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This Plan of Correction is the center's credible

F 164 | 483.10(e), 483.75()(4) PERSONAL f F 164/ allegation of compliance.

ss=0 | PRIVACY/ CDNF’DENHA_UTY OF RECORDS Preparation and/or execution of this plan of correction

. : does not constitute adntission or agreement by the

The resident has the right to personal privacy and provider of the truth of the facts alleged or copclusions

confidentiality of his or her personal and clinical sel forth in the statement of deficiencies. Theplan of
records. correction is prepared andfor executed solely because

: it is required by the provisions of federal and state law.

Personal privacy includes accommodations,
medical realment, written and lelephone
communications, personal care, visits, and
meetings of family and resident groups, but this
does not require the facility to provide a private
room for each resident.

I. Staff Development Coordinator 5/’ 7{
and/or designee has provided in- 5
service training to specific CNA’s
assigned to resident #5 on
providing privacy during care and
draping resident during car to

Except as provided in paragraph (e)(3) of this prevent exposure. The DNS or -
section, the resident may approve or refuse the : designee will provide counseling to !
release of personal and clinical records to any CNA #1 to ensure compliance, ‘
individual outside the fagility. 2. Corrective action for all residents |
possibly affected, is as follows: All

The resident's right to refuse refease of personal CNA’s have been in-serviced on ;
and clinical records does not apply when the providing privacy during care of all }
resident is fransferred to another health care residents, by the SDC or designee.
institution; or record release is required by law. DNS and/or designees have

o . ) . observed through routine
The facility must keep confidential alf information observation proper techniques for

contained in the resident's records, regardless of
the form or storage methods, except when
release is required by transfer to another
healthcare institution; law; third party payment

providing residents dignity/privacy.
DNS and/or designee will continue
to make regular scheduled rounds

» ! contract: or the resident. . to ensure compliance with resident .
dignity/privacy of all residents.
: 3. Staff Development Coordinator
This REQUIREMENT is not met as evidenced and/or designee will provide in-
by: _ service training during orientation
Based on observation, staff interviews and and a nefaded to ensure proper
record review, the facilily failed to pull a privacy compliance with resident
! gurtain around a resident's bed during a bed bath dignity/privacy during ADL care.
i for 1 of 1 resident {Resident #5), DNS and/or designee will monitor
for compliance during reguiar
ﬂ s rounds. Staff found to be non- |
LABORATORY DIREGTOR'S OR,PROVIDER)S R‘R‘EFF?EMTATWE NATURE . THTLE I wiE
lj ot fpanag L fedimie osTreder (7] 7, 2

Any deficlency statement ending with an astesisk [ denales " eficiancy which the institution may be excused from correcting providing it Is defermined that
other safeguards provide sufficient protection jo e patients .See Instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
fallowing the date of survey whether or ol a plan of correction Is provided. For nurslng homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facliity. H deficiencies are cited, an approved plan of correction Is requisite to continued

pregram parlicipation.
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7 This Plan of Correction is the center's credible
F 184 | Continued From page 1 , F 164 allegation of compliance.
Findings included: Preparation and/or execution of this plan of correction
. o Lo . does nal constitute admission or agreement by the
Review of the clinical record indicated residont #5 orovider of the truth of the facts alleged or coftchusions
was admitted to the facility on 9/26/2003. sel forth in the statement of deficiencies. The plan of
correction is prepared andlor execited solely because
Review of a Minimum Data Set (MDS) dated it is required by the provisions of federal and state law.
318/2013 revealed resldent #5 had moderate ) : '
impairment for making daily decisions and compliant will undergo further
required physical assistance from one person for counseling and/or in-servicing,
bathing. 4. The DNS and/or designee will
monitor resident/dignity and
During an obsarvation on 4/17/2013 at 6:00 AM, privacy through observation and
Nursing Assistant #1 {NA) was providing care to resident interview on a daily basis.
resident #5. The resident was observed in the The data will be reviewed and
bed adjacent to the haliway. The NA closed the analyzed with a subsequent plan of
door to the hallway prior to the care but failed to action. The Performance i
pull the privacy curtain around the resident's bed Improvement Commitiee will .
prior to and during care. The resident was review the log monthly x 3 months |
completely unclothed during care. Midway to validate overall compliance.
through the bath, a staff member knocked on the
door and opened it and exposed the unclothed
resident to the hallway, When asked how this
made her feel, the resident smifed and nodded
and made no response.
In an interview with NA #1 on 4/17/2013 &t 7:00
AM, the NA reported she was supposed to pull
the privacy curtain around the resident's bed prior
* | lo providing care. The NA give no reason why * * t
this was not done.
In an interview on 4/17/2013 at 9:00 AM, the
Director of Nursing {DON) indicated privacy
curtains were {0 be pulled completely around a
resident's bed during care.
F 253 | 483.15(h}(2) HOUSEKEEPING & F 253 : T
ss=D | MAINTENANCE SERVICES iArea was cleaned and treated on April 18, 2013,
Also a complete building inspection was done.
i

FORM CMS-2567{02-88) Previous Versians Obsolete Event ID:HECHT

Facility ID; 923213 If coptinuation shest Page 2 of 11




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

PRINTED: 04/26/2013 l
FORM APPROVED
OMB NO. 0938-0391

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews, the
facility failed to clean mold from the ceiling in 1 of
1 resident’s room {resident #72),

Findings included:

Record review indicated resident #72 was
admitied to the facility on 10/21/2012 with
cumulative diagnoses which included Alzheimer’s
demantia.

In an cbservation on 4/15/2013 at 2:00 PM, 2
targe areas were noted on the resident's ceiling
black with a fuzzy appearance. One area was
also surrounded by light brown and bulging. The
resident was unable to voice how long the areas
had been there.

An observation on 4/16/2013 at 10:00 AM
revealed no changes in the 2 areas.

Arobservation on 4/17/2013 at 10:00 AM
revealed no changes in the 2 areas.

An cbservation on 4/18/2013 at 3:00 PM revealed
no changes in the 2 areas.

An interview was conducted on 4/18/2013 at 3:55
P with the Housskeeping Manager (HM). The
HM reportad every resident’s room is checked

i every day for any areas that need cleaning. The

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
C
. 345365 B.WING 04/19/2013
NAME CF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
967 CUNNINGHAM RD
KINSTON REHAB AND HEALTHCARE CTR
KINSTON, NC 28501
oy | SUMMARY STATEMENT OF DEFICIENCIES D f PROVIDER'S PLAN OF CORRECTION L 45}
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F 253 | Continued From page 2 F 253

All areas in resident’s rooms are checked daily!by
housekeeping manager. Any and all areas found to
be not clean or in good repair and corrected
immediately. If items requiring replacement or repair
are needed, @ maintenance request id ﬁlied out fo
follow up with the repair.

On a monthly basis, the House Keeping Manager will
do complete building inspections of all resident
rooms and common areas, and report all areas to
maintenance department for repair and document on
menthly CQI audit sheet that is presented at the
monthly CQI meeting,

o3

This Plan of Correction is the center's credible i
allegation of compliance. !

Preparation and/or execution of this plan of correction
does not constilute admission or agreenieni by the
provider of the truth of the facts alleged or conclusions
sef forth in the statement of deficiencies, The plan of
correction is prepared and/or executed solely because

it is required by the provisions of federal and state law.,
|
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S | 7

F 253 Continued From page 3 , F 253

HM further indicated the expectation was any

issues that could not be addressed by

housekeepers should be brought to his attention. kS

The HM was not aware of any issues in the room !

of resident #72. The interview was continued in

the room of resident #72 on 4/18/2013 at 4:00 This Plan of Correction is the center's credible

PM. When the HM observed the 2 areas on the allegation of compliance. !

Ce‘illng with a darkened SUbStance’.he reported Preparation and/or execution of this plan of correction

this should have been brought to his attention. does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusions

The Administrator reported on 4/18/2013 at 4115 set forth in the statement of deficiencies. The plan of

PM, it was the expectation areas with mold correction is prepared andfor executed solely because

should be addressed as soon as possible. it Is required by the provisions of federal and state law.
F 312 483.25{(a)(3) ADL CARE PROVIDED FOR F 31z . - .
550 DEPEI\(ID)(EI\)!T RESIDENTS 1.The SDC or designee will in-service

A resident who is unable to carry out activities of
daily fiving receives the necessary services fo
maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interviews and
record review, the facility failed to properly clean
the perineal area of a resident for 1 o{ 1 resident
(Resident #5). ’

Fincfings included:

Review of the clinical record indicated resident #5
was admitted to the facliity on 9/26/2003.

Review of a Minimum Data Set (MDS) dated
3/8/2013 revealed resident #5 had mederate
impairment for making daily decisions and

CNA assigned to resident #5 on proper
peri-care procedures. The CNA i 5 /
identified as having provided the care | ,7
has been counseled regarding facility ¢ '
procedure for providing peri- care and
respecting resident’s privacy. The CNA!
will successfully perform a i
demonstration of incontinent care
according to facility policy.
2. The DNS or designee will assess each
resident’s personal hygiene with special
attention to incontinent care, Staff

, members identified as not providing
appropriate personal hygiene to
residents identified through this
assessment process, will receive
individual in-service by the DNS and/or
designee and will be counseled by the
DNS. )
3. The SDC or designee wilt in-service
the current nursing staff regarding
providing proper peri-care. The DNS,
SDC and their designees will observe
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a the nursing staff performing peri-care,
F 312 | Continued From page 4 f F 312 As necessary each employee will be

’ rein-serviced and/or counseled to assure

required physical assistance from one person for ; o )
compliance with facility policy. The

bathing.

SDC and/or designee will inciude pegj-
During an observation on 4/17/2013 al 6:00 AM, care in the orientation of new staff to'the
Nursing Assistant #1 (NA) provided care to nursing department , to include
resident #5. The NA washed the resident's observation of the employee providin
perineal area with a clean soapy washcloth, The peri-care, *
NA cleaned at the front vaginal area and ¢leaned 4. The DNS or designees will monitor
from front to back and cleaned the rectal area. peri-care through direct observation of
The NA then used the soiled washcloth and again nursing staff the performing of peri-care
washed the front vaginal area with with the solfed and monitor through a Quality
washcloth. Assurance tool to assure compliance

with facility policy. The DNS will also
review concerns/grievances reports of
this nature. This will be done weekly
for I month, then monthly for the next
three months, then quarterly, The
Performance Improvement Committee

In an interview on 4/17/2013 at 9:00 AM, the will review QI tool monthly time:s 3

Director of Nursing {DON) indicated resident's months to validate overall compliance.
perineal area should be cleaned front 1o back, This Plan of Correction is the center's credible i
and a soiled washcloth should not be used agaln allegation of compliance. \

In an interview with NA #1 on 4/17/2013 at 7:00
AM, the NA reported she was supposed to clean
from front to back and should not have used the
soiled washcloth to repeat cleaning of the vaginal
area, The NA gave no reason why this done,

i the ve‘iginal area. Freparation andfor execution of this plan of correction
F 371 483.35(1) FOOD PROCURE, F 371| does not constitute admission or agreement by the
5S=E | STORE/PREPARE/SERVE - SANITARY provider of the truth of the facts alleged or conclusions

sel forth in ihe statement of deficiencies. The plan of
correction is prepared and/or executed solely because

The facllity must - it Is required by the provisions of federal and state law.

{1) Procure food from sources approved or*
considered satisfactory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve food
under sanitary conditions
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The facility must establish and maintain an
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
te help prevent the development and transmission
of disease and infection.

{a) Infection Control Program
The facility must establiish an Infection Controt
Program under which if -
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l - 1, Indlﬁnduai residents not identified
Y on the HCFA-
F 371 Continued From page 5 / F 371 The Diet M25667' .
) . i ' Lictary Manager has developed
This REQUIREMENT is not met as evidenced and implemented 3 cleaning schedule j ]7‘5
by: ‘ ’ . for wall fan located in the dish room
Based on observations and staff interviews the 2. The nature of the deficie doc ot
facility failed to maintain sanitary condition of one directly affect reside ¢ nCy docs H_Ot'
of one fans in the dish room as evidenced by a equipment was ins ntS.d The remaining
black, greasy build up on the blades and covering Dietary M pected by the
of the fan. ty Manager and the ED and a
; cleam.ng schedule was developed.
Findings included: + The Dietary Manager will in-service
staff on the cleaning of the fan,
Observation was made on 4/17/13 at 11:40 AM of Cleaning of kitchen equipment will be
the large, round wall fan approximately 6 feet off included in the orientation of new dietary
the ground in the dish room lecated on the wall staff. .
above the clean side of the dish machine with a 4. T}'ae D‘et'f“'Y Manager and/or designes
black, greasy build up. V\fl” monifor cleanliness of the fan through |
dlr’ect Qbservation of the fan for cleanliness.!
An interview was conducted on 4/17/13 at 11:44 This will be monitored through g Quality |
AM with the Certified Dietary Manager (CDM) Assurance tool to assure compliance i
who indieated that the fan had not been cleaned with facility policy. This will be done daily |
since November 2012 when she reviewed the times 1 month, then weekly times 3 month:’; l
calendar, then on a monthly ongoing basis by di otary f
and monthly by Mainten i "
An interview with the Director of Maintenance on Pel'fomlanci frb;lprovem ei]tlc(? Diref:tor. The
4/18/13 at 12:00 PM indicated that the fan should will review QA tool monthl On;mlttee
be cleaned when other vents in the kitchen are validate overall compli Y3 months to
cleaned. That would be on a 30 day basis. phance.
F 441| 483.65 INFECTION CONTROL, PREVENT F 441
S5=D | SPREAD, LINENS . . .

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execulion of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts afleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.
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’

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

(2) Decides what procedures, such as lsotatton
should be applied to an individual resident; and
(3) Maintains a record of incldents and carrective
actions refated to infections.

{b) Preventing Spread of Infection

{1} When the Infection Control Program
determines that a resident needs Isolation fo
prevent the spread of infection, thie facility must
isclate 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 facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens
Personnel must handle, store, process and

- fransport linens so as to prevent the spread of

infection.

This REQUIREMENT is not met as evidended
by:

Based on ohservation, staff interviews and
record review, the facility failed to properly
dispose of a soiled washcloth following perineal
care for 1 of 1 resident (resident #5).

Findings included:

Review of a facility policy dated 4/28/2010 entitled

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the fruth of the facts alleged or coelusions
set forth in the siatement of deficiencies, The plan of
correction Is prepared andfor executed solely, because
it is required by the provisions of federal and state faw

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUGTION {X3) DATE SURVEY
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x4 1D SUMMARY STATEMENT OF DEFIGIENCIES ] I} PROVIDER'S PLAN OF CORREGTION t ®5)
PREFIX {EACH DEFICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE L COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE  » | DATE
DEFIGIENGY)
¥ Y This Plan of Correction is the cenler's credible
F 441 | Continued From page 6 F 44| @Hegation of compliance.

1.

SDC and/or designee has prov:ded
in-service training to specific
CNA's assigned to resident #5 on
proper handling of soiled linen,
The DNS or designee will provide
counseling to CNA #1 to ensure
compliance,

CNA’s currently employed have
been in-serviced on proper handling
of soiled linen while caring for
residents, by SDC and/or designee.
DNS and/or designee have
observed through routine
observation proper techniques for
proper handling of soiled linen.
DNS and/or designee will continue
to make regular scheduled rounds |
to ensure compliance with mfectlom
controf pertaining to proper !
handling of linen. |
SDC and/or designee will provide !
in-service training during
orientation to ensure proper
compliance with linen handling.
DiNS and/or designee will monitor
for compliance during regular
rounds. Staff found to be non-
compliant wilt undergo further
counseling and in-servicing,

The DNS and/or designee will
monitor proper handling of soiled

' 5[:7(ﬁ
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F 441 | Continued From page 7 4 E 441 linen through observation, The data

: will be reviewed and analyzed with
a subsequent plan of action is |
needed. The performance
Improvement Commitice will®
review the log monthly x 3 months
to validate overall compliance.

" Infection Centrol Work Practices " indicated "
all procedures involving hlood or potentially
infectious materials are performed in such a
manner as 1o minimize splashing, spraying,
spattering and gensration of droplets of these

substances. *
. . . This Plan af Correction is the center's credible
Durlr?g an ot?sewat[on on 4/17/2013 at fS,OO AM, allegation of compliance.
Nursing Assistant #1 (NA) provided perineal care :
to resident #5. Prior fo cleaning the perineal Preparalion andfor execution of this plan of correction’

area, areas of feces were observed in the does ;01 f;’i;’”“fe sdjjfzﬂjﬂ or ngree;!e"f by h’}e
; ' | provider of the Iriith of the jacls alleged or conclusions
e st s e
correction is prepared and/or executed solely because
The NA then laid the soiled washcloth on top of it Is required by the provisions of federal and state law.
the resident ' s bedspread which was on top of
the bed. The NAtook a shirt and a pair of pants
out of the resident ' s closet and laid both items
on top of the soiled washcloth. The NA dressed
the resident in the pants and shirt.

In an interview with NA #1 on 4/17/2013 at 7:00
AM, the NA reported she was supposed to
dispose of the soiled washcloih in a bag after she
used it. The NA gave no reason why this was not
done.

In an interview on 4M17/2013 at 9:00 AM, the
Director of Nursing (BON) indicated staff should
place a soiled washcloth in a plastic bag and
dispose in the proper waste bin.

F 469 | 483.70(h){4) MAINTAINS EFFECTIVE PEST F 469
gg=f | CONTROL PROGRAM

The facility must maintain an effective pest
controt program so that the facility is free of pests
and rodents.
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PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL I pResix {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY).
F 469 | Continued From page 8 f F 4gg} This Plan of Correction is the center's credible
' allegation of compliance.
This REQUIREMENT s nol met as evidencead Preparation and/or execution of this plan of correction
by: does nof constitute admission or agreezzenf hy 'F;e o
Based on observations, d review, resident provider of the truth of the facis alleged or conchisions
and staff int i (:ls f;e??tr e Sel'f orth in the statement Of de‘ﬁ ciencies. The p!an Df “ 5}

) n 9w1§ws, € af: iy correction is prepared andior executed solely because . J7
failed to maintain an effective pest control it I required by the provisions of federal and state Iaw.-‘ ’}
program so that the facility was free of roaches. ; ! |

469 :
Findings included:

. control company was called and
Review of facility forms entitted “Integrated Pest Th? Pesit? nt I())f );st control on
Management Pest Sighting Log " revealed the amefd or treatr_ne P
following sightings of roaches: building on April 19,2013 i
1/11/2013 Roaches in Payroll and Rooms 304, The Pest control company was also )
305,306. scheduled to repeat visits.daily the following
;ﬂgg?;:%RRoaghesRon 100 and 200 Hall ' week. After that week, will continue weekly

caches Room 203 \ ;

2/5/2013 Roaches Rooms 103, 102 and 104 visits for the next three months at which |

21712013 Desk and Bulletin Board and Room 208 point they will start a bi-monthly visit ‘

2/812013 Roaches Watercooler and Front Lounge schedule.

2/11/2013 Roaches Rooms 4 Resident Rooms on

the 300-400 Hall and 300 Hall Bathroom Employees will be reeducated at next

g;;f gg:g _Roac::es Room 104 mandatory all staff meeting on May 9, 2013

200 Hall B gﬁfé: O:ilsaligsg;e;r;i%gms on 200 Hal on measures taken concerning Pest Conirol

2/28/2013 Roaches Rooms on 100, 300 and 400 for the building. |
. Halls ‘ ] . » b 1
3/1/2013 Roaches Hall 200 Breakroom and . | During monthly facility rounds conducted by,

Resident rooms on 300 and 500 Hall the housekeeping manager; all areas with

Roach sightings were also documented every day sightings will be recorded, corrected, and

m. March 2013 elxcept 3120, 3/22/3/23 and 3/24. noted on monthly CQI sheet and taken to

Sightings were in numerous areas of the facility. Col tin

Sightings were also documented on 4/1/2013, monthly CQI meeting.

41312013, 4/4/2013, 4/5/2013, 4/15/2013 and

4/16/2013.

Review of resident council minutes indicated
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DEFICIENGY)
; =
F 469 | Continued From page 8 , F 469

residents complained about roaches in the facility
in the March 2013 and April 2013 meetings.

An observation in resident room 203 on
4/16/2013 at 6:00 AM revealed a roach crawling
on the floor beside the resident ' s bed, a 2nd
roach observed crawling under the resident's bed,
a 3rd roach observed in a box of gloves on the
resident ' s night table and a 4th roach crawling
under the resident's night stand where food and
drink were noted on the floor.

Nursing Assistant (NA) #1 was interviewed on
4/16/2013 at 6:00 AM, and staied "They are
everywhere.” When askad if she had seen the
food on the floor, the NA stated, "It was here
when | came on last night.™ She reported it was

This Plan of Correction is the center's credible
allegation of compliance.

her job to clean up food off the floor, The NA Preparation andfor execution of this plan of eorrection
further reported second shift should have cleaned does not constitute admission or agreement by the

itup, and it got busy last night. * The NA provider of the truth of the facts alleged or conclusions
stated she reported seeing roaches 1o the nurse sef forth in fhe statement of deficiencies. The planef |
many times. corvection is prepared and/or executed solely hecause |

it s required by the provisions of federal and state loy.

Staff Nurse #1 was interviewed on 4/16/2013 at
6:15 AM. She reported there were roaches in the
facility, and she indicated she tumed In reporis to
maintenance when she saw roaches. She
reported she saw the food on the floor in the
resident's room on the 200 hall when she came
on duty last night, and she revealed she was tco
busy to clean it up and stated it was the duty of
staff to clean food up if they saw it.

In an interview on 4/17/2013 at 8:00 AM, the
Director of Nursing {DON} indicated the
axpeclation was staff should clean up spilted food
and drink off the floor when they see it in an effort
to controf reaches.
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P !
F 469 | Continued From page 10 , F 469 r '
In an interview with the Administrator on . i
411772013 at 10:50 AM, the Administrator -4, I
reported the facility had a roach issue for several Tff” Plan of Cf’”e;-’_"f’” is the center's credible
months. She reported extensive efforts had been allegation of compliance. '
]mpIt‘emenled n eﬁ.OﬁS tcf get rid of t!?e roaches Preparation andfor execulion of this plan of correction
that included staff inservices, changing does no! constitute admission or agreement by the
exterminating companies, exterminalor coming at provider of the truth of the facts alleged o conclusions :
least weekly, fumigating rooms, bist the problem sel forth in the statement of deficiencies. The plan of ]
was ondol correction is prepared and/or executed solely because !
going. - : -
it is required by the provisions of federal and state law.
& k3 b kS fe
|
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(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S PLAN OF CORREGTION Ins)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K000 | INITIAL COMMENTS K000
Survevyor; 27871
This Life Safely Code(LSC) survey was
conducted as per The Code of Federal Register
at 42 CFR 483,70(a); using the 2000 Existing
Health Gare section of the LSC and its referenced
publications. This bullding is Type 1l (211)
construction, one stery, with a complate
automatic sprinkler system. Facility is using NC
special locldng system,
The deficlencles determined during the survey
are as follows:
No LSC deficiencles noted at time of survey,
42 CFR 483.70(a)
/),
7 \OVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
A migesTraty o 283

Any defleiency statement o ding wit aslerisk () denotes a deficlancy which the instltution may be excused from eoprecting providing 1 Is determined that
othor safequards provide dutficlent pittection to the patients. {See Instructions.) Except for nussing homes, the findings stated above are disolosable 90 days
foltowing tha dale of sutvey whether or not a plan of correclion is provided. For nursing homas, the above findings and plans of corceotion are dlsclosabla 14

days following the date these decuments are made available o the fagility. If defictencles are eiled, an approved plan of correction 1s requlsite to continuwed
program patticlpation,
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PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAG CROS8S-REFERENCED TO THE APPROPRIATE DATE
" DEFICIENCY)
- =153
K000 | INITIAL COMMENTS K000} K~012
Surveyor; 27671 Door ass?mbiy "m .smoke wall in attic
This Life Safety Code(LSC) survey was was repaired within 24 hows. Also,
conducted as per The Code of Federal Register ceiling access door to be replaced with
at 42 CFR 483.70(a); using the 2000 Existing pew door,
Health Care secfion of the LSC and lts referenced '
publications. This building is Type V construction, X oy
one stary, with a complete automatic sprinkjer | All smoke doors and ceiling access
system. Facility is using NC special locking doors were checked throoghout the
system. facility for proper operation and
The deficiencies determined turing the survey coraplisnce.
are as follows; '
: ‘ ceiling access
* K 012] NFPA 101 LIFE SAFETY CODE STANDARD K oyg| All smoke doors and ceiling ace
§8=E doors to be checked monthly duging
Building construction type and helght meets ons preventative maintenance rounds and
of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4, logged.
18.3.51
All preventative rounds records to bLe
brought to quarterly CQI meeling for
their approval.
This STANDARD s not met as evidenced by:
Surveyor: 27871 All access doors as well as smoke doors
Based on observations and staff Interview at ‘repaired or replaced no later than
approximately 9:00 am onward, the following to be rei;a ixed or xep '
ftems were noncompliant, specifie findings Yune 13, 2013.
Include: dsor assembly in smoke wall i atlic on
500 hall did not closa for smoke tight seal. Also, N
rated access door in rated ceffing on 500 hail did
not close and tatch{no springs on door).
42 CFR 483.70(a) K- 067
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K087
88=E All units inspected and found not {o
Hedling, ventilating, and air conditioning comply have access doors for spection aad or
with the provisions of section 9,2 and are installed cleanin
in acc/o}dance‘wlth the manufacturer's AIDE.
o) .
LABORATORY DIRECTORR R PROYIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
.~ ¢
. B wnm Sl L2253

Any deflolef atoment endin

ithan a
other safeguards provide sufficiént protacliSh te the patients. (See instructions.) Except for nurelng homes, the findings stated above are disclosable 90 days

cy

followlng the date of Sunvay whethsr or nol 4 plan of gorrection is provided, For nursing homes, the abova i
days following the date these dosuments are made available to the facility. 1f daficlencles are clted, an app

program participation,

@risk {") denotes a doficlency which the

Insliluifon may be axcused from corracling providing it s determinad that

ndings and plans of correction are disclosable 14
rovad plan of correction is requisite to continued
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION *8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREEIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE Oate
) DEFICIENCY)
K 067 | Continued From page 1 K 067 All HVA..C umtg‘to hav_fg doors installed
specifications.  19.6.2.1, 9.2, NFPA 90A, for cleaning and inspection purposes. /
19.6.2.2 ) : ~(33
All units sensor within HVAC units to- 6
be ohecked during monthly preventative
msintenance rounds and logged.
i ST . . , ) 7

Tshéfvﬁyg,NE%F;? 's not met as eVlde‘nced by All preventative rounds records fo be

Based on observations and staff interview at brought to quartedy CQl meeling for

approximately 9:00 am onward, the following their approval.

iterns were noncompliant, specific findings

include: at time of survey, no access doors were All access doors to be iostalled and

in duct to view duct detector tubes for g :

cleanness(in attic, facility wide). operational by June 13, 2013,

42 CFR 483.70(a)
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