station. NFPA 101 Life Safety Code Standard o
Tag# K 015 :
42 CFR 483.70(a) This requirement will be met as follows: %—' e
The facility has taken corrective action for P
K 015 | NFPA 101 LIFE SAFETY CODE STANDARD K015 e restdents affected by this practice by; .
88=D : ‘
Interior finish for rooms and spaces not used for ‘The followlng was repaired: o
corridors or exitways, including exposed interior . Ccllmg't_re-pamfed mmﬂge n;edlcatmn
surfaces of buildings such as fixed or movable preparation room atstation 2.
walls, partitions, columns, and ceilings, has a The facility sill identify other life safety
flame spread rating of Class A or Class B. {In issues having the potential to affect vesidents
fully sprinklered buildings, flame spread rating of by the same deficient practice. thesam: geﬁ:é? fﬁ ractlce; fonro
H . medication pre.pam 10N 100ms
Class _A,. Class B, or Class C may he contmugd in R soxsag for flaking paint and painted
use within rooms separated in accordance with if needed. '
19,36 from 1he aceess COfridOi'S.) 193:3. 1 ) . Other areas within faci]jty assessed
19.3.3.2 for flaking pain and painted if
needed,
The following measureg/systemic changes will ;
be put in place to ensure that the deficient
practice does ot recurs
s Alimedication preparation rooms
This STANDARD s not met as evidenced by: fsw:degd for flaking paint and painted
. ifneeded.
Surveyor: 02249 : ‘ »  Other areas within facility assessed
Based on observation, on Juy 12,2012 at for flaking pain and painted if
approximately 8:00am onward, there is flaking needed,
paint on the ceiling in the medication preparation The facility ::f ___willl trinc'___nitor “_P_ELSMB e;.m__m_ance to
i ' ansure that solutions are achleve and
room at station #3. susiained. The facility will eyafuate the
plan’s effectiveness by:
42.CFR 483.70(a) o ' ,
K 054 | NFPA 101 LIFE SAFETY CODE STANDARD K 051 . ?damtena;}ce Dill;ec‘torwi!i monitor
S8=D . or compliance yflssessmg’areas
: thly for compliance durin
A fire alarm system with approved components, f;‘;’;m;tg‘;;agt;w;mufd&
devices or equipment Is installed according to- +  Corrective action taken if not
NFPA 72, National Fire Alarm Code, to provide compliant. '
effective warning of fire in any part of the bullding. . iepon will ge maf:te to the Quafllg]};
Activation of the complete fire alarm system is by A ¥
s sis for next 2 months,
manual fire alarm initiation, automatic detection or
extinguishing system operation. Pull stations in
patient sleeping areas may be omitted provided
that manual pull stations are within 200 feet of
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- K 051/ Continued From page 2 : K 051
nurse's stations. Pull stations are located inthe NFTA 101 Life Safety Cade Standard 3/
path of egress, Electronic or written records of Tag# K 051 Y ;L
tests are avaliable. A reliable second source of T’ﬁl’é";‘i‘ﬁ"“&i'&?ﬁi“i’: ﬂi‘;ﬁf&;’m
power !_S pl’O_VIdGCi. Fire a!an:n systems are the residents affected by this practice byt .
maintained in accordance with NFPA 72 and _
records of maintenance are kept readily avallable. e The audible trauble signal repaired
There Is remote annunciation of the fire alarm to sound.
gystem to an approved central station. 19.3.4, The facllity il [dentify other lfe safe
8 {ssues having the petential fo affect residents
by the same deficient practice :
v Alarm will sound,
The following measuves/systemic changes will
be put In place to ensure that the deficlent
s Facility will continue required
inspections related o the fire panel.
The facility will monitor jts performance to
ensure that solutions are achleved and s
sustnined, The facility will evaluate the '
. . plan’s effectiveness by:
This STANDARD is not met as evidenced by:
Surveyor. 02244 s Maintenence Direotor will monitor
: for compliance by asgessing audible
Based on c:b]sen'/atlon, on July 12, 2012 at trouble signal standard during
approximately Q.OOam onward, t_he audible monthly preventative maintenance
trouble signal did not resound with the main rounds.
power breaker off to the fire alarm control panel . Corre;{tive action taken ifnot
after acknowledgement of signal by ulilizing the compliant.
4 v Report wilt bo made to the Quality
trouble sifence switch and then activating the Assurance Committes on a monthly
control panel reset switch with the breaker basis for next 2 months.
remaining in the.off position.
42 CFR 483.70(a) - 4
NEPA 101 Life Safety Code Standard
K 061 | NFPA 101 LIFE SAFETY CODE STANDARD K 061 Tag# K 061 3’734?’(}.
§8=D} ‘ This requirement will be met as follows: ‘
Required automatic sprinkler systems have Th‘i’ df “—:“ - as ‘5“; "t;‘i’""-“’u“ ‘;“?“ for the
valves supervised so that at east a local alarm resldents affected by this prastice bv:
will sound when the valves are closed. NFPA +  Audible tamper switch signal has a
72,9.7.24 local alarm that sounds when valves are
closed on the dry-pipe speinkler riser
lacated on 400 hall.
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K 061 # m The facitity will ldentify other life safety Issues
Continued Fro page 3 K 061 haying the potentis] to affect residents by the
sanie deficient practice: -
. S ¢ Alocal alam will sound when valves
. y . are closed.
.Th[S STA{\!DARD Is not met as evidenced by: The following measures/systemic changes will
SUWGYOT. 02249 . he put in place to ensure that the deflcient
Based on observation, on-July 12, 2012 at practice daes not reeurs
approximately 9:00am onward, the audible o .
tamper switch signal can be permanently silenced *  Facility will continue ﬂffq““'f"‘ !
ith the valve In the closed position - main valve inspections related to the firo panel
w } the closed p The facllity will montor ifs performance to
for dry-pipe sprinkler riser located on 400 hall. ensure that solutions ave achleved and
sustained. The facility will eyaluate tire plan’s
42 CFR 483.70 (a) ; ﬂee!ive“ets\d:m:enance Direstor will monitor for
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD" K082 complianoe by assessing local alarm
88=D : sound standard during preventative
Required automatic sprinkler systems are maintenance rounds.
continuously maintained in reliable operating . S;g;‘;:fa“m taken ifmot
condition and are inspected and tested . . :
) : ¢ Report will be made to the Quality
perodically.  19.7.6, 4.6.12, NFPA 13, NFPA Assurance Comemaitice on  monthly
25,9875 basis for next 2 months.
NFPA 101 Life Safety Code Standard K
Tag# K 62 63’;2{;‘{ 24

This STANDARD Is not met as evidenced by:
Surveyor.; 02249

Based on observation, on July 12, 2012 at
approximately 9:00am onward, the sprinkler
systerm is not maintain in accordance with NFPA
25 dus to the following:

1. there is paint on the heat sensitive element of
sprinkler in the Janitor's closet beside room 309.

2. there is paint on the heat sensitive element of
sprinkier in the kitchen dishwash area.

3. the sprinkier Inspection report dated 4/10/2012
by Simplex-Grinnell revealed the following
deficiencies with no documents to demonstrate

This requirement will be met as follows:
The facility has taken corrective action for the
residents affected by this practice by:

«  Paint removed from the heat sensitive
element of the sprinkler head or
replaced in janitor's eloset beside
room 309 and in the kitchen dishwash
area.

»  lems revealed on inspection report
dated 04/10/12 will be resolved,

The facility will Identify other Iife safety Issues
having the potential to affect residents by the

same deficlent practice:
o All the heat sensitive clement of the

sprinkler heads throughout the facility
assessed for compliance,

o Post indicator valve and valve below
ground pit has audible signal when
valves are closed.

s Water motor gong function tests by
sprinkler company,
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: ‘ The foilewing measuresisysternic changes wil
K 062 Comm?ed Fﬂ?m page 4 K062 be put in place to ensurg that the deficlent
corrective action: ' practice does not recur;
' . -« All the heat sensitive element of the
a. Post indicator vaive did not sound an audible sprinkler heads throughout the facitity
. Fwith th i ! d assessed for compliance.
signai wi e valve ciosed. s Postindicator valve and valve below
. . grouad pit has audible signal when
b. valves in below ground pit did not sound an valves are closed.
audible alarm with the valves closed. ’ Wait;;] motor gong function tests by
sprinkler company.
G Vfate.r mom_r gong did not function test by The facility will moniter its performance fo
sprinkler company. ensure that solutions are achieved and
sustalned. Tlhe facility will evaluate the plan’s
42 CFR 483.70(8) effectiveness by:
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K 072 . Maintenance Dircotor will monitor for
38=D : compliance monthly by assessing that
Means of egress are continuously maintained free sprinkler heads meet standard %l;nng
of all obstructions or impediments to full instant LA
in the case of fire or other emergency. No S e Do e
use A A g ¥ facility has documentation to
furnishings, decorations, or other objects obstruct demonstrate follow-up of inspection
exlts, access to, egress from, or visibility of exlts. Teports. ‘
7.1.40 s Comective action taken if not
: compliant.
+  Report will be made to the Quality
Assurance Committes on a monthly
basis for next 2 months.
. . . : /
This STANDARD is not met as evidenced by: T gy Safety Code Standard S(‘,/g3¢,
Surveyor: 02249 “Fhis requirement will be met as followss A
Based on observation, on July 12, 2012 at The faciity iras taken corrective action for the
“approximately 9:00am onward, the means of rest ;‘;‘S ?f;?c ed bd “';* TEF lce by i
‘ iahi . mishings and other objects removed from
egrests I.s c;gsl[;uﬁteci by fumls_hmgs and other egress in corridor of restorative care sunroom
objects In the foilowing areas: ‘ and comridor of Business Office Manager.
. ‘The factlity will identify other Jifo safety Issues
1. corridor in front of restorative care sunroom. ga;j’; he potential to affect residents by the same
eficlent practice: - :
2. corridor area near business manager office - ’ ﬁgjgt?;’;,:j\?gﬁ;::ﬁ“ for obstruction end
400 hall area. The following measures/systernic changes will be
put in place to eusure that the deficient practice
42 CFR 483.70(a does not recur!
K 078| NFPA 101 LIFE{ S)AFETY CODE STANDARD Ko7g| < Allmeans of epress assessad for obstrustion and
‘ objects removed as needed.
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. ) “The facility will monitor its performance to ensure
K076 Continued From page 5 K076 that solutions are achieved aud sustained. The
SS8=D _ facllity will evaluate the plan’s effectiveness by:
Medical gas storage and administration areas are’ *  Maintenance Director will monitor for
protected in accordance with NFPA 69, ' ‘;Zg’s“gg;?)' f:j:i;““gvg‘:i‘;;ﬁzzgn‘i
Standards for Health Care Facilities. rounds. £P
. ' +  Comective action taken if rot compliant.
(a) Oxygen storage locations of greater than o Report will be made to the Quality
3,000 cu.ft. are enclosed by a one-hour Assurance Committes on 4 monthly basis
separatidh ’ for next 2 months,
(b) Locations for supply systems of greater than
0 cu.it. ented to the outside,
3'301 .2 ﬁ,!grg ; A ted to'1 utside. NFPA 99 NFPA 101 Life Safety Code Standard
o e i Tag# K076
This requirement will be met as follows: _?[
The facility has taken corrective petion for the 332'4[}
residents affected by this practice by:
+  Unsupported oxygen cylinder secured
. in the medicatiorn preparation room near s
. . ] room 507, :
This STANDARD is not met as evidenced by: “Fhe facllity will identify other life safety issues
Surveyor; 02249 having the potential to affect residents by the
Based on observation, on July 12, 2012 at %ﬁr%&c&l e s for
approximately 9:00am onward, there is an propcryftoragy;.
unsupported oxygen cylinder on the countertop; “The following measureg/systemic changes witl
in the medication preparation recom near room he put in place to ensure that the deficient
507. practice does 1ot recur: .
: «  Alloxygen cylinders assessed for
proper storags,
|42 CFR 483-70(3) The facility will monitor its performance to
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 ensure that solutions are achieved and
88=D . ‘ - sustained. The facility will evaluate the plag’s
. s . 1l effectiveness by:
Electrical wiring and equipment is in accordance o Manteriance Direstor will raonitor for
with NFPA 70, .National Elecirical Code. 9.1.2 compliance of oxygen cyiinder storage
during preventative maintenance
rounds.
‘ f »  Cormectiveaction taken if not
. \ . ; . compliant. _
This STANDARD is not met as evidenced by: «  Report will bo made to the Quality
Surveyor; 02249 , Assurance Committee ena monthly
Based on observation, on July 12, 2012 at basis for next 2 months.
approximately 9:00am onward, electrical witing
and equipment is not in accordance with NFPA
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70 due to the following: . NFPA 101 Life Safety Code Standard
Tag# K 147 /

1. liquid-tight flexible condult is disconnected from
fitting on food disposal in dishwash area of
kitchen.

2. no thirty rn'ihute load test documented for
emergency generator from January through June
2012,

3. broken ground fault Interrupter receptacie in
central bath near room 200, _

4. emergency power system required greater
than tert seconds to restore power during loss of
normal power to the automatic transfer switch of
the essential elecirical system. Approximately
sixteen seconds elapsed prior to restoral of
pOwWer,

5. generator power fight did not function on the
annunciator panel located behind the main
nurse's station - during loss of normal power to
the automatic transfer switch of the essentfal
electrical system.

6. exposed incandescent light fixture above shelf
in storage room - across hall from central bath on
400 hall. o

42 CFR 483.70(a)

This requirement will be met as follows:
The facllify has taken corrective action for

the residents affected by this pragtice by:

Liquid-tight flexible conduit
reconneoted on fitting of food
disposal int dishwasher area of
kitchen

Thirty minute load test documented
July 30, 2012, .

Broken ground faully intermupter
receptacle in central bath near room
200 repaired.

Bmergency power system resfores
power within 10 seconds or fess.
Generator power light now functions
on annuneiator panet behind main
nurse’s station.

Incandescent light fixture fixed
above shelf in storage room across
hall from centrat bath on 400 hall,

The facility will Identlfy other life safety

Issues having the potential to affect residents
by the same deficient practice :

All electrical fitings/wiring
assessed.

Thirty minute load tests conducted
monthly.

All ground Fault receptacles assessed
for troken areas.

Emergency power system checked
monthly to assure power is restored
to facility within 10 seconds or less.
Generator power light checked for
continued appropriate functioning.
All incandescent fight fixtures
assessed for exposure.

3L,
544
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{ annunciator panel located behind the maln

42 CFR 483.70(a)

70 due to the following:

1. liquid-tight flexible conduit is disconnected from
fitting on food disposal in dishwash area of
kitchen.

2. no thirty minute load test documented for
emergency generator from January through June
2012, . ) :

3. broken ground fault interrupter receptacle in
central bath near room 200,

4, emergency power system required greater
than ten seconds to restore power during loss of
normal power to the automatic transfer switch of
the essential electrical system. Approximately
sixteen seconds elapsed prior to restoral of
power.

5. generator power light did not function on the

nurse's station - during loss of normal power to
the automatic transfer switch of the essential
electrical system.

8. exposed Incandescent light fixture above shelf
in st%raiqe room - across hall from central bath on
400 hall.

The following mensures/systemic changes will
be put in place to ensure, that the deficient

practice dogs no¢ recur:
s Allelectrical filtings/wiring

assessed. .
e Thirty minute load tests gonducted
monthly, ‘
»  All ground fauli receptacles assessed
" for broken areas. -

»  Emergency power system checked
monthly to assure power is restored
1o Tacility within 10 seconds or less.

o Generator power light checked for
continued appropriate functioning.

o Allincandescent iight fixtures
assessed for exposure,

‘The facllity will monitor its performanee to
ensure that solutions are achieved and
sustained, The facility wilt evafuate the .

‘plan’s effectiveness by
«  Maintenance Director wiil moniter

for compliance of electrical fittings,
appropriate load test documentation,
graund fault receptacles, appropriate
timing of emergency power
restoration, functioning of generator
power light, and light fixtures.

s Corrective action taken if not
compliant.

e Report will be made to the Quality
Assurance Cammittee on 8 monthly
basis for next 2 months,
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