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55=p | PHYSICAL RESTRAINTS
The resident has the right to be free from any Disclaimer
physical restraints imposed for purposes of M s o
" . . . ou
discipline or convenience, and not required to fain Vista HCE.*Hh Park submis ! his Plaq of
treat the resident's medical symptoms Correction (PoC) in accordance with specific
ymp ' regulatory requirements. It shall not be construed

as an admission of any alleged deficiency cited.
The Provider submits this PoC with the intention
This REQUIREMENT is not met as evidenced that it be inadmissible by any third party in any
by: civil or criminal action against the Provider or

any -employes, agent, officer, director, or
shareholder of the Provider. The Provider hereby
reserves the right to challenge the findings of this
survey if at any time the Provider determines that

Based on observations, medical record review
and staff interviews the facility failed to identify
the use of a table top tray on a geri chairas a

restraint, and provided no medical symptom for - :
'€ ! the dispuied : i
the restraint use. and did not assess the table top advers:f; fnﬂlﬂ:rlg;ngosr s(elrz'ea:; ;e}llzgisu?gnant;
tray as a reslraint for‘one (Rgs:dent #48) of four way, for the selection and/or imposition of future
sampled residents with restraints. remedies, or for any increase in future remedies,
whether such remedies are imposed by the
The findings included: Centers for Medicare and Medicaid Services

(CMS), the State of North Carolina or any other
entity; or {2} serve, in any way, to facilitate or
promote action by any third party apainst the
Provider. Any changes to Provider policy or
procedures should be considered to be subsequent

Resident #48 was admitted to the facility on
4/28/10 with diagnoses of Acute Renal Failure,
History of Dementia and Congestive Heart

Failure. i i ‘
remedial measures as that concept is employed in
. Rule 407 of the Federal Rules of Evidence and
Review of an assessment dated 3/1/12 for the should be inadmissible in any proceeding on that
use of side raits revealed one side rail was used basis. The Provider has not had any remedies
and Resident #48 was "upadlib” (as desired), imposed against it as a result of the alleged
There were no other assessments of potential deficiencies. Without such remedics, the Provider
restraints. will not be granted an appeal before the U.S.

Department  of Health and Human Services
Departmental Appeals Board to challenge the

Review of Nursing Annuai/Update Assessment 1AL
atleged deficiencies cited in the CMS-2567.

dated 12/9/12 revealed funclionat abilities for
ambutation by "self’ and "travels" by "self" and
Transfers - "self’. No assistance was required for
these Activities of Daily Living (ADLs).

Review of the Quarterly Minimum Data Set

(X6} DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THTILE /
Uiy 10 O¥25/13

Any deficiency statement ending with an asterisk (*} denoé% a deficiency which the institulion may be excused from correcting providing it is determined that
other safeguards provide sufficiant prolection to the patierits . (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 cofrection Is provided. For nursing homss, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facilily. If deficiencies are cited, an approved plan of correction is requisite to continwed

program pardicipation.
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(MDS) dated 3/5/13 indicated Resident #48 had
short and long term memory impairment and
severe impairment in daily decision making
ahilities. Resident #48 required total assistance
by staff with eating, personal hygiene and
{oileting. Resident #48 could transfer and walk in
the hallway with supervision, and could walk in
her room independently. The use of a chair that
prevents rising as a restraint was not assessed
on the MDS.

Revlew of the care plan updated 3/13/13 revealed
a problem of dysphagia and ongoing weight loss
due to refusal/poor meal intake refated to terminal
Alzheimer's and anorexia. The approaches
included for staff to ensure she was out of bed to
a reclining chair for all meals. This required the
use of Geri-chalr with a table top tray (altached
tray on chair) for meal times to maintain resident
in sedentary position for improved intake. Staff
were fo ensure the tray was removed after meal
completion.

Review of the medical record revealed, no
resiraint assessment for the use of the able top
tray attached to the geri chair and no identified
medical necessily or diagnosis for the use of the
restraint.

During initial tour on 4/1/13 at 10:45 AM Resident
#48 was observed in a gert chair with a table top
tray altached to the chair.

Observations on 4/1/13 at 12:33 PM revealed
Resident #48 was being wheeled by a direct care
staff member down the hall. An administrafive
nursing staff member stopped the direct care
staff and informed her Resident #48 could walk.

It has been the philosophy and normal
practice of this facility o assess and identify
items or devices that could be considered a
restraint. The facility has an established
Restraint Program with policies and
procedures designed to meet these goals.
Restraint use monitoring, physician reviews,
consultant  reviews, quality assurance
monitoring, and staff training are exampies
of the many components utilized.

The findings reference “the facility failed to
identify one of four sampled residents with
restraints.” Other than resident #48 there
was in faet only one resident (resident #40)
identified with restraint use,

On (4/05/13 a vestraint assessment for the
use of a tray table for Resident #48 was
initiated, Following the assessment the
decision was to utilize other approaches with
Resident #48 to enhance eating and
discontinue the use of a tray table. The
medical record has an  updated
comprehensive assessment and plan of care.

Director of Nursing (DoN), Staff
Development  Coordinator (SDC) and
Charge nurses reviewed all residents to
ensure no other unidentified situations
involving tray tables or other devices that
might be considered a restraint existed.
None existed.
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Resident #48 walked with hand held assistance
of one staff to the dining room. In the dining
room, Resident #48 sat in the geri chair. The
table top tray was afiached over the resident' s
lap. The resident was unabie to fise from the
chair. She was observed tapping her foot,
scooting herself away from the table and putting
her head down on the tray. She remained seated
in the geri chair with the table top tray in place
from $2:40 PM to 1:16 PM. The staffin the dining
room had not served her tray, or atiempted to
feed her. The tray was served at 1:16 PM by a
direct care staff member. The food was not
placed on the lap buddy. Resident #48 refused to
eat and did not attempt to feed herself. The table
top tray was removed from the geri chair after the
refusal to eat.

Observations on 4/3/13 at 12:30 PM revealed
Resident #48 walked from her room to the dining
room with hand held assistance of one staff
member. Resident #48 walked approximately
4120 feet. At 12:35 PM Resident #48 sat in the
gerl chair and direct care staff placed the table
top tray on the chair. No food or drink was
provided for this resident until she received her
food tray at 1:12 PM. The food and drink was
removed from Resident #48 and the direct care
staff proceeded to assist another resident.
Resident #48 remained in the geri chair with the
table top tray in place on the chair.

Observations on 4/4/13 at 8:55 AM revealed she
was sitting in her room in the geri chair, with an
aide feeding her breakfast. Resident # 48 was
holding her head upright and accepting the food.
The geri chair tray was not in use during this meal
fime.

from 04/05/13 through 04/11/13 to the
nursing staff conceming the use of a table
tray, vestraints, how restraint  definitions
apply and the corresponding supporting
documentation. MDS nurse re-reviewed the
guidelines in the RAI manual to assure
accurate coding,

Charge nurse, DoN, SDC  and/or
Administrator will monitor all residents at
feast 2 times per week for 2 weeks, at least 1
time per week for 2 wecks and at least
monthly for 2 months to determine if
devices that might be considered a restraint
are wsed. If so, the following will be
reviewed 1) MDS to assure accurate coding,
2) Restraint is addressed in the plan of care,
3) Medical symptom for the use of a
restraint is documented. These findings will
be veviewed and discussed in the facility
Quality Assessment and Assurance (QAA)
Committee.

Completion Date: 04/19/13
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Observations on 4/4/13 at 12:49 PM revealed
resident #48 ambulated with hand held
assistance of one staff into the dining room. At
12:52 PM the resident sat in the geri chair and
the tray was piaced on the chair. The chair was
scooted up to the table. Direct care staff #1
served the tray and attempted to feed the
resident from 1:02 PM to 1:04 PM. The food was
removed from the table top tray on the geri chair
and direct care staff #1 began feeding another
resident. Resident #48 remained in the geri chair
with the table top tray table in place

Interview with direct care staff #2 on 4/4/13 at
1:30 PM revealed she had provided care for
Resident #48 on 4/1/43. Direct care staff #2
explained the tray table was to keep Resident #48
in the geri chair at meal time, The resident would
get up and leave during the meal. She could not
get up and leave with the tray over the chair. The
tray was to be removed after a meal.

Interview with MDS nurse #2 on 4/4/13 at 1:35
PM revealed the most current care plan was in
front of the nurse's notes. That care plan gave
instructions for Resident #48 to have a fray
placed on the geri chair. She further explained
the tray table on the geri chair was for meal times
only. The MDS nurse and floor nurse went to the
dining room to view Resident #48. Both nurses
slated the tray table should have been removed
after the resident had eaten. The floor nurse
spoke fo the direct care staff #3. The floor nurse
stated the aide was going to try and feed her
some mare. Both nurses stated the table top tray
would be a restraint if it was not removed after
the meal,

F 221
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Interview on 4/4/13 at 1:40 PM with direct care
staff #1, who provided meal assistance on 4/4/13,
revealed the table top tray was to keep Resident
#48 in the geri chair during meals. She stated
she knew the table top tray was supposed to be
removed and she had not done that.

Interview with MDS nurse #2 on 4/4/13 at 2:00
PM revealed the tray would not be a restraint if a
resident would be able to feed themselves. The
most recent MDS was reviewed with MDS Nurse
#2 which assessed Resident #48 as requiring
total assistance with eating. MDS Nurse #2
explained Resident #48 did vary in her physical
functioning, but would hold a spoon, sometimes
her liquids, or she would do her own cups. If she
feeds herself a few bites and the staff follow up
and complete the meal, the MDS would be coded
as tofal assistance. The Interview continued with
questions regarding a decline since the 3/5/13
MDS assessment. Observations were shared
with the MDS nurse #2 of the resident not
attempting to eat or drink or of staff not offering
food or drink while seated with the table top in
ptace. MDS nurse #2 was not able fo state If
Resident #48 had experienced a decline or had
stop feeding herself.

483.30(e) POSTED NURSE STAFFING
INFORMATION

The facility must post the following information on
a daily basis:

o Facilily name.

o The current date.

o The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for

F 221

F 356
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resident care per shift:
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State taw).
- Certified nurse aides.
o Resident census.

The facility must post the nurse staffing dala
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

o Clear and readable format.

o In a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or writlen request,
make nurse slaffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
staffing data for a minimum of 18 months, or as
required by State law, whichever is greater.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interview, and
record review the facility failed to post accurate
daily staff postings in a clear and readable format
for & consecutive days.

Findings included:

On 4/1/13 at 10:00am an initial tour of the facllity
was conducted, The daily staff posting was
posted at the nurse’s slation between Spring and
Summer halis. Staff posting was listed for the
dates 3/30/13 - 4/1/13. It was noted that on each

The facility belicved it was posting the
murse staffing data as required. Once the
facility was made aware of the concern
regarding the posting requirements, the
Administeator revised the form utilized
and the information posted for April 4™

The form utilized to post nurse staffing
data was revised to include hours
instead of number of staff, (See attached
form.)

The Director of Nursing (DoN)
instructed staff, involved in gathering
and  displaying  nurse  staffing
information, on the form revision. The
nurse staffing information consistent
with the guidelines has been posted
since April 4, 2013,

The DoN or designee will monitor the
displayed posting at least twice a week
through the month of April to assure
guidelines are met.

As part of the Quality Assessment and
Assurance (QAA) process, a report will
be provided to the QAA committee
regarding the compliance monitoring.

Completion date: 04/05/13 04/05/13
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day the total and actual number of staff hours, for
licensed and unlicensed staff, was not listed on
the posting. The posting listed the resident
census, the nursing hours per patient day
(NHPPD}, and full-time equivalents (FTE's).

On 4/2M3 - 4/4113 the daily staff postings did not
list the total and actual number of staff hours.

The Director of Nursing (DON) was interviewed
on 4/4/13 at 1:52pm regarding the posting of staff
hours. She indicated that she monitors to be sure
that the form is posted, does not complete it
herself, and that it is completed daily by the
"nurse supervisor on the Spring hall. Today is was
[Registered Nurse (RN) #11." She stated, "I
remember when we first starled doing this form
and my thoughts are, "Who can really understand
these numbers anyway?" The DON Indicated
that she was not aware that the total and actual
number of staff hours should be listed on the
posting in a clear and readable format.

On 4/4/13 at 2:15pm, RN#1 was interviewed and
indicated that she completed the staff posting on
the days that she works. She indicated thal she
was not aware that the {otal and actual number of
staff hours should be listed on the posting ina
clear and readable format.

i 431 | 483.80(b), {d), {e} DRUG RECORDS,

ss=D | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of racords of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all

F 356

F 431
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controlled drugs is maintained and periodically
reconciled.

Drugs and biclogicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

in accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel {o
have access to the keys.

The facility must provide separately locked,
parmanently affixed compartments for storage of
controlled drugs listed in Schedule H of the
Comprehensive Drug Abuse Prevention and
Coantrol Act of 1978 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimat and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interview, pharmacy
consultant interview and policy review the facifity
failed to maintain temperatures in the medication
refrigerator between 36 degrees Fahrenheit to 46
degrees Fahrenheit to prevent compromise of the
integrity of the insulins. The facllity failed to have
a door covering the freezer with insulins stored in
the top sheif compartment to the refrigerator

(X4)ID SUMMARY STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION o)
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The facility utilizes a clinical pharmacy to
provide the system and services of licensed
pharmacists that are in accordance with state
and federal guidelines related to drugs and
biologicals, their records, labeling and
storage. There are multiple checks and
balances to monitor the various drug and
biological systems.

To ensure consistent storage temperatures,
the log was amended to remind staff
responsible for monitoring and recording
temperatures of the recommended
femperature range.

Licensed nurses were retrained by the
Dirvector of Nursing {(DoN) fiom 04/04/13
through 04/11/13 on the medication
refrigerator temperature range and what to
do if a reading is out of range.

The medication room refrigerator was
replaced with one that had a freezer
compartment with a separate door.

The DoN or Designee will be responsible to
audit the temperature log weekly to ensure
compliance, The Licensed Pharmacist will
continue to audit medication room monthly
including log as an additional check.

The DoN or Designee will provide a report
to the facility Quality Assurance Committee
monthly for the next quarter and/or until
satisfied that the desired results are
achieved,

04/12/13
Completion Date: 04/12/13
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door. This was for one of one medication
refrigerators,

The findings included:

Review of a document " Medication Storage and
Security " which was not dated, gave instructions
on medication storage. " Medications that
require refrigeration will be kept in the medication
room refrigerator. The temperature shall be
maintained at 36-46 degrees F. (Fahrenheit} ... "

Cbservations on 472113 of the refrigerator in the
medication raom at 11:00 AM revealed multidose
insulin vials were stored on the shelf
compartments on the inside of the refrigerator
door. The freezer was frosted with ice
accumulation and had no door fo block the
freezer air from the insulins on the inside of the
refrigerator door. The top shelf was near the
freezer compartment when closed. There were
five opened multidose insulins stored in this top
shelf compariment. Review of an insert for one
of the insulins revealed manufacturer * s
recommendations were fo keep the insulin from
freezing temperatures. The refrigerator
temperature contro! logs for the months of March
2013 and April 2013 were posted on the wali of
the medication room. Review of the recorded
temperature checks revealed the following:
311713, 3/9 and 3/14/13 temperatures were 32
degrees F, 3/2, 3/3, 3/5, 3/7, 3/12, 311313
temperatures were 34 degrees F; and on 4/1/13
temperature was 34 degrees F. There were
three days in March with no recorded
temperature checks, The remaining days had
temperaiures in the specified ranges.
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Interview with nurse #3 on 4/1/13 at 11:05 AM
revealed she was not aware the medication
refrigerator temperature should be at 36 degrees.
Further interview revealed she was not aware
insulin multidose vials should not be kept at
freezing temperatures or the medication would be
compromised.

Follow up interview with Administrative aursing
staff #1 on 4/213 at 1:45 PM revealed she had
checked the policy for medication storage and the
temperature and it was supposed {o be 36
degrees Fahrenheit to 46 degrees Fahrenheil.
She was not aware the refrigerator temperatures
had been too cold.

An Interview was conducled by phone on 4/4/13
at 9:52 AM with the pharmacy consultant
regarding medication storage in the refrigerator.
The consulting pharmacist does check the
temperalures of the medication refrigerator during
her visits. She had not noticed temperatures
being out of range at her monthly visits to the
facility. The pharmacy consultant was not sure
the exact range of the temperatures but freezing
would be too cold.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
Infection Conirol Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program
The facililty musi establish an Infection Control
Program under which it -

F 431

F 441
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(1) Investigates, controls, and prevents infections
in the facility;

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

{b) Preventing Spread of Infection

{1} When the Infection Controt Program
determines that a resident needs isolation to
prevent the spread of infection, the facility musi
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facitity must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{¢) Linens

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

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, and
policy review one of five nurses failed to wash her
hands between tasks that involved invasive
procedures and medication adminisiration
observed during medication administration
(Resident #41) and a direct care staff member
failed to wash her hands belween resident to
resident care during dining (Resident #50 and

It has been the philosophy and normal
practice of this facility to maintain an
Infection Control program that provides a
safe, sanitary and comfortable environment
that helps prevent the development and
transmission of disease and infection. The
facility has an established Infection Control
Program with policies and procedures
designed to maintain these goals. Data
regarding infections, physician reviews,
consultant reviews, quality assurance
monitoring and staff training are examples
of the many components utitized.

Refresher training was provided to licensed
nurses by the Director of Nursing (DoN) and
Staff Development Coordinator (SDC) on
glove use and handwashing procedures
including but not limited to while
petforming  tasks involving  invasive
procedures and medication administration.

Refresher training was provided to nursing
staff by DoN and SDC on infection control
practices including but not limited to
handwashing procedures and glove use
during feeding assistance, utensil handling
and handling of soiled items for avoidance
of potential cross contamination.

After re-training Nurse #4’s technique was
observed by DoN and SDC. Nurse #4
demonstrated correct technique proficiency
in handwashing techniques during tasks
involving  invasive  procedures  and
medication administration.
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#30) and after touching soiled clothing protectors
and returning to assist with feeding.

The findings include:

1. Review of the policy with instructions for hand
washing included: " Methods of Compitance " no
date.

* A, Work Practices ... #2. Hand washing -
This facility ensures that all employees wash
hands using soap, running water and friction In
the following situations:

b. immediately after or as soon as feasible
following contact with blood or other potentially
infectious materials {other skin should be washed
with soap and water and mucous membranes
flushed with water after such contact);

¢. Immediately or as soon as feasible after
removal of gloves or other personal protective
equipment,

During medication pass on 4/2/13 at 3:45PM
with Nurse #4 observations of a finger stick bloed
sugar was performed on Resident #41. Nurse
24 returned to the medication cart, disposed of
the glucose strip and lancet, stored the
glucometer In its container, removed her gloves
and began to prepare the insulin injection. After
the insulin was administered to Resident #41,
nurse #4 disposed of the syringe, removed her
gloves and started to proceed with the next
resident ' s finger stick blood sugar check.

Interview with nurse #4 at 3:49 PM on 4/2/13
revealed she usually uses the hand sanitizer, but
was nervous being watched during med pass.
Nurse #4 stopped, washed her hands hefore
proceeding with the next finger slick blood sugar

technique was observed by charge nurses,
DoN and SDC. Nurse Aide #1 demonstrated
correct  technique proficiency in
handwashing techniques during feeding,
handting of utensils and handling of soiled
items.

DoNfor designee will observe at least two
licensed staff weekly during
medication/treatment  administration  to
assure compliance with handwashing policy
for 1 month. The Pharmacy consultant will
also observe at least two licensed staff as
stated above, during routine monthly visits
- for 3 months

The Quality Assessment and Assurance
(QAA) committee  will review the
observation reports monthly for the next
three months.

Completion Date 04/18/13
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check.

[nterview with Administrative nurse staff #1 on
414143 at 2:35 PM revealed the nurse shotild have
washed her hands after the finger stick was
completed and after the injection was
administered. Her hands should be washed after
any invasive procedure.

2. The facility's infection control policy related to
hand washing procedures, which was undated,
indicated that employees are expected to wash
their hands using soap, running water and friction
immediately after, or as soon as feasible,
following contact with potentially infectious
materials and immediately, or as soon as
feasible, after removat of gloves or other personal
protective equipment. It further indicated that
hand washing facilities are " readily accessible to
employees at the facility " including in the kitchen
and activity room.

On 4/3/13 at 1:20 pm, Nursing Assistant (NA} #1
was observed during the lunch meal in the dining
room. She was wearing gloves and feeding
Resident #50 a peanut bulter and jelly sandwich
and soup. NA#1 wiped the mouth of Resident
#50 with the resident's bib. NA#1 patted Resident
#50 on the shoulder, walked to Resident #30's
table, picked up Resident #30's cup by the mouth
of the cup and moved it closer to the resident.
She did not change gloves or wash her hands in
between the residents. A hand washing area was
located in the dining room, to the right side of the
door teading from the dining room into the
kitchen.
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On 4/3M3 at 1:25 pm, NA#1 picked up dirty trays,
plates, cups, and utensils from various tables in
the dining room and placed the dirty items in the
food cart. She did not change gloves or wash her
hands after handling the dirly items.

On 4/313 at 1:27 pm, NA#1 walked back to
Resident #30. She picked up the resident 's ice
cream cup, picked up her spoon, placed it in the
ice cream cup and handed it to the resident. She
did not change gloves or wash her hands before
handling the resident's ice cream cup or spoon.

On 4/3/13 at 1:30 pm NA #1 was interviewed and
indicated she washes her hands in between
residents and after feeding them.

On 4/4/13 at 10:00 am the DON was interviewed
regarding infection control. She indicated that
she was the infection control representative for
the facility. She indicated that staff wear gloves
when feeding residents and are trained to change
gloves and wash hands in between feeding
residents.

483.70(h)(3) CORRIDORS HAVE FIRMLY
SECURED HANDRAILS

The facility must equip corridors with firmly
secured handrails on each side.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interviews the
facility failed fo equip 2 of 2 corridors with firmly
securad handralls (summer corridor, spring hall
corridor).

F 441

F 4687

Fdo8

It has always been the practice of
this facility to maintain handrails
throughout the facility that are
securely affixed. The facility has
policies and procedures designed to
maintain this goal. The facility has
an established Quality Assessment
& Assurance Program (QAA)
which includes the monitoring of
environmental and physical plant
areas. Handrails are evaluated at
least monthly as patt of the QAA/
Safety reviews. The  current
handrails were installed with a
renovation project less than 5 years
ago. The movement referenced has
not changed or deteriorated in
condition since installation and was
found to be in compliance over the
past 4 Annual and Life Safety
inspections.
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The findings include:

Observalion on 4-4-12 at 1:00pm revealed 13
loose handrails on 2 of 2 corridors. 1 handrail
located outside of the facilities utifity room
revealed 1 exposed nail as evidenced by a
bracket screw being exposed. Further
observation revealed 1 handrall with the metal
exposed located across from the nursing station.
1 oose handrails were observed outside resident
rooms (spring corridor) 48, 49, 53, 55, 58, 59 and
out side resident rooms (summer corridor) 60, 62,
64, 71, and 73.

During an interview on 4-4-13 at 1:15pm, the
Maintenance Director indicated he was made
aware of needed repairs by work orders
submitted by staff or requests from residents.
The Maintenance Director further indicated he
had not observed any work orders in regards to
joose handrails. The Maintenance Director
revealed that he periodically checked corridor
handralls to identify potential maintenance
concermns,

On 4-4-13 at 1:16pm, the Maintenance Director
chserved handrails and indicated they were
loose. The Maintenance Director further
indicated that handrails may have become loose
by furniture that was moved throughout the
facility. The maintenance director provided
examples of hospital beds and other medical
devices that are repeatedly pushed up against the
handrails.

During an interview on 4-4-13 at 3:54pm, the
Administrator revealed handrails were a pari of

F488] The facility respectfully disputes
the findings and asserts the intent
of this regulation was being met.
Both sides of the facility corridors
were equipped with fiandrails that
were  safely  secured  per
manufacture’s  recommendations.
The handrail is a high impact
molded material  widely used
throughout the United States in
healthcare corridors. The design
allows for movement while
rmaintaining integrity and safety.
The findings would appear to
encompass a difference in opinion
of what constitutes the meaning of
firmly secure. The 2567 uses words
“loose” or “not secure” to apply to
a stight movement of the high
impact molded portion of the
handrail but ignores that after
repeated weight bearing attempts
(in excess of 250 Ibs.) the handrails
remained securely fastened to the
wall and did not remotely present a
non-secure or unsafe situation.
Further the provider would like the
record to reflect a dispute with staff
comments reflected in the findings.
The conversations referenced with
the Maintenance Director and
Administrator does not convey the
wording or context of those
conversations. An example being
the Maintenance Director didn’t
say hospital beds and other medical
devices are repeatedly pushed up
against the handrails, Nor did he
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. imply the handrails were not firmly
F 468 | Continued From page 15 F 468 secure or unsafe. Nor did the
the facility Quality Assurance Review process. Administrator  say “not many
The Administrator indicaied that the Maintenance resid@n_ts use the f\andrai!.” The
Director performed his own Quality Assurance Administrator said, although
Review on the facility handrails. handrails are an important safety
feature, I’m not aware of any of our
On 4-4-13 at 4:00pm, the Administrator observed current residents who choose to use,
handrails and indicated that not dent the handrails. ‘They either waik in
andralis an ":‘ icated tha no many_res: .en s the middle of the corridor or use a
use the hapdralls. The. Administrator identified walker or other assistive devices.
the handrails as a "Alitlle foose. " The Or that the handrails were “A little
Administrator further indicated that items pushed loose.” The administrator said !
up against the handrails could be the cause for disagree you say a little loose |
handrails to become loose. would call it slight movement.
Although we disagree with the
findings the following plan of
correction was implemented:
On 04/04/13 the round corner cover
and cover fastener referenced was
adjusted and the referenced gap
Between the joint improved by
maintenance.
All handrails in the facility have
been re-assessed by maintenance
with input from the manufacturer’s
representative to ensure compliance
with manufacturer’s specifications
for life safety compliance regarding
being properly secured.
Maintenance will monitor handrails
weekly for function and safety for a
month,
Since handrails were already a part
of the monthly safety review that L
report will continue to be assessed el
as a part of the monthly QAA 04/19/13
process,
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K 000 | INITIAL COMMENTS K 000 Mt. Vista Health Park subsnits this
Plan of Correction {PoC) in ~
This Life Safety Gode(LSC) survey was accogdance with specific regulatory
conducted as per The Code of Federal Reglster requirements. It shall not be
at 42CFR 483.70(a); using the 2000 Existing construed as an admission of any
Health Care section of the LSC and its referenced alieged deficiency cited. The
publications. This building is Type 1Ml construction, provider submits this PoC with the
one story, with a complete automatic sprinkler intention that it be inadmissible by
system. any third party in any civil or
criminal action against the Provider
The deflciencies determined during the survey or any employee, agent, officer, .
are as follows: director, or shareholder of the
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 Provider. ‘The Provider hereby
88-D reserves the right to challenge the
Doors protecting corridor openlngs in other than findings of this survey if at any
required enclosures of vertical openings, exits, or time the Provider determines that
hazardous areas are substantial doors, such as the disputed findings: (1) are relied
those constructed of 1% Inch solid-honded core upon to advessely influcnce or
wood, or capable of resisting firo for at least 20 cerve as a basis, in any way, for the
minutes. Doors In sprinklered buiidings are only ; . 141
; selection and/for imposition of
required to resist the passage of smoke, There is di for any increase
no impediment to the closing of the doors. Doors future remedies, or for any 3 .
are provided with a means suitable for keeping in futare remedics, whether suc
the door closed. Duich doors meeting 19.3.6.3.6 remedies are imposed by the
are permitted,  19.3.8.3 (Slentf:rs f(()é Rldggil:gresz;nf M:glg?t:}d
Brvices , the State 0 ]
Roller latches are prohibited by CMS regulations Carolina or any othier entity; or (2}
in all health care facilities. serve, in any way, to facilitate or
promote action by any third party
against the Provider, Any changes
to Provider policy or procedures
should be considered to be ~
subsequent remedial measures as
that concept is employed in Rule
407 of the Federal Rules of
Evidence and should be
This STANDARD is not met as evidenced by: ;EZ??;;S;NB in any proceeding on
42 CFR 483.70(a) :
L ABORATORY DIREGTOR'S OR PROMIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE {X8) DATE

i L pinstate 05413

Any deﬂcienc}"élat@ ending with an asterisk {*) dencles a deficiancy which the Institulion may be excused from corracting providing it is determined that
oftier safeguards providh sufficient protection to the patients. (See Instrucions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or nol & plan of correctlon is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date thase documsnts are made available to the faclity. If deficlencles are cited, an approved plan of correction is requisite to continued LS

program partisipation.
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K 018 | Continued From page 1 K018 K018
;y ofbﬁervation o?d4!3gl13 at appro;:imately noon ’ The provider strives to ensure all .
re folowig coror doarswere oeened 2 dor s s fchdo . T
A. The door handle to the nursing faclli;y t(‘lacs_l ity gats poh‘clte 5.:236220022;:65
conference roomfoxygen storage was missing. i\zs:'g:w ° mamﬂa:t e I%)utin‘&
B. The door {0 the clean linen room on the aintenance wo k" ;S'
nursing facllity side did not close and latch fightly Eﬁ:ﬁr&f:;u‘:ﬁfscaile:;{ings and
in it's frame. " X :
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD Kozs| o n‘zgf‘;}:{) ;f;:‘:;‘;f}‘; meagures
$8=D o
Smoke barriers are constructed to provide at components utilized. Doors are
least a one half hour fire resistance rating in ovaluated at least monthly as pait N
accordance with 8.3. Smoke barrlers may of the Quality Assessment &
terminate at an atrium wall, Windows are Assurance {QAA) Program and
protected by fire-rated glazing or by wired glass safety inspections.
panels and steel frames. A minimum of two
separate compariments are provided on eath The two referenced doors were in
floor. Dampers are not required in duct the process of being repaired by
penetrations of smoke barriers in fully ducted mainfenance, Parts had fo bé
heating, ventilating, and alr conditioning systems. ordered. The needed hardware was
19.3.7.3, 19.3‘7.5, 19.1.6.3, 19.1.6.4 ordercd prior to the survey. The .
hardware had arrived the day
before. The new hardware was
installed by maintenance on the day
This STANDARD is not met as evidenced by: of the survey (04/30/13).
42 CFR 483.70(a) .
By observation on 4/30/13 at approximately noon Remaining doors were evaluated
ihe foilowing firefsmoke barrier was observed as for latching. No other non-latching
non-compliant, specific findings include; doors were found.
penetration with cable wires had not been sealed .
to maintain barrier. (Attic access was In summer Facihtg staff members were .
hali group bath.) rentinded to report any non-
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045|  latching doors by completing a
§S=D maintenance form.

umination of means of egress, including et
discharge, is arranged $0 that fallure of any single
Tighting fixture (bulb) will not leave the area In

FORM CMS-2667(02:99) Previous Vorslens Obsolele
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PRINTED: 05/05/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-03¢1
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 07 COMPLETED
345196 B, WING 04/30/2013
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
106 MOUNTAIN VISTA RD
MOUNTAIN VISTAHEALTH PARK DENTON, NC 27239
(X4 D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION X5)
BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFI% (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
NRERINIENCY) .
K018 CONTINUED
K 045 | Gontinued From page 2 K045 Doors are monitored monthly as
darkness. (This does not refer to emergency part of the facility safety
fighting in accordance with section 7.8.) 19.2.8 inspections conducted by the

Maintenance Director or designec.

Facility safety inspections are
reviewed monthly by the QAA

This STANDARD is not met as evidenced by: Committee .

42 CFR 483.70(a)

By observation on 4/30/13 at approximately noon
the following corridor doors were observed as
non-compliant, specific findings include;

A. A single fight bulb at the discharge from the

Completion Date: 04/30/13

activilies room K 025
B. Lighting must be arranged to provide light :
from the exit discharge leading 1o the public way The provider strives to ensure
{parking fof). The walking surfaces within the exit -l penetrations in any smoke barrier
. |discharge.shail.be illuminated to.values of at least]. - are seated with fire rated material
1 ft-candle measured at the floor. Failure of any to ensure smoke resistance. The N
fﬁngi? Ii?ihtlr;g ur;lt ?1063 ?r?t regtg%f:n an(’il _ ' facility Has policies and procedures B
illumination level of less than 0.2 fi-candles in any designed to maintain th Is.
designated area. NFPA 101 7.8.1.1, 7.8.1.3, and e tomance chooks, safety
7.8.1.4 . : , Ny
. y ttee aud d
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K052|  oerions gj;;;;;;zggra;g?;gﬁ;fgf
$5=D ' are examples of the man
A fire alarm system required for life safety is o Y
installed, tested, and maintained in accordance f)z':,i Orgzlsésigg;z;géirtnﬁ :t

with NFPA 70 National Electrical Code and NFPA fhly led ;
72. The system has an approved maintenance monthly for non-seaic penetration *
as part of the Quality Assessment

and testing program complyin with applicable
g prog pying g & Assurance (QAA) Program and

requirements of NFPA 70 and 72, 9.6.1.4 ! .
safety inspections,

Maintenance used fire rated cautk
to seal fhe hole around the cable
wire in the attic on 04/30/13,

-~

FORM CMB-2567(02-99} Previous Versions Chsolele " Event ID:K3PE2Y Facility {0 923364 |f continuation sheel Page 3 of 6



PRINTED: 05/05/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0361
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
345196 8. WING 04/30/2013

NAME OF PROVIDER OR SUPPLIER
MOUNTAIN VISTA HEALTH PARK

STREET ADDRESS, CITY, STATE, ZIP CODE
106 MOUNTAIN VISTA RD

DENTON, NC 27239

(X4 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR LSC INDENTIFYING INFORMATION)

D
PREFIX
TAG

K025 CONTINUED

K 052

K 066
S5=b

Continued From page 3

This STANDARD s not met &5 evidenced by:
42 CFR 483.70(a) .

By ohservation on 4/30/13 at approximately noon
the following fire alarm system was ohserved as
non-compliant, specific findings include;

A. The audible signal had a broken wire and did
not sound with loss of power, sprinkler tamper
nor fess of battery back-up,

B. The telephone line to the fire atarm panel
could not be tested for compliance without &
quick disconnect.

NFPA 101 LIFE SAFETY CODE STANDARD

Smoking regulations are adopted and include no
less than the following provisions:

{1) Smoking is prohiblied in any room, ward, or
compartment wihers flammable liquids,
combustible gases, or oxygen is used or stored
and In any other hazardous {ocation, and such
area is posted with signs that read NO SMOKING
or with fhe international symbol for no smoking.

(2) Smoking by patients classified as not
responsible is prohibited, except when under
direct supervision.

(3) Ashirays of noncombustible material and safe
design are provided in all areas where smoking is
permitted.

(4) Metal containers with self-closing cover
devices Into which ashtrays can be emptied are
readily available to ail areas where smoking is
permitted.  19.7.4

K 052

K 066

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROGS-REFERENGED TO T;{)E APPROFRIATE

ENC

(X5)
COMPLETION
" DATE

The hote around the cable was an
isolated oversight. Maintenance re-
checked the remaining smoke
barrier walls for other potential
non-sealed penetrations. No
additional non-scaled areas were
found.

Maintenance will assess all areas
after any outside service/repairs to .
ensure penetrations are sealed.

Completion Date: 04/30/13

K 045

it has always been the goal and
practice of the facility to provide:
means of egress illumination, The
facility has policies and procedutes
designed to maintain this goal. The
facility has an established Quality
Assessment & Assurance Program
(QAA) Program which includes the
monitoring of environmental and
physical plant areas. Egress
illumination is evaluated at least
monthly as part of the QAA/ Safety
inspections.

Maintenance replaced the fixture
referenced at the Activities Room
exit on 05/01/13 with a multiple
bulb fixture to ensure continued
illumination in the event of a single
bulb failure.

FORM CMS-2667(02-95) Previous Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 0505/2013
FORM APPROVED
OMB NQ. 0938-0391

STATEMENT OF DEFICIENGIES {(X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETER
345196 B. WING 04/30/2013

NAME OF PROVIDER OR SUPPLIER

MOUNTAIN VISTA HEALTH PARK

STREET ADDRESS, CITY, STATE, zip CODE
106 MOUNTAIN VISTARD

DENTON, NC 27239

K1
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUSY BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH GORRECTIVE ACTION SHOULD BE
TAG ARORA.RFFFRENCED TO THE APPROPRIATE

K045 CONTINUED 7

X} ~
COMPLETION
DATE

K 066

K 069
§8=D

Continued From page 4

This STANDARD is not mef as evidenced by:

42 CFR 483.70(2)

By observation on 4/30/13 at approximately noon
the following smoking regulations were observed
as non-compliant, specific findings include;

A. Ashtrays of noncombustible material and safe
deslign per paragraph 3 above were not provided
In the front smoking area.

B. A metal container with a self-closing cover into
which ashtrays can be emptied in the smoking
area per paragraph 4 above was not provided in
the front smoking area,

NFPA 101 LIFE SAFETY CODE STANDARD

Cooking facilities are protected in accordance
with 9.2.3.  19.3,2.6, NFPA 98

This STANDARD s not met as evidenced by:
42 CFR 483.70(a)

By observation on 4/30/13 at approximately noon
the following cooking facilities per NFPA 96 was
observed as non-compliant, specific findings
include; there was not a class "K' fire
extinguisher located in the kitchen area.

Other exit discharge fixtures were
evalnated. One additional fixture
(at the back of the building at the
exit sidewalk) was replaced with a
multiple bulb fixture.

K066

The exit discharge walking surfaces
on the back of the building were fit
by lights supplied by the power
company (pole lights) which
exceed walkway lighting
requirements, Two additional
fixtures connected to the facility’s
emergency generator system will
be added on 05/21/13 to ensure
walkway lighting in the event of a
.K 069 power failure.

Egress lights are monitored
monthly as part of the facility
safety inspections conducted by the
Malntenance Director or designee.

Facility safety inspections are
reviewed monthly by the QAA
Committee,

Completion Date: 05/21/13

FORM CMS-2587(02-99) Pravious Versfons Obsolale
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K 066

1t has atways been the intent and
normal practice of the facility to
provide ashtrays of safe design,
inade from noncombustible
materials and maintain metal
containers with self-closing covers
into which ash trays can be emptied
into. The facility has policies and
procedures designed fo maintain
these goals. The facility has an
established Quality Assessment &
Assurance Program (QAA)
Program which includes the
monitoring of environmental and
physical plant areas.. Smoking
safety is evaluated at least monthly
as part of QAA/ Safety audits,

The ashtray(s) at the front smoking
area were replaced on 05/16/13
with ashtray(s) made of
noncombustible material and the
metal container used for the
emptying of ashes was replaced
with & self closing container.

The other smoking areas were
reviewed for ashtray(s) and ash
receptacle(s) that meet the
standard, No other areas needed
replacing,

Clarification was given fo facility
staff members regarding ashtrays
and containers designed to meet the
standacd. Staff members were
instructed to report to maintenance
the presence of any not meeting the
standard.

The Housekeeping Supervisor witl
monitor ashtrays and metal
containers weekly for the nexi
wonth and then monthly for the
next 2 months,

Completion Date: 05/18/13

Ciwad 1D Kapiral

K069

It has always been the Intent and
practice of the facility to provide
required fire extinguishers. The
facility has policies and procedures
designed to maintain this practice.
Routine maintenance ¢checks, Fire
Marshal inspections, outside
vendor inspections, safety
commitiee audits and meetings, and
various quality assurance measures
are examples of the many
components utilized. The fire
extinguishers and fire suppression
system is checked monthly by the
maintenance staff and bi-annally
by an outside contract vendor as
part of the Quality Assessment &
Assurance (QAA) Program and
safety inspections.

Although the facility had been
informed by the contract vendor
and Fire Marshal that the hood
supprossion system provided the
required Class-K extinguishing
coverage, a Class-K fire
extinguisher was mounted in the
kitchen on 03/02/13.

The maintenance staff will check
the extinguisher monthly and be
inspected by a Heensed inspector at
least annually.

Completion Date: 05/02/13

e Gzzzey

K 052

The provider strives 10 ensure
proper functioning of the fire alarm
system. The facility has policies
and procedures designed to
maintain these goals, Routine
maintenance checks, safety
committee audits and meetings, fire
marshal inspections and various
quality assurance measures are
examples of the many components
utitized. The fire alarm system is
checked monthly by the
maintenance staff and bi-annually
by an outside contract vendor as
part of the Quality Assessment &
Assurance (QAA) Program and
safety inspections.

The provider strives to ensure the
electrical wiring and equipment is
in accordance with state and federal
regulations.

The alarm was properly functioning
on 04/25/13 as the contract vendor
had conducted a review of the fire
equipment. The audible signal was
functioning during-that service.
visit,

Maintenance replaced the broken
wire on 04/30/13.

Although testing of the monitoring
line could have been done through
soveral already available options,
the fire alarm vendor installed on
05H5HT a test mechanism switeh
for ease/convenience.

Monthly facility safety and bi-
annual vendor inspections are
reviewed monthly by the QAA
Committee.

Completion Date: 05
5/a0/'?
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DEPAHTMENT OF HEALTH AND HUMAN SERVICES ' Y AY FORMAPPR% D
CENTERS FOR MEDIGARE & MEDICAID SERVICES : MAT 1 4 76K3B NO.0938-0391
STATEMENT OF DEFICIENCIES %) PROVIDER/GUPPUERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION JOENTIFICATION NUMBER: A BUILDIG 01 <MAIN BUJLOMET - | compLereo
345198 B. WIHG ' - e 04/30/2013 ~
MAME OF PROVIDER OR SU}’PUER srneﬁ\]:' ADDRESS, CITY, STATE, ZP CODE
. 106 MOUNYAN VISTA RD
U Vis H . !
MOUNTAIM VISTA HEALTH PARK I : DEN:I'ON, NG 27239
) D EUMMARY STATEMENT OF DEFICIENCIES D ] PROVIDER'S PLAN OF CORREGTION oy
PREFIX CH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX . (BACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LEC IDENTIFYVING INFORMATION) TAG ! CROSS{REFERENGED TO THE APPROPRIATE DATE
b ; “BEFICIENCY) ‘
! :'
K 000! INTTIAL COMMENTS i K 000 M, Vigta Health Park subroits this
i . Pleno F Correction (PoC) in . ~
This Life Safety Code(LSC) a:ur\rey was aecordance with spécific regulatory
conducted as per The Code of Federal Register | requirgments. it shall not be
at 42CFR 483.70(a); using the 2000 Existing ; conm&ad 85 20 admission of any
Health Care section of the LSC and its referenced L alleged deficiency cited. The
publicatlons, This building is Type 11| construction ! Provider submits this Po(_i v.:;th the
one story, with a complete.autornallc aprinkler i (ntention that it be inadmissible by
system, [ . any tHfird pacty in any civil ot
L E . :  oriminal action against the Provider
The deficlencies determined during the survey i or any employee, agent, officer, -
are 35 follows: ' ! director, or shareholder of the
(018 | NFPA 101 LIFE SAFETY COiDE STANDARD K018{ | Pprovider. The Provider hereby
Ss=D . - i reseryes the right 1 challenge the
Doors protecting corridor openings in other than . findinge of this sucvey if at sny
requlred enclosures of vertical openings, exits, of ! timethe Provider determines that
hazardous areas are substential doors, such as | the djsputed findings: (1) are relied
those constructed of 1% Inch salld-bonded core - ponto adversely influgnce ot
wood, or capable of resistingi fire for at feast 20 ' gervd as'a basis, in any way, for the
3 R ] . o . . M > - .
minutes. Doors in sprinkfared buildings are only i | celediion andfor imposition of }

required to resist the passage of gmoke. There |
no impediment to the closing of the doors, Doors
sre provided with a means suitable for keeping
the door cloged. Dutch doors meeting 19.3.6.3.8
are permitted.  18.3.6.3 :

Railer latches are prohibifediby CMS reguiations
in all health care facllitles.

This STANDARD is not me as svidenced by:
42 CFR 483.70(a) :

future remedies, or for any incyease
in futare remedies, whether such
remddies are imposed by the
Conters for Medicare and Medicaid
Services (CMS), the State of North
Cardlina or 2ny other entity; ot (2)
servg, in any way, 10 facilitate or
protfiote action by any thicd party
agai
to Povider policy or procedures
shodld be considered to b *
subiequent remedial measures as
that|concept is employed in Rule
407| of the Federal Rules of
Evillence and should be

issible in any proceeding on
basis.

st the Provider, Any changes

PRESENTATIVE'S SIGNATURE

msom:r%z?!sﬁacmws oR P:GE%UPPL' ERRE

Trmstier o5i4)5

Any deﬂcienc‘)?'ila 1 ending wilh 2n gisteriskt. ™ danotes a daflciencyywhich the tnstidutibn may by excusad from corecting providing il 16 delermingd thal
other aafaguerds provige sufliclent protection lo the pallents. (Saa Inslwtétions.) Excep! for nursing homes, the findings staled abova are disclosabie 90 days
. Love findings and plans of cosrection are diaclosable 14

follgwing the date of survey whether or nol 2 pian of cgirection j8 provide

days lolloving the date thase documents are mﬁde avhllable to s faciily.
program pertcipation.

l

For nursing horpes, the &
it deflclencies dre cited, d

h approved plan of correctlon is rsquisite (o cont

1

e |

i
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- . PRINTED; 08/05/2013
DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES ! OMB NO. 0938-0391
STATEMENT GF DEFICIENCIES {X1) PROVIDERSUPPLIERICLIA (42) MULTIPLE CONSTRUCTION . {X3) DATE SURVE
AND PLAN OF CORRECTION tDENTlFli:ATIoli\l NUMBER: A BUILOING 01 MAIN BUJLDING 01 : GOMPLETED
845196 BWNO___ . 04/30/201
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COOE -
' 106 MOUNTAI VIBTA RD .
MOUNTAIN VISTA HEALTH PARK DEm’ ON, N q 27078 5
(X4} 1D SUNMARY STATEMENT OF DEFICIENGIES 1o PRDVIDER'S PLAN OF CORRECYION b
PREFIX (EACH DEFIC]ENCY MUST BE PRECEOED BY FULL prEAX | 1 (EACH CORRECTIVE ACTION SHOULD BE CouPETON
TAG REGULATORY OR L$C IDENTIFYING INFORMATION) - TAG , CROS Iaeransgg?j% To cr;:)e.appnopame
K 018 { Continued From page 1 ' K 018] . K 018
By obsarvation on 4/30/13 at approximately noon : The prpvider sirives to ensure all -
Elo%fﬂ%{i‘gnio;ﬁgﬂ?g; sdi‘:e;eh?c;tﬁgg ed a8 ! doors that should tatch do so. The
y e A facility i dures
A. The door handls to the nuiging facllty : ?g;h eﬂﬁ*ﬁ,’gﬁfﬂﬂgﬁgaﬁ[
conference room/oxygen storage weas mlissing. i Mai K onde rou!in'e
B, The door to the clean finen room on the ; Mamighance ";:" N t‘:""
nursing fachity side did not clgse and tatch tigttly : gﬁ:‘mft‘t‘:‘;c:u %{::a:’ds:q:gings and
in it's frame. Ll 3 ;GO . '
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD Kogs| | varlow rﬁ;ﬂ;‘z sssurancs messites
§5=D : ' : o (s
Smoke barriers are constructed to provide at [ compgnents utilized. Doors sre .
leas! & one half hour fire resistence rating in : evaluated at Jeast monthly as part -
accordance with 8.3, Smoke bairiers may | of thejQuality Assessment &
terminate at an atium wall. Windbwa are + Assurance (QAA) Program and
protected by fire-rated glazing or by wired glass i safetyf inspections.
panels and steel frames. A lpinimum of two : ' )
separate compartments are provided on each i The tivo referenced doors were 1
floor. Damipers are not requlted in duct . i the process of being repaired by
B I panetrations 'of smoke barriers Infully ducted * | - 7 "It mdlfitenance. Patté had fo bé SRR T A R
healing, ventilating, and sir conditioning sysiems § arde}d. The needed hardware was
19.3.7,3. 19.3.7.5, 19.1 .3.3, F9.1.6.4 ) ' drda d prior to the SUrvey. Thc .
| : i thardware had arrived the day
! befote, The new hardwars was
i . © installed by maintenance on the day
This STANDARD ig not mei as evidenced by;  ofthe survey (04/30/13).
42 CFR 483,70{(a) . . . .
By observation on 4/30/13 af apptoximately noon :  Rempining doots were e"“]‘"m;fl
the foilowing firefsmoke barier was observed ad ! for Jgtching No other non-latching
non-compliant, specific findings include; door were found. :
penetration with cable-wirez;had not been saaled i
to maintaln barrler. (Altic access:was in-summer ;  Fal 13( Ztaff members were ~
hefl group bath.) : :  reminded to report any [on-
K 045 | NFPA 101 LIFE. SAFETY CODE STANDARD Ko4sl latching doors by completing a
55D P i maintenance form,
Hlumination of means of egress, including exit .
discharge, Is arranged so thaf failure of any single :
| lighting fixture (bulb) will not leave the areain
FORM CMS-2567(02-08) Previous Verstong Obeolele Event D KAPEZL Faéﬂlu 10: 923364 If continuatlon sheet Page 2of &
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: PRINTED; 05/05/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES ; FORM APPRQVED
CENTERS FOR MEDICARE & MEDICAID SERVICES - | P oW NO. 0938-p391
STATEMENT OF DEFICIENGIES {{1) PROVID ERSUPPLIERICLIA ] {XZ) MULTIPLE C_ONSTRU(:‘. TION X3 gATEEé,TR\gY .
AND PLAN OF CORRECTION IDRNTUF{GATION NUMBER: | & BUiLEING 01 L MAIN BUILDING 01 OMPLETE
345196 | B-WiNG _ , 04/30/2013
MAME OF PROVIDER OR SUPPLIER : STREET ADDRESS, CITY, STAYE, ZIP CODE
i .
105 MOUNTAIN VISTA HD
MOUNTAIN VISTA HEALTH PARK | DENTON, N 27220
SUNMARY STATEMENT OF DEFICIENCIES ie] | PROVIDER'S PLAN OF CORRECTION o
;9;45)}5& (EACH DEFCIENCY MUST BE PRECEDED RY FULL PREFIX i (EAC CORRECYIVE ACTION SHOULD BE COHP'-EE&TOR
™wG REGULATORY OR LSC IDENTIFY! NG INFORMATION) TAG : CF_{OSS REFEREﬁEEB‘ L?qg%E APPROPRIATE DA
: ! %018 CONTINUED
1
K 045 | Gontinued From page 2 K045 ' Doorsare monitored monthly as

Ko52
S8=0

lighting in accordance with se

darkness. (This does not refer to emergency
19.2.8

clion, 7.8.)

42 CFR 483.70(a) i

nan-compllant, specific findin

activities room

Hiurnination level of less than

7.8.1.4,

A fire alarm systern requiredf
with NFPA 70 National Elec

and testing program comply,
raquirements of NFPA 70 a

‘This STANDARD ls not met as evidenced by:

By observation on 4/30/13 atjapproximately noon
the following corridor doors were observed as

g8 inglude;

A. Asingle fight bulb at the discherge from the

B, Lighting must be arrangelﬁ to provide light
from the exit discharge leadihg to.the public way
(parking lot). The walking surfacas within the exit
. .dlscharge.sha!!.be.iilumlnateb.to_vatuas.otat.iaast._’.
1 fl.candle measured at the floor.” Failure of any
| single lighting unit-does not resuftin an- -

0.2 ft-candles in

NEPA 101 LIFE SAFETY CODE STANDARD

for life safety Is

Instafled, tested, and mantained in accordance
rical Code and NFPA
72. The systain has an spproved maintensnce
ng with applicable
hd 72, 9.6.1.4

3
;
|
I
i

designated area, NFPA 101 7.8.1.1,7.8.1.3, and

K 652

| part of the facility safety

inspections conducted by the
Maintenance Director or designes.

Facilify safety inspections are
reviewed monthly by the QAA
Committee, .

Compjletion Date: 04/30/13

K 024

The provider sttives to ensure
penetgations in any smoke bagrier
are seated with fire rated material
to ensure smoke resistance, The

“fEGINiy Has polidies and procediies

desigTed to mainfain these goals.
Routipe maintenance checks, safefy
comuiitiee audits and meetings, and
varfoys qualify assurance measures
are eyamples of the many
comppnents utilized. Smoke
barridrs are ingpected al least
monthly for non-sealed penetration
as paxt of the Qualify Assessment
& Aspurance (QAA) Program and
safety inspections.

Maintenance used fire rated cautk
to sehl the hole around the oable
wire

-
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES | " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES t41) PROVIDERISUPPLIERICLIA (%2) MULTIPLE CONSYRUCTICN ’ <% gg‘re swéva
AND PLAN OF CORREGTION meumi‘bmo_u NUMBER: A BULDING 01 ‘.EMN" BUILDING 01 MPLETED
345186 b.wite___! _04/30/2018
NAME OF FROVIDER OR SUPPLIER $TREET ADDRESS, CITY, STATE, ZIP CODE
108 MOUNTAIN VISTA BD
MOUNTAIN VISTA HEALTH PARK DEN?TGN, nd zr2s9
SUMMARY STATEMENT OF DEFICIENCIES D i PROVIDER'S PLAN OF CORRECTION o)
33223( (EACH DEFICIENCY MUST DE PRECEDED BY FULL pREFIX | :  (EACH CORRECTIVE AGYION SHOULD BE COUPLETION
TAG REGULATORY OR L5C IDENTIFYING INEQRMATION) TAG, i CROSS{REFERENCED Is?q g‘};l)E APPROPRIATE
; 025 CONTINUED
K 052 | Continuad From page 3 K052|  The Hole around the cable was =0 )
§ - isolatpd oversight. Maintenance re-
This STANDARD (s not met as evidenced by: ! checKed the remaining smoke
42 CFR483.70(8) . | . t parriec walls for other potential
By abservation on 4/30/13 at ;approxlm'ataly noon i non-gealed penetrations. No
the followlng fire alarm system was observed as . | additjonal non-sealed areas were
non-compliant, specific findings include; i found,
A. The audibla signal had a brokeh wire and did . ;
not sound with loss.of pow'ar,ispﬁqkier tamper | Mainfenance will assess all areas
nor loss of bettery back-up. | i after pny owside service/repairs to -
B. The telephone line to the fire alarm panal ! ensurk penetrations are sealed
could not be tested for compl’anca without 2 ‘ )
quick disconnect, [ <on Date: 04/3
K 088 | NFPA 101 LIFE SAFETY CODE STANDARD Kogp| | Completion Dote: 04 o/13
S55=D i . : i
Smoking regulations are adobled fnd include no LK ods
less than the following provisjons:-
et i Lo : It hay always beea the goal and
{1) Smoking is profibited in any room ward, or iy .
mprment where flammable iquids, -+ ,  practice ;f the facility 1o provide: . | 1
combustible gases, or oxygen is used or stored ; TReans of egress | umination. 1he
and In any other hazardous lpcation, and such i fecility has policies and procedures
aren is posted with signs that read NO SMOKING ! designed to mantain this goal. The
or with the international symbol for no smoking. i faciljty has an established Quality
5 : ! Assessnent & Assurance Program
(2) Smoking by patients classified as not (QAA) Program which includes the
responsible is prohibited, except when under {  monitoring of environmental and
direst supervision, P i physical plant areas. Egress
. : i [llumination is evalvated at least
{3) Ashirays of noncomibustible materlal and sefe ' monthly as part of the QAA/ Safery
design are provided In elf arbas where smoking fs ' inspéctions. b
permitted, : )
o . . . Maintenance replaced the fixture
(4) Metal cobtainers with self-closing cover | rofedenced at the Activities Room
dev[t_:es into “b'?mh ashtrays ica;: bo emp;\led are © exit bn 03/01/13 with « multiple
madﬁisirt a.;a\lfa1 99;04311 areasiwhere smoxing is i bulb fixture to ensure continued
.| permitiad. e : il!unllinmion in the event of a single
i bull failure. '
P :
84 if conlinuafion sheet Pdge 4 of5
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}
Cooking facilities are protected in accordance

! ‘
This STANDARD Is not metjas evidenced by:
42 CFR 483.70(a) .
By observation on 4/30/13 a§ approximately noon
the following cooking facilities per: NFPA 98 was
observed as non-compliant, specific findings
include; there was not a clasg "K fira
extinguisher located in the ki,ltchen area.

i
1

|
|
|

STATENENT OF DEFIGIENCIES {X7) PROVIDER/SUPPLIERICLIA (2) MULTIPLE CONSTRUGTION {X3) DATE SURV.
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING 01 - MAIR BUJLDING 0% COMPLEYED
! H
 {aa5186 RWKS___| 04/30/2013
NAME OF PROVIDER OR SUPFLIER P STREET ADDRESS, CITY, STATE, ZIP CODE
108 MOUNTAU VISTABD 7~ 7
u : -
MOUNTAIN VISTAHEALTH P_ARK E DENTON, d 27299
04} 1D SUMMARY STATEMENT OF DEFICIENCIES D : PROVIDER'S PLAN OF CORRECTION R
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEIX | |  (EACH CORRECTIVE AGTION SHOULO BE COMPLETON
TAG REGULATORY OR LSC lDENTlFYiTlG INFORMATION) TAG | CROASRFFFAENCEQ TO THE APPROPRIATE DATE
| . K045CONTINUED 7 ]
i u “w e v e
K 066§ Continued From page 4 i Kogsl | Otherexit discharge fixtures were
: , © gvajuated. One additional fixture
| i (atihe back of the building at tho
; ;o exit sidewalk) was replaced witha
This STANDARD Is not met as evidenced by: + - mujtiple bulb fixture.
42 CFR 483.70(8) I ; . . ~
By observation on 4/30/13 at approximately rioan i The exit discharge w?tkmg surfacfas
the following smoking regulations ware observed. i on the back of the building were lit
as non-compliant, specific findings Include; ° ! by Jights supplied by the power
A. Ashirays of noncombustible material and safe’ . compeny (pole Tights) which
design per paragraph 3.abové were not provided : exqeed walkway lighting
in the front smoking area. . requivements. Two additional
B. Ametal contalner with 8 seif-closing cover into g fixtures connected to the facility’s
which ashtrays can be emptiad in the amoking © griergency generator aystem will
area per paragraph 4 above was not provided In : be ldded on 05/21/13 to ensure
the fronl smoking area. P : . walkway lighting in the event of a -
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD K089} ! polver failuce.
§8=D | ’ :

s lights_are monitored.
m¢nthly as part of the facility
safety inspections conducted by the
Miintenance Director or degignee.

Facility safety inspections are
reyiewed mouthly by the QAA

Committes. ;

mpletion Date: 05/21/13

TORM C448-2567(02-08) Previous Varslons Obsolsis

Evenl [0 KIPERT

Faclily 1D: 923554
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It has afways been the intent and
normal practice of the facility to -

provide ashtxays of safe design,

made from noncombustible

materfals and maiptain metal

contamers with self-closing covers

into which ash trays can be ¢

ptied

into. The facility has policies and

procedures designed to maintain -
these goals. The facility has ;an )
sstablished Quality Assessment &

Assurance Program (QAA)

Pragram which includes the

monitoring of environmental and’

physical plant areds. Smoking

safety is evaluated at teast monthly
as part of QAA/ Safety audits.
!

The sshtray(s) at the front spoking
area were veplaced on 05/16/15

with ashtray(s) made of

noncombustible materiaf and the

metal container uaed for the

emptying of ashes was replaced .

with a self closing container,

-
The other smoking ereas x\g‘ere ,
... reviewed for ashiray(s) end ash .

receptacle(s) that meet the;

standard. Mo other aress neieded'

replacing. E
!

Clarification was given 1o facility

staff members regarding ashtrays
and containers desigaed to meet the
standsrd. Staff members Were |
instructed to report to maintenance
the presence of any not m?eting the

5

standand. !

The Housekeeping S‘;uper’éisor will

monitor ashtrays and reral

contoiners weekly for the next
rmonth and then monthly for the

next 2 months.

W

Completion Date: 05/18/

" [t has always been the intent a}l‘d

Kitchen on 03/02/13,

K069 f

i

practice of the facility to provife

requived fire extinguighers. The
facility has policies and procegures
designed 1o maintain fhis pra ice.
Routing maintenance!cheoks, Fire
Maxshal {nspeotions, outside
vendor inspections, safety
committee audits and meetings, and
vavious qualify assurénce megsures
are examples of the rhany
components utilizedT he fire
extinguishiers and fire suppression
systern is checked mbntily b the
maintenance staff aad bi-annjraily
by an outside contratt vendor 85
part of the Quality Ajssessmi)wt &
Assurance (QAA) Progrem gnd
safety inspections. | ,

Although the facility had begn
nformed by the coritract vesjdor
and Fire Marshal that the hopd
suppression systemgprovideﬁl the
required Class-K extinguishing
coverage, a Class-K fire
extinguisher was mounted i the

The maintenance staff will gheck
the extinguisher monthly ard be
inspected by a licensed inspector at
least annually. |

Completion Date: 05/02/13

PAGE ©7/08

K 052

The provider strives (o gnsure
proper functionjng of the fite alarmn
gystem. The facility has policies
and procedures designed to
maintain these goals. Rputine
aintenance cheoks, safely

- committes audits and meetings, fire

marshal fnspections and various -
quality assurance measpes are
examples of the many ¢omponents
atilized. The fire alarm system is

. checked monthly by th

maintenance staff and pi-annually
by an outside contract vendor a3
part of the Quality Asgessment &
Assurance (QAA) Propram and
safcly inspections.

The provider steives tq ensure the
electrical wiring and gquipment is
in accordance with stdte and federal
regulations.

The alavm was propetly functionig
on 04/25/13 as the cohtract vendor
had conducted & revigw of the fire

equipment. The audible signal was

. functioning during.thit sexvice.

5(38/\%

visit

Maintenance replaced the broken
wire on 04/30/13.

Although testing of the monitoring
line could have been|done through
severat already avallpble options,
the fire alarm vendof installed on
05415434 test mecHanism switch
for casefconvenience.

Monthly facifity safpty and bi-
annuaj vendor inspestions are
reviewed monthly by the QAA
Committee.

Completion Date:-&?‘ﬁfﬁ
s)2ofi»

1‘



