PRINTED: 11/21/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
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CSTATEMENE-OEDEFICIENCIES {){-}) DROAADERSLIDDLIELICL 14, {\m} MULTIRLECONSTRUSTION {Y’l} DATE SUHRVEY
AND PEAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
345091 B. WING 11/20/2013
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1820 BROOKWOOD AVE

EDGEWOOD PLACE AT THE VILLAGE AT BROOKWOOD BURLINGTON, NC 27215

(X6} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (%8
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG | REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
F 000 | INITIAL COMMENTS F 0G0
The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facilities (General Health
Survey).
!
|
|
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficiency slatement ending with an asterisk {*) denctes a deficiency which the institution may be excused from correcling providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facilily. If deficiencies are cited, an approved pltan of correction is requisite to continued

program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/1372013
FORM APPROVED
OMB NO. 06838-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2 MULTIFLE CONSTRUCTION {X3) DAYE SURVEY
345091 BWING _ 12/12/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, SYATE, 2IP CODE
1620 BROOKWOOD AVE
EDGEWOOD PLACE AT THE VILLAGE AT BROOKWOOD BURLINGTON, NC 27215
X 10 SUMMARY STATEMENY OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION olf)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRITE OATE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000 ‘
Surveyor: 26594
This Life safely Code(LSC) survey was
conductad as per The Federal Register, using the -
Existing Health Care section of the LSC and its
referenced publications. This building is type I
{241) constructlon , two story with a complefe
automafic sprinkler system.
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K072
$S=E o No residents were affected by (2 / 20
Means of egress are continuously mainfained free this finding. The med carts and
of ail abstructions or impediments to full instant
use in the case of firs or other emergency. No food transport cart were
furnishings, decorations, or other objects obstruct removed immediately during
exits, access lo, egress from, or visibllity of exits. the Life Safety inspection. All
7.1.10 - ;
nursing staff was reminded by
the Directar of Nursing to
remove all med carts, food
. . A ts, rom the
This STANDARD is not met as evidenced by, ;ar s and equ!pmer_ﬂf om
Surveyor: 26694 allways when not in use,
Based on obsetvafion on 12/12/13 at Nursing staff signed that they
approximately 8:00 AM onward the following received this reminder and
deficiencies were noled, s
1) On 2nd fioor med carts and a food transport were going to comply with this
contalner were found stored on the corridor. On standard,
third fioor med carts were found stored on the
corridor and nol in use.
42 GFR 482.41(a)
K 076 [ NFPA 101 LIFE SAFETY CODE STANDARD K076
58=0
Medical gas storags and administration areas are
prolected in accordance with NFPA 89,
Slandards for Health Gare Facilities.
(a) Oxygen storage locations of greater than -
TITLE {XG) DATE

LABORATORY DIRECTORS IR §R ER/SUPPLIER REPRESENTATIVE'S SICNATURE

ADOM o STRATO R -lz/zG/ 1%

olter safaguards provide sulficlent pratection Lo the palients. (Saa Instructians,} Ex¢epl for nur.

sing homes, (he findings sfated sbove are disclosable 90 days

Any deficiency P ertlng wilh an aslerlsk (7) danctes a deficiency which the Inslilulion may be excused from correcling providing itls defermined/ihal

{sllowing the dale of survey

progrem pariicipation.

helher or nol & plan of corraclion is provided, For nurging homes,
days following the date these documents are mads avallabla to the facilly, W deficiencles are ciled, an app

the above {indings and plans of correclion are disclosable 14
roved plsn of correction is requlsile to conlinitsd
fl?
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ODEPARTMENT OF HEALTH AND HUMAN SERVICES .
. CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/13/2013
FORMAPPROVED
OMB_INQ, 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECYION IDENTIFICATION NUMBER: A BUILOING 01 - MAIN BUILDING COMPLETED
345691 B. WING 1211212013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1920 BROOKWOOD AVE
EDGEWOO0D PLACE AT THE VILLAGE AT BROOKWOOD BURLINGTON, NC 27215 )
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION 9
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 'O THE APPROPRIATE DAYE
DEFICIENCY)
K 076 | Continued From page 1 K 078 No residents were affected by J2 /;a,,;
3,000 cu.ft. are enclosed by a ene-hour this finding. The empty storage
separation, containers were removed
{b) Locations for supply systems of greater than Emmedia‘tely and pia?ed in th,e
3,000 cu.fl. are vented to the outside. NFPA 99 appropriate rack during the Life
43112, 19324 Safety Inspection. The Rehab
Coovdinator has been assigned
to check Oxygen storage areas |
each morming. Security staff
This STANDARD is not et g d by was educated on Oxygen
Su?veyor 6594 Is not met a5 evidenced By: storage and will be checking all
Based on observation on 12/12/13 al storage areas during the
approximately 9:00 AM onward the following evening and night shifts
deficiencies were noted. . Monday through Friday.
1) The oxygen storage was hon-compliant, security will check st
specific findings include; full and emply oxygen ecurity will check storage on
cylinders were stored together. If stored within the day, evening, and night shift
the sam? chl%sgre,lgm]tatz c(:ylii&de_rs shai{ t;e on the weekends. Security will
segregated and designated (with signags) from
full sylinders. Empty cylinders shalt be marked to keep. 2 log of ofl checks to
avoid confuslon and delay if a full eylinder is monitor for compliance. Logs to
needed hurriedly. [NFPA 99 4-3.6.2.2b(2)) * be avaifable for next inspection,
{oxygen storage Azalea wing room 12007A)
42 CFR 483,70(2)
K 147 | NFPA 101 LIFE SAFETY CODE STANRARD K 147
$8=D Etectrical i 4 squl G g No residents were affected by 12 / 13
ectrical wiring and equipment is in accordance e Life Safet
with NFPA 70, National Electrical Cods, 9.1.2 this finding, During Life Satety
Inspection, receptacie was
found to be wired backwards
) id not trip when tested.
This STANDARD is not met as evidenced by: and did not tip d this GFCl
Surveyor: 26594 Maintenance replaced this
Based on observation on 12/12/13 at receptacle on 12/18/13 and it
approximately :00 AM onward the following now trips when tested.
FORM CMS-2567(02-99) Prévious Veisiana Obsolete Event 10 ARQOZ1 Facility 1D: 954565 if contlnualion sheel Page 2 of 3
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. PRINTED: 12/13/2013
DEPARTMENT OF HEALTH ANO HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
SYATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! A BUILDING 01 - MAIN BUILDING COMPLETED
345091 B. WIHG 12/12/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2(P CODE
. L v e K 1620 BROOKWOOD AVE
EDGEWOOD PLACE AT THE JLLAGE AT BROOKWOOD BURLINGTON, NC 27215
(X4) 10 SUVMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION <8
FREFIX (EACH OEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH GORRECTIVE ACYION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFICIENCY)
K 147 | Continued From page 2 K147

deficlencies were noted,
A GFCI receplical located located In room

42 CFR 482.41(a)

130188 on third floor did not lrip when tested.

e gt
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