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(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D ' PROVIDER'S PLAN OF GORREGTION %)
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DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
The facility was found to be in compliance with |
the Medicare/Medicaid Long Term Care ‘
regulations, 42 CFR part 483, subpart B during
the recertification survey of 12/04/2013.
!
;
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE (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 protaction 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 facility, If deficiencies are cited, an approved plan of correction is reauisite to cotinued

program participation.
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PRINTED: 01/00/2014
DEPARTMENT OF HEALTH AND HUMAN SERVICES CORM APPROVED

_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION “1(%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
345182 8. WING 01/08/2014
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
HERITAGE HEALTHCARE AT TAYLOR PLACE 485 HIGHWAY 70 BAST
SEALEVEL, NC 28577
(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES I 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}
K 000 | INITIAL COMMENTS K 000
K018: Doots in sprinklered buildings are ol fefu o] GM
resist the passage of smoke, Thcre"‘}s'g\ni%m%g?meét
SUNB‘){OF'. 27871 ' to the closiug of the doors. !
This Life Safety Code(LSC) survey was : i
conducted as per The Code of Federal Register :A’hat Co::;cliiverml:tiun will be aecomplished by the facility !
N T 0 COTrec
at 42 CFR 483.70(a), using the 2000 Existing e defictent practice |
Health Care seqtion of the LsC and its referenced At time of Inspection resident seom doors 245 and 306 did '
-publications. This building is type 211 not close and lalch for smoke tight seal. Facility comrected
construction’, one story with & complete the “-Vf]' resident room doors that did net close aad felch
. . propetly.
automatic sprinkler system. This was completed on January 15, 2014,
The Deficlencies determined during the survey Havw witl Tacility identify other life safety issnes having the
are as follows: potentiol to affect residents by the same deficlent practices.
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD KO8l fuintenance Director audited resident room doors for proper
Q8=F ' ‘ ' . closure and latch, Facility found no ether doors that wese oul
Doors protecting corridor openings in other than of compliance.
required anclosures of vertical openings, exits, or ;\"ditwascomﬂfsted by Janvary 15, 2014
hazardous areas are substantial doors, such as o alteched Rasident Room Audit
Py .
those constructed of 1 /{; H}Ch s:oild-bonded COore What measures or systematic ehanges will be putin place to
weod, or capable of resisting fire for at least 20 ensurethnt the deficient practice wilk not recur.
minutes. Doors in sprinklered buildings are only ]
required to resist the passage of smoke. Thereis Mm;tenance Director or Mainfenance Assistant will andit
A R L resident room doors menthly for the first threo months,
no 1mpe§l1ment'to the closing _of the doors. [_)oors then Baility will audit 15 resident rooms each quarter for the
are pro\ﬁded with a means suitable for keeping remainder of the year for cemplance.
the door ciosed. Dutch doors meeting 19.3.6.3.6 2nd audit witl be completed by Februaey 15, 2014
are permitted,  19.3.8.3
How will the correctlve actions be monitored for compliance. \
BO”GT latches are prgh.ibited by CMS regulations Maintenance Director, Malntenance Assistant and/ or Administrator
in alt health care facilities. with spot chack 15 resident room doors monibly for compliatce.

Facitity will review for a period of three (3} months af their monthly '
Performance Improvement meetings.

WS

Thi€ STANDARD (s not met as evidenced by:

Y A
LABOHAYO RECTORS O PROVIDER/SUPPLIER REPRESENTATI SIGNATURE TITLE ‘ {X6) DATE
| N o ey Wzl
om correcting providing itis determined that

nding with an asterisk (*) denotes a daficlency which the institution may be excused fr
other safeguards provide sufficieat protection to the patients. (See instructions.) Except for nussing homes, the findings stated above are disclosable 80 days
following the date of survey whether or nel a plan of correction is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facllity, 1f deficlencies are cited, an approved nlan of correction is requisite to continued

program participation.

Any deficiency statement ¢
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0321
iTATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/CLIA {X2} MULTIPLE CONSTRUCTION {%3) DATE SURVEY
ND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MIAIN BUILDING D1 COMPLETED
345182 B. WING 01/08/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, €ITY, STATE, ZIP CODE
468 HIGHWAY 70 EAST
HERITAGE HEALTHCARE AT TAYLOR PLACE
. " SEALEVEL, NC 28577
(%4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULL BE COMPLETION
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
K 018 i K045: Thumbnation of means of ¢gress, inchiding exit dischazge
Continued From page 1 K 018 is arrenged 5o that f2fhure of any single lighting fixture will
Surveyor: 27871 riot leave erea in darkness
Based ,0n observations aﬂd staff lﬂter\f[ewl at What Corrective scffon will be aceompHished by the freltity
apprOXImate[y 4:00 am Onwafd, the fOHOWIng to torrect ike defictent practice.
ilems were noncompliance, SPBCEﬁC findings At tirne of Inspection day room by main dining reom leaves
anplude: residents bedroom doors 205 and 306 area in darkness 1o extt discharge. Facility repaired light fixture
did not close and latch for smoke tight seal. to remala on during exit discherge.
This was completed oo Jancary §5, 2004
42 CFR 48370(3) How wilt facility Identify otber life sefety lssues baving the
K 045 NFPA 101 LIFE SAFETY CODE STANDARD K 045 potential to affect reshients by the same deficlent practices.
55=D ) . Maintenance Director gudited common axea rooms for any single H
: 1 H H H ligtht foxture thet will not feave acea in darkness. Facility found H
Hlamination of means of egress, including exit b cummon sten cooms that rere out of coptiance. :
discharge, is arranged so that failure of any single Audit was completed by January 15, 2014 ;
lighting fixture {butb) will not leave the area in See ettached Common Roam Lighting Audit §
C?arkness. (Thls does not refer to emergency What measures or systematic changes will b put in place 1o ensure :
lighting in accordance with section 7.8}  19.2.8 _ that the deflelent practice will nof recwr. g
{
Maintenanice Dirscier ar Maintenance Assistant will sudit common :
teot lighting monthly for the fizst three months, then facility \\ \5 \L\- i
will audit each quatler for the remainder of the year for compliance.
2nd audit will be completed by February 15, 2014 1
This STANDARD is not met as evidenced by: How will the correclive actions be mosltered for compliance. 1
Surveyor: 27871 Maintenanea Director, Maintenarce Assistent and / o
Based on observations and staff interview at Adminisittor sill spot check comwon roem Bghting monthly
. s . for complianca. Facility will review for a period of three (3) |
?ppmmmat@ly 900 am onward, the fQIJDVf'nQ months at the'z moathly Pesformance Tmprovament meetings. :
items were noncompliance, specific findings t
include: day room by main dining rocm leaves K066 Smokinsregula!iunsareadoplcdandinclu;enrfklssthanlhe
i it di follawing provisions. Metel coatainers with sslfic osing H
area o darkness to BXIt dtscharge. deowig::in€ir\-hich ashiraysean bs empiled sre readily available g
1o alf ereas where smoking is prohiblted, i
42 CFR 48370(3) . What Corrective action wilt be acconplished by the facility E
K 086 NFPA 101 LIFE SAFETY CODE STANDARD K 066 to correct the deficient practice. i
S8=D . ; . !
¢ 3 . At time of laspection proper ashirays or self-closing metal devices H
Smoking regulations are adopted and include no erasot mads availebls in ereas thet stal were smoking. !
less than the following provisions: _ ) :
How will fachliey fdentify other ife safey lssues having the !
‘ . . . - potentlal fo affect residents by the same deficient practices.
(1) Smoking Is prohibited in any room, ward, or " ity b dcided t b ok e iy
et As of this inspection Facility has decided to be a smoke free
Compartmen! where ﬂammable “C{UIdS‘ mdostaff,s:s:ienls ot famili¢s cannat smoke on facitity propery.
combustible gases, or oxygen is used or stored Inservice wos conducted with staff on Jaruary 16, 2014
and in any other hazardaus location, and such .
: . - What messures or syitematie changes wilk be put fa place to ¢nsare \
area is posted with signs that read NO SMOKING that the deficieat practice will not recur, \ \’;};\ 5
As of this Inspecilon facility has decided tobea smole free facilily  ——e—e—— :
FORM CMS-2567(02-98) Pravious Verslons Obsolete Event ID: HSK21 Facifty ID:  and staff, residents or Eamilies cannat smoke on facttity property. — 2ggp 2 of 5 i

Signs wilt be posted designating Facility as & smoke fee faciliny. :

Signs will be completed by Jaruary 3 §, 2014

How wiil the torrective actions be monitored for complisace.

Mainteaznce Ditector, Director of Health Services and tor
Admérdstrator will monitor facility commen areas for compliance

of & smoke free facility.

Facility will review for a pariod of threz (3} months at their monthly

Performance Imprevement meelings.
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PRINTED: 01/06/2014
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIERICUIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILD'NG 01 - MAIN BUILDING 84 COMPLETED
345182 B. WING -01/08/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
468 HIGHWAY 70 EAST
HERITAGE HEALTHCARE AT TAYLOR PLACE
SEALEVEL, NC 28577
(X4} D SUMMARY STATEMENT OF DEFICIENCIES 18} PROVIDER'S PLAN OF CORRECTION CE)
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)
K 866 ; Continued From page 2 K066
or with the international symbol for no smoking.
(2) Smoking by patients classified as not K076: Medical gas storage and edministration areas aze protected in
. s oo cord i 99 ds fi Care Facilities.
I‘ESDORSlble is pl‘Ohlblted, except when under accordance with NFPA 99 Standards for Health Care Facilities
direct Supewismn. What Correcifve action will be accomplished by the Facility |
to correct the deficient practice. .
(3) Ashtrays of noncombustible material and safe . : )
design are provided in all areas where smoking is At time of Inspection empty oxygen tanks were stored in front of the
itted full exygen tank storage area. Facilily immedistely corrected oxygen
permited. storage issues and posted signs noting “FULL" and “EMPTY”,
This was completed on Jaruary 8, 2014,
(4) Metal containers with self-closing cover
devices into which ashtrays can he emptied are How willt facilityfdentify other life safety issues having the
readiiy available to all areas where smoking is pofential to affect residents by the same deficient practices.
permitted. 1 9.7.4 Pacility will inservice staff on proper storage procedures for oxygen
: tanks, Facility will puschase hard plastic signs that-will be mounted
1o the wall reading *FULL" and “EMPTY™ for proper oxygen storage.
Inservice was conducted with staff on January 16, 2014
Hard plastio signs will be mounted by January 20, 2014
What measures or systematic changes wilt be put in place t6 ensure
This STANDARD is not met as evidenced by: that the deficient practice will not recur.
és urvgyor. 2b7 871 i d staff int . i Maintenance Director or Maintenance Assistant wilk check oxygen !
ase pn opservalions ana statt in erwew_ a tanks daily For proper storage compliance. :
approximately 9:00 am onward, the foliowing “¢his will begin immediately on January 9, 2044 and on going. '
items were noncompllance, specific findings
include: at time of survey facility did not have How will {he corrective actfons be monitored for compliance.
proper ashtrays or seif-clos_lng metal containers in Waintenancs Director, Director of Health Services, Nursing Staff
areas that staff were smoking. and / or Administrator will monitor daily the exygen storage area
for compliance. .
42 CFR 483_70(3) Facifity witl soview For a peried of thres (3} months at their monthly f
. Perft 1 fings.
K 0761 NFPA 101 LIFE SAFETY CODE STANDARD Ko7g|  Felonseacelmprovementmectofs :
ss=E} _
Medical gas storage and administration areas are
protected In accordance with NFPA 99, ] \‘
Standards for Health Care Facilities. 1 2oty
{a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation.

FORM CMS-2567(02-89} Previous Varslons Obsolale

Event ID:118K21

Facllity 1D 923448

H continuation sheet Page 3 of &
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Generators are inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 99, 3.4.4.1,

This STANDARD is not met as evidenced by:
Surveyor: 27871

Based on observations and staif inferview at
approximately 9:00 am onward, the following
items were noncompliance, specific findings

STATEMENT OF DEFICIENCIES {£1) PROVIDER/SUPPLIERICLIA X2y MULTI
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: (x2) MULTIPLE CONSTRUCTION (X} DATE SURVEY
A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
345182 B. WING
NAME OF PROVIDER OR 01/08/2014
} SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HERITAGE HEALTHCARE AT TAYLOR PLACE 468 HIGHWAY 70 EAST
| SEALEVEL, NC 28577
{%4) 1D SUNMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORR
ECTION
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CGMI(FXLSE)TIDN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
K 076{ Continued From page 3 K076 :
K14d: Cenerators are inspected weekly and exersised under load for
. : i i d i 9
(b} Locations for supply systems of greater than 30 minutes per month in accor a1.1ca with NFPA 9
3,000 cu.ft, are vented to the outside. NFPA 99 What Corrective action will be acc-omp!ished by the facility
4.3.1.1 .2, 19.3.2.4 to eorvect the deficient practice,
At time of Faspection “Temporary Generator” did not crank and
transfer in 10 seconds or tast. Facility immediately contacted SurGen
Generator Company and ordered a new generator o be deliveredand |
fnstalled today Januacy 8, 2014, New generator was delivered to facility
by 7 p.im. on January 8, installed and tested under load for compliance
This STANDARD is not met as evidenced by: with NC state regu]atiens:ngtate i{]S}?ECf.OF w?s C.Ontact‘ed app;?xima:ety
Surveyor: 97871 gi:::;;? January § to inform him of installation of “New Temporary
N . \ Tl .
Based on observations and staff interview at ‘This wes completed on Janvary 8, 2014,
gpproxumately 9:00 am onward, the following _
items were noncompliance, specific findings How will facility identify other life safety is;u;as having the
include: empty oxygen tanks were in front of full potential to affect residents by the same deficient practices,
tanlfs area in oxygen storage room at nurse Facitity will test “Temporary Generator” dafly under load il
station on 100 hall. the “Permanent Generator” s operable.
This wili begin on January 16, 2014 and will be on going.
42 CFR 48370(3) What tematic ch will he put fn place t
at measuyes or systemafic ¢ anges pufin piace to ensure
K 144 ] NFPA 101 LIFE SAFETY CODE STANDARD K 1441  tunt the deficient practice wilt not recur.
88=F

Facility will test “Temporary Generator™ daity under load uniil

the “Permanent Generator” is operable.

This will begin on January 10, 2014 and will be on going.

When “Permanent Generator” is operable facility will follow i
State regulations of weekly generator load test for 30 minufes. :

Hot will the corrective actions he monitored for comyliance. |

Facility wilt test “Temporary Generator” daily under load untit
ihe “Permanent Generator’ is operable,

This will begin on Janvary 10, 2014 and will be on geing.
Whon “Permanent Generator” s operable facility will follow
State regnlations of weekly generator load ast for 30 minutes,
Fueility will review for a period of three (3) months at their
Menthly Performance Improvement meetings.

\ (‘E)( M

FORM CMS5-2567(02-99) Previous Versions Obsofale

Event ID:HS&K21

Facllity 1D 923448
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CENTERS FORMEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘5\ ;UILDING 01 - MAIN BUILDING 01 e gggliELSEti%\I;EY
345182 B. WING
01/08/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HERITAGE HEALTHCARE AT TAYLOR FLACE 408 HIGHWAY 70 EAST
SEALEVEL, NC 28577
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [»3 PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMgEgTIDN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 144 | Continued From page 4 K144
include: temporary generator did not crank and Ki47: Electrical wiring aud equipment is in accordance with
transfer in 10 seconds on test, NFPA 70 National Blectrical Codo .12
What Corrective action will be accomplished by the facllify
42 CFR 48370(8) : to correct the deficient practice.
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147

S58=F

Surveyor: 27871

protected.

42 CFR 483.70(a)

Electrical wiring and equipment is In accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:

Based on observations and staff interview at
approximately 9:00 am onward, the following
items were noncompliance, specific findings
include: electrical outlets at sinks in all residents
rooms on 100 hall are not Ground Fault

Atdime of Inspection electrical cutlets at sinks in all residents
rooms ont 100 Hall are not Ground Fault protected.
106 Hall is currently closed to all admissions wnti! Ground Fault

outlels are installed.
Facility ordered Ground Fault Outlets for all residents’ rooms on

100 Hall, oo January 9, 2014,

How will facility identify other life safety issues baving the
pofential to affect residents by tke same deficient practices.

Facility installed Ground Fzult cutlefs in all residents’ rooms on
100 Hall at sinks.
This was completed January 13, 2014

What measures or systemtatic changes will be put in place fo ensure
that the deficlent practice will not recur,

Faeility installed Ground Fault ontlets in all residents’ reoms on

100 Hall at sinks.
‘This was completed January 13, 2014

How will the corrective actions be monitored for compliance,

Facility installed Ground Fault outlets in alt residents’ rooms on
100 Hall at sinks,

This was completed January 13, 2014

Facility will review for a period of three {3) months at their
Monthly Performance Improvement meetings.

NS
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