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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (%) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
345334 01/12/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1716 LEGION ROAD
BRITTHAVEN OF CHAPEL HILL
CHAPEL HILL, NC 27517
(X4) ID SUMMARY STATEMENT OF DEFIGIENCIES B PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 000 | INITIAL COMMENTS F 000
There were no deficiencies cited as a resuit of
the Recertification survey of 01/12/12.
i ABORATORY 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
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 requisite to continued
program participation.
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é PRINTED: 02/08/2012

ARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3)(l})é\:ﬁfé¥§\g£¥
3 O BER; >
AND PLAN OF CORREGTION IDENTIFICATION NUMBE A BUILDING 01 - MAIN BUILDING 01
, WING
345334 8. WIN 01/31/2012
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZIP CODE
BRITTHAVEN OF CHAPEL HiLL 1716 LEGION ROAD
CHAPEL HILL, NC 27517
(%4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORRECTION (%6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE SOMPLE TION
TAG REGULATORY OR LSC HENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ DEFICIENCY)
K 028} NFPA 101 LIFE SAFETY CODE STANDARD K029 This Plon of Correction Is the ceiter's credible
S8=E alfegation of compliance.
One hour fire rated construction {with % hour
fire-rated doors) or an approved automatic fire n;’repamﬁon andfor execution of this plan of correction
. . : . does not constiiute admission or agreement by the
extinguishing system in accordance with 8.4.1 provider of the truth of the fucts alfeged or conclusions 3 /4 /
andfor 19,3.5.4 protects hazardous areas. When sel forth in the statement of deficiencies. The plan of
the approved automatic fire extinguishing system correctlon Is prepared andior executed solely becanse

option is used, the areas are separated from it is required by the provisions of federal and stale lew.

other spaces by smoke resisting partitions and
doors. Doars are self-closing and non-rated or
field-applied protective plates that do not exceed

48 inches from the bottom of the door are ¢ On 2/7/2012 the storage room across from
permitled,  19.3.2.1 #113 and the clean linen room door on 160-

hiall were repaired by adjusting the strike
plates to ensure positive latching and smake
tight vequirements are met.

*  The Maintenance Director and Assistant weie

K-029 (Bldg 1)

This STANDARD is not met as evidenced by: in-serviced on smoke tight door requirements

Based on observation on January 31, 2012 on 2/13/2012 by the Administrator,

between 9:30 and 3:30 PM the following was ¢ Anaudit for positive, smoke tight latching will

noted: be completed monthly by the Maintenance

1} The storage room across from room 113 and Director or his designee,

clean linen room corridor door located near the *  The Executive QI Committee will review the

nurse station did net have positive latching. Audit Tools monthly for continued
compliance,

42 CFR 483.70(a)

NECEIVE

FEB 17 2012
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|

| CONSTRUGTION SECTIO

7 4, . |
LABORATORY DIl TER'S OR gRO 1SEPPIT R? ATIWE'S SIGNATURE TITLE (X6 DATE
/j@%{w ; % \ /4%}/1:57/% ¥ ot /é 20)2.

Any denclency siate e/{l anding with gn Asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is desermmed that
other safeguards pyide sufficlent projeftion to the patlents. (See instructions.} Except for nursing hemes, the findings stated above are disclosable 90 days
following the dale of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foliowing the dale these documents are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisile to continued

prograr pailicipation.
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PRINTED: 02/06/2012

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 (2. BUILDING 02
345334 B. WING 01/31/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
. 1716 LEGICN ROAD
BRITTHAVEN OF CHAPEL HILL ' CHAPEL HILL, NG 27517
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIGER’S PLAN OF CORRECTION (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED T0O THE APPROPRIATE DATE
DEFICIENCY}
K018 1 NEPA 101 LIFE SAFETY CODE STANDARD K 0181 This Plan of Corvection is the center's credible
S5=D allegation of conpliance.
Doors protecting corridor openings in other than Preparation andlor exeentlon of this plan of correction
required enclosures of verlical openings, exils, or does not constitite adwission or agreement by the é
hazardous areas are substantial doors, such as provider of the truth of the facts alleged or conclusions j / / Z'
those constructed of 1% inch solid-bonded core "e’f"”‘;’f i lhe statenicnt ‘{’J”’d@ﬁ”"”ﬁ'?- ﬂ”;"’”"f
. s N Correciion 1y prepared ana/or exectifed soje e se
W(?Od' or capable of re‘smtmg fire fo': at least 20 itis requrredgy r’}ze provisions c;fﬁ:!eml an;’, s.facl‘gr;aw.
minutes. Doors In sprinklered buildings are only
required to resist the passage of smoke, There ls K-018
no impediment to the closing of the doors. Doors
are provided with a means suitabe for keeping «  On 1/3172012 the door latch to room #503 was
the door S:!osed. Butch doors meeting 19.3.6.3.6 replaced to ensure posifive latching and scal.
are permitted.  18.3.6.3 ¢ On 2/8/2012 the shower room door frame on
Roller latches are prohibited by CMS regulations 400-11.all was repaire(.i to ensure positive '
in all health care facilities. latching and smoke tight requirements will be
ntet NLT 3/2/2012. Fire rated stripping to be
used to finish smole tight requirenients was
special ordered on 2/10/12 and will be
instabed not later than 3/16/2012,

e The Maintenance Director and Assistant were
in-serviced on smoke tight door requirements
on 2/15/2012 by the Administrator.

¢ An audit for positive, smoke tight latching will
be completed monthiy by the Maintenance

This STANDARD is not met as evidenced by: Direetor or his designee.

Based on observation on January 31, 2012 *  The Executive QI Commitice will review the
between 9:30 and 3,30 PM the fo]!owing was Audit Teols monthly for continued
noted: compliance,

1) The corridor door to room 503 cifd not cloge,
latch and seal.

2} The corridor door to shower room on 500 hall

did not close smoke tight,

42 CFR 483,70(a)
K021 ] NFPA 101 LIFE SAFETY CODE STANDARD K021
S5=D

Any door in an exit passageway, stairway

enclosure horizordal exit, smoke barrier or

lABom?ﬁf ! ECTOR'\ wﬂmﬁ% PRESENTATIVE'S SIGNATURE TITLE X6 DA
f&éﬁ M\ Mﬁﬂl??é@/é'r a?/ /7

Any deflcleﬁzﬁaiamem efldl Jith an asterisk {*) denotes a doficioncy which tho institullon may be excused from correcting providing il ;!de!erémed that
other safoguards provide suffisiént protsction {o the patients. {Soe Instructions.) Except for nursing homes, the findings staled above are disclosable 90 days
following the date of survey whether or not a plan of correction s provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable lo the facility. if deficiencies aro cited, an approved plan of corraction Is requisite to continued
prograrn parlicipation. W
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PRINTED: 02/06/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIERICLIA {¥2) MULTIPLE CONSTRUGTION {X3) ggﬁf; Eé}TRE\gEY
DENTIFICATION NUMBER: -
AND PLAN OF CORRECTION IENTIF ABULDING 02~ BUILDING 02
345334 8. WING 01/31/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BRITTHAVEN OF CHAPEL HILL 1716 LEGION ROAD
RIT CHAPEL HILL, NC 27517
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I} PROVIDER'S PLAN OF CORRECTION )
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 021{ Continued From page 1 K 0211 This Plan of Correction is the cenler’s credible
. l fi 2
hazardous area enclosure is held open only by allegation of compliancy
devices arranged to automatically close all such Preparation andlor execution of this plan of correction /5 / Z—
doors by zone or throughout the facility upon does nof constifite adlission or agreenteit by ihe 5
activation of provider of the fruth of the facts alleged or conclusions
’ set forth in the statement of deficiencies. The plan of
. i . carrection Is prepared andfor exectiled solely because
a) the required manual fire alarm system; It is vequived by the provisions of federal and state law.
b} local smoke delectors designed to detect K-021
smoke passing through the opening or a required
smoke detection system; and +  On2/1/2012 the door latch to for the 400-hall
. . . stabrwell was replaced to ensure positive
c) the automatic sprinkler system, if installed. latching and seal,
19.2.2.26, 7.2.1.82 * The Maintenance Director and Assistant were
inserveied on positive latching and smoke
tight door requirements on 2/15/12 by the
Administrator,
+  An andit for pesitive, smoke tight latching will
be completed monthly by the Maintenance
Tais STANDARD Is not met as evidenced by: Director or his designee,
Based on observation on January 31, 2012 ¢ The Executive Q1 Committee will review rthe
between 9:30 and 3:30 PM the following was Audit Tools monthly for continued
noted: compliance,
1)The stairwell door on 400 hall did not posilive
positive latching when the mag locks were ;
disconnected. This Plan of Carrection is the center’s credible
aliegation of compliance,
42 CFR 483.70(a) Preparation and/or execution of this plan of correction
K025 | NFPA 101 LIFE SAFETY CODE STANDARD K 0251 does not constinute adwmission or agreement by the
SS=F provider of the feuth of the facis alleged or conclusions
Smoke barriers are constructed to provide at set forih in the statement of deficiencies. The plan of
\ ! . correclion is prepared andfor execuled solely because
least a one ha_” hour fire resistance rating in it is required by the provisions of federal and state law.
accordance with 8.3, Smoke barriers may
terminate at an atrium wall, Windows are K-025
protected by fire-rated glazing or by wired glass
panols and steel frames. A fmihimum of two e On 2/1/2012 the four doors in the smoke walls
separate compartments are provided on each o ) o
floor. Dampers are not required in duct for the attic area were completely repaired to
. p 4 ensure smoke tight:

FORM CMS-2587(02-99) Provious Verslons Obsolele

Event ID; 2LCE21

Faciily 0: 823014

If condinuation sheet Page 2 of 6

Wiy




PRINTED: 02/06/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA {X2} MULTIPLE CONSTRUCTION (X3) gg&f; LSEUTiE\éEY
ICATION NUMBER:
AND PLAN OF CORRECTION IDENTIFICATION N ABULDING  02. BUILDING 02
345334 B. WING 01/31/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
' 1716 LEGION ROAD
BRITTHAVEN OF CHAPEL HILL CHAPEL HILL, NC 27517
(XY 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
o Each door lateh was replaced with a
K 025 | Continued From page 2 K025 new door handle,
penetrations of smoke barriers in fully ducted o Door frames, closure devises and
heating, ventilating, and air conditioning systems. hinges adjusted, . e;j/é b
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4 o Doors and floors repaired to ensures //.-.
no rubbing,
o All door checked to ensure smoke
tight achieved,
s All attic aren and Cherry Hill Dining and Ree
This STANDARD s not met as evidenced by: Room smoke wall penetrations were sealed
Based on observation on January 31, 2012 with Fire Barrier Sealant CP25WB In order to
between 8:30 and 3:30 PM the following was maintain the required rating of the wail,
noted: _ _ s The Maintenance Director and Assistant were
1) The smoke walls in the attic area has door the in-serveied on positive Iatching, smoke tight
separate compartment that did not close smoke door requirements and smoke wall
tight and the sprinkler pipe that penetrated the penetrations on 2/15/12 by the Administrator.
smoke wall were not sealed in order to maintain e An audit for positive, smoke tight latehing will
the required rating of the wall. , be completed monthly by the Maintenance
2) The smoke wall located in the Cherry Hill Director or his deslgnee,
Dinning ?nd Rhec room has hollesagnd c;r t s The Bxecutive QI Commitiee will veview the
peqeéraho}?st at Weée n{.)t Se?teh in OIE erio Audit Tools monthly for continued
maintain the required rating of the wall. compliance,
42 CFR 483.70({a)
K 0291 NFPA 101 LIFE SAFETY CODE STANDARD K 029} This Plan of Correction is the cenfer's credible
S8=E allegation of compliance.
Qne hour fire rated construction (with % f.}OUII' Preparation and/or exectition of this plan of correction
fire-rated doors) or an approved automatic fire tloes naf constiivie aduission or agreement by the
axlinguishing system in accordance with 8.4.1 provider of the truth of the facts alleged or conclusions
andfor 19.3.5.4 protects hazardous areas. When sel fortlt in the statement of deficiencies, The plan of
e . o s C oy correction is prepared andfor execufed solely becauise
the,ap’?mved automatic fire extinguishing system ¥t Is requived by the provisions of federal and state faw.
option is used, the areas are-separated from
other spaces by smoke registing partitions and K-029
doors. Doors are self-closing and non-rated or
gg[§~ag phidopmtfc%v?tg [atg? tt::tdi(;?;:eexceed e On 2/1/2012, the self elosing device for room
mc,:u:‘;s r r1ng 382 10 m #901 door (teinporary sforage) was installed
permitied. e and tested to ensure it self-closed to include
positive latching,
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MERICAID SERVICES

PRINTED: 02/06/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING (2. BUILDING 02
B. WING
345334 01/31/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE '
1716 1.EGION ROADR
BRITTHAVEN OF CHAPEL HILL CHAPEL HILL, NC 27517
{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ‘ {X6)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
¢  The housekeeping closet door frame at the exit
K 029 | Continued From page 3 K 029 to the loading bay was adjusted and repaired
: on 2/7/2012 ensuring it now meets the
This STANDARD is not met as evidenced by: requirentents for a smoke tight seal when self-
Based on observation on January 31, 2012 closing,
between 9:30 and 3:30 PM the following was o The Maintenance Director and Assistant were
noted; in-serveied on positive latching, smoke tight
1) The resident room used for lemporary slorage door and self-closing requirements on
on 900 hall across form the nurse stalion was no} 2/15/2012 by the Administrator,
equipped with & self closing device. *  An audit for positive, smoke tight latching will
2) The soiled linen door located next to the exit to be completed monthly by tlie Maintenance
loading bay did not close smoke tight. Director or his designee,
¢ The Exccutive QI Committee will review the
" 42 CFR 483.70(a) Audit Tools monthly for continued
038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 compliance,
Exit access is arranged so that exits are readily This Plan of Correction is the center's credible
accessible at all times In accordance with section allegation of compliance.
741921 Preparation andlor execution of this plan of correction
does not constifule admission or agreement by the
provider of the irth of the facts alleged or conclusions
set forth n the stafement of deflclencies. The plan of
correction Is prepared andlor execuied solely because
# is vequired by the provisions of federal and stafe e,
This STANDARD is not met as evidenced by:
Based on observation on January 31, 2012 K-038
between 9:30 and 3:30 P e following was "
noi\ewd' . " Mih lowing On 2/9/2012, a new sidewallt addition was .
1) Al the exit to the rear laundry service entrance completed that l"’"""“e‘:ﬁd the re '1:1;?:::3‘:3; sﬂelleme
there was not a sidewatk and/or hard surface entrance with the “public way” Hhal i ¢
continuing to the public way. “sidewalk and/or hard surface” requirement,
42 CFR 483.70(a)}
K 076 NFPA 101 LIFE SAFETY CODE STANDARD K078
$8=D
Medical gas storage and adminisiration areas are
prolecled in accordance with NFPA 99,
Standards for Health Care Faciliies.
(a) Oxygen storage locations of greater than i
i
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PRINTED: 02/06/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {¥X1} PROVIDER/SURPLIER/ICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SUR_VEY
AND PLAN OF CORRECTION IENTIFICATION NUMBER: COMPLETED
A BUILDING 02 - BUILDING 02
345334 WG 01/31/2012

NAME COF PROVIDER OR BUPPLIER

BRITTHAVEN OF CHAPEL HiLL

STREET ADDRESS, CITY, STATE, ZIiP COUDE
1718 LEGION ROAD

CHAPEL HILL, NC 27517

PROVIDER'S PLAN OF CORRECTION

Generators arg inspected weekly and exercised
under load for 30 minutes per month in
accordance with NFPA 99.  3.4.4.1.

This STANDARD is net met as evidenced by:
Based on observation on January 31, 2012
between 9:30 and 3:30 PM ihe jollowing was
noted:

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D {x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
This Plan af Correction is the center's credible
K 076 | Continued From page 4 K 078 allegation of complianee.
3,000 cu.ft. are enclosed by a one-hour Preparation andlor execnition of this plan of correction
separation. does not constitite adimission or agreement hy the
provider of the trutl of the fucis alleged or conclusions
. sei forth in the statement of deficlencies. The plan of
(b) Locations for supply Syslems o_f greate[ than correction is prepared andlor execuled solely bacalise
3,000 cu.ft. are vented to the oufside, NFPA 99 it s regutived by fhe provisions of federal and stale law. 5 /Z / Z
43112, 18324 -
K-076
On 1/31/2012, the unsecured oxygen cylinders
found on the 400-hall were immediafely and
. . . properly secured in the storage racks for
This STANDARD is not met as evidenced by: empties. A sweep audit of the building
Based on observation on January 31, 2012 confirmed that there were no unsecured
between 9:30 and 3:30 PM the following was cylinders.
noted: Staff was in-serveied on proper requirements
1) Two oxygen cyllndfers were found stored vl for full and emply oxygen cylinders by
ungecured in the feiSIdent bathroom at on 400 ha February 17,2012 by the Administrator and
near the nurse station. Director of Nursing,
An audit for proper oxygen storage will be
42 CFR 483.70(a) .
_ . completed weekly by tiie Maintenance
K 144 | NFPA 101 LIFE-SAFETY CODE STANDARD K144 Director or his designee,
S8=D The Executive QI Committee will review the

Audit Tools monthly for continued
compliance.
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