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F 000 | INITIAL COMMENTS F 000

The facility was found to be in compliance with
the Medicare/Medicaid Long Term Cars
regulations, 42 CFR part 483, subpart B during
the recertification survey of (DATE of exit)

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing It is determined that
other safeguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
foflowing the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program paricipation,
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/ISUPPLIERICLIA {X2) MULTIPLE c'onsfé’i}“é‘nor«é 171 exe) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN EP 0 82013 { ! COMPLETED
]
345539 B WING VEY wi| 081132013
NAME OF PROVIDER OR SUPPLIER STREET ABDRESS: CITY; “STATE, ZIP GODE !
' 300 CLYNELISH CLOSE
THE ARBOR | PITTSBORO, NC 27312
X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTICN {Xs)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE’ COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENGY)
K 000} INITIAL COMMENTS K000
' K076
This Life Safety COde(LSC) survey was The corrective actlon will be accempilshed for ‘ q/ /é// 3
conducted as per The Code of Federal Register the deficlent practice of the full and empty
at 42C,FR_483 70(a); using thja 2000 New Health oxygen cylinders mixed/stored together by
Care, Se,Ctlon of .the LSC arfd its referencea, ’ having the room divided where full tanks will be
pub[lcatio_ns. This' buli'dmg_ I.S Type 11 {222) stored " and empty containers will be stored. Full
ConStruqﬁon' %WO stories, with a Comp[Ete and enpty signs have been posted to designate
automalic spnnkler System' where the containers are to be placed, Staff re-
education will be completed regarding oxygen
The deficiencies determined during the survey storage. -
are as follows:
K 0761 NFPA 101 LIFE SAFETY CODE STANDARD K Q76!  During Environmental Rounds this same issue
88=D having the potential to affact residents by the
Medical gas storage and administration areas are same deficlent practice will be monitored and
protected in accordance with NFPA 99, Standards documented on round sheets. '
for Heaith Care Facilities.
Other fife safety issues having the potentialto
{a) Oxygen storage locations of greater than affect residents by the same deflclent practice
3,000 cu.ft, are enclosed by a one-hour ' wilk he monitored and Inspected by the :
separation, Administrator or deslznee so that this does not !
4 3.1. 1 2 '18 3, 2 4 ' inspected for the locatlon ofcyimders
inspection results will be documented an the '
rounds report. The Inspectfon results will be
reported in the QA meetings on a quarterly
This STANDARD is not met as evidenced by: basis for 3 quarters.
CFR#: 42 CFR483.70 (a)
By observation on 8/13/13 at approximately noon
medical gas storage per NFPA 99 was
non-compliant, specific findings include; the full
and empty oxygen cylinders were mixed/storad
together. If stored within the same enclosure,
empty cylinders shall be segregated and
designated (with signage) from full cyiinders.
Empty cylinders shall be marked fo avold
confusion and delay if a full cylinder is needed

LABORATORiIﬁ’ECTOR'S OR F‘fo\ DER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (Xf’) DATE
W)\_}‘ : ﬁc{’m; ne 5 e fur /%/20/03

Any deficlancy statement ending with an asterisk (*) denoles a deficlency which the institution may be excused from correcting providing It is determined that
other safeguards provide sufficlent protection {o the patients. (See Instructions.} Except for nursing homes, the findings staled above are-digclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facility. If defictencles are cited, an approved plan of corraction Is requisite to continued

program participation. .
- | GOy
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and

8-6.2.5.2b]

Transferring of oxygen is;

(a) separated from any portion of a facility
wherein patients are housed, examined, or
treated by a separation of a fire barrier of 1-hour
fire-resistive construction;

{b) in an area that is mechanically ventilated,
sprinkiered, and has ceramic or concrete flooring;

(c} in an area posted with signs indicating that
transferring is occurring, and that smoking in the
Immedlate area is not permitted in accordance
with NFPA 89 and the Compressed Gas
Assoclation, 8.6.2.5.2

This STANDARD Is not met as evidenced by:
CFR#: 42 CFR483.70 (a)

By observation on 8/13/13 at approximately noon
liquid oxygen per NFPA 99 was non-compliant,
specific findings Include; the room the liquid
oxygen was stored was not mechanically
ventllated nor was the flooring ceramic or
concrete per item (b) above. [NFPA 99
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345639 B. WING 08/13/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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) E ARBO .
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(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENCY)
K076 | Continued From page 1 : K078
hurrfedly. [NFPA 99 4-3.5.2.2b(2)] (2nd floor
oxygen storage) K143 g //(4//3
};;itg NFPA 101 LIFE SAFETY CODE STANDARD K 143  The corvective action will accomplished farthe

deficient practice that liquid oxygen was stored
Ia a room that was not mechanleally ventilated
nor was the flocring ceramic to concrete, We
have no use for liquid oxygen, therefore the
fiquld oxygen has been removad.

During Environmental Rounds this same Issue
having the potential to affect residents by the
same deficlent practice will be menitored and
documented on round sheets that ne Hguld
oxygen Is stored.

Routine rounds as part of a systematic change
having the potentlal to affect residents by the
same deficient practice wilf be monitored and
inspected by the Administrator or designee so
that this does not recur,

ot eyl

“fisrectad for thel
Inspection results will be documented on the
rounds report, The inspaction results will be
reported In the QA meetings on 2 quarterly
basls for 3 quarters,
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