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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
345318 B WING __ 03/24/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1478 RIVER ROAD
E
BRUNSWICK COVE NURSING CENTER WINNABOW, NG 28479
{X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 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 LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
, 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 a
recertification and complaint investigation survey.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the instifution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homaes, the findings stated above are disclosable 80 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 fo the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation. .
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AND PLAN OF connac*‘gon i IDENTIFICATION N : ABULDNG 0. BUILDING 0101
I T
S % i 345318 B viNe 05/05/2011
NAME OF PROVIDER OR SUPP{IER STREET ADDRESS, CITY, STATE, 2IP CODE
LI M 1478 RIVER HOAD
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PREFIX ¢ {BACH Dlﬂ iC, ENF}Y #MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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I 046 | NEPA 101 L!; 5ISAFETY CODE STANDARD * K 04g| The exitdoors at stations 3 and 4 will be replaced
S NE : F;E!S TA R ‘ K With double lighting ﬁ}fiure, 50 these sreas will - l
Illum]nat:lon ff Ega'ans of egrass, Including exit 1o g0 completely durk if one Jight goes out, 10
discharde, iy‘alatiged so that failure of any single The maintenancs man will cheok all outside lights é{
lighting fixture (Bulk) will not leave the area in By oxit doors, which wif) bs a two bulb fixture, He
darkness. '(’ﬁh"s doas not rafar to emergency will keep & Jog to provide quality assurance, '
lighting in adedrdance with section 7.8}  18.2.8,
S The mmzem_m mun will report any fndings
s (fixtures Not in compliance to the menthly
I R QA meeting). Any fixture requiring two bulb
: i ; Wl.!,l be automatically will be done by the
This STANDARD is not met as evidenced by: fusility electrician.
Based dn g'é‘obfsérvaﬁons and staff interview
during tﬁet t,’irH n 5/5/2011 the following exit
dischargde ill 'nﬁi hation-was observed as
noncompiiaﬁt &3 only aone bulb fixture was at
the exit dischialgé for the number 3 and 4 nurses
stallons exits! 1 |
P il —— ———
CFR#: 421 F%& 483,70 (a)
K 046 | NFPA 101 LIFE|SAFETY CODE STANDARD K046  All ropms that need unitary lighting will
S8=E| | M bave them addressed by facility ¢lectrician, . u).»
Emergehcy Jighting of at least 1% hour duration is this is to include butnot limit to dining '
provided In gicddridance with 7.9, 18.2.9.1. room near statlon 3 and lounge at station 2. [O}&M
" f The maintenance man will make rounds monthly to
il . | Lttty codoe. i g ool oS cn”
This STANDARD is not met as evidenced by: 2L OA ucﬁ o t; 3 Wil be presen
Based on 39 ohservations and staff Interview QA montbly meetings to sssure compliance,
during the tour on 6/5/2011 the faellity did not
have a uritg r‘y’light on the emeargency circult that
f$ non-switcnable-fight at two locations:
it
1. Dining rophiéar the nurses station number 3
2. The lounge room at the nurses statoin number
¥z ;f ' . ————— o
dFR#: A2 c}':'yl{ '483.70 (a) All dlestnical wiring will be in accordance
4 By NI with NFPA70, The facility gencrator enwiciator
K 147 | NFPA 101 LIF§§§AFEW CODE STANDARD K147| i boin sood working order at all imes. |
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i LB The maintenance man do ali monthly generators
K147 C;Iontfn‘.}ed J—rc f-L pade 1 K147] cheoks. He will record that chunciators a¢ all
ss=E| ! stations are operational. His QA report will be G ha]

électn‘cgl Wikl

rld ahd equipment Is In accordance

with NFPA 70

| did not sho
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CFR#: ?42«::?

‘INational Electrical Code. 9.1.2

This STANDAF
Based on-tfie[gbservations and staff Interview
during the.four
annunciaten p
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1 system J'oftm'e
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