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The facility was found to be in compliance with
the Medicare/Medicaid Long Term Care
Regulations 42 CFR Part 483, Sub part B during
a recertification survey. Event ID IP9411.

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 correciing 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 fo continued

program panicipation.
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K 020 | NFPA 101 LIFE SAFETY CODE STANDARD K g20| Comelia Nixon Davis
§5=D acknowledges receipt of the
;Z_)ne hoiér gtre ra)ted constructior(; (with % hmflir Statement of Deficiencies and
ire-rated doors) or an approve automatic fire proposes this plan of correction to
extinquishing system In accordance with 8.4.1
a;(\tdfc?r '[IGETS.%Ayprogcts hazar?dzus ;:elgf Vhen the z?xtan.t that the summery of ]
the approved automatic fire extinguishing system findings is factually correct and in
option is used, the aress are separated from order to maintain compliance with
other spaces by smoke resisting partitions and applicable rules and provision of
doors, Dpors are sglf—cmsing and pon-rated or quality care of the residents. The
field-applied protective plates that do not exceed .. .
48 inches from the bottom of the door are plan of correction 18 subnmitted as
permitted.  19.3.2.1 written allegation of compliance.
Comelia Nixon Davis’ response to
the Statement of Deficiencies and
Plan of Correction does not denote
This STANDARD is not met as evidenced by: agreement with the Statement of
A Based on observation on 06/07/2012 the door ) Deficiencies and the Plan of
to the large storage room being held open. Correction nor does it constitute an
B_Based on ohservation on 06/07/2012 the daor admission that any deficiency is
E’e;z; :f ;[gdeoitgfge room near the faundry was accurate, Further, Comelia Nian
42 CFR 483,70 (a) Davis reserves the right to submit
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038| documentation to refute any of the
$8=D stated deficiencies on this Statement
Exif access is arranged s0 that exits are readily of Deficiencics through informal
z;c;:ess;tgeza; all imes in accordance with section dispute res olution, formal appeal
o o procedure and/or any other
administrative or legal proceeding.
Rlan of Correction
This STANDARD is not met as evidenced by. 7-22-32
A. Based on observation on 06/07/2012 the k029
focked gate at the Afizheimers unit did oot have
an on and off switch. a. The two storage room doors
B Rased on ohservation on 06/07/2012 the identified as propped open
ABORATOR NATURE (%5 DATE

0({ D GTO!ﬁ OR%DWREPRESENTATNES SiG
()Av a—r w / b

AR Ty (o

D=

o 1
Any deficiency stater
other safeguards pra
foftowing the date of survey w
days foliowing the date these

program participatioh.

L
¢h tha institition mey be excu
s} Except for nursing homaes,
or nursing homes,
deficiencles ara cite

ent ending with an astarisk (7) denotes a defislency whi
do sutficlent protection to the patients. (See instruction
hether of not a plan of camaction is provided, F
docurnents ara made avelilable to the facility. If

sed from correcting previding it is delermined th:
the findings stated sbovae are discinsable 80 da
the abova findings and plans of corection are disclasable |
d. an ppprovad plan aof corraction is requisita to continued

¢J




B86/22/2012 16:17

9106867592

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

DAVIS HEALTH CARE

PAGE B4

PRINTED: 08/11/201

STATEMENT OF DEFICIENCIES pl1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER:
345160

FORM APPROVE
OMB NO, 0938-03¢
(¥%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A BURLDING 01 - MAIN BUILDING 01
8. WING 06/07/2012

" NAME OF PROVIDER OR SUPPLIER
DAVIS HEALTH CARE CENTER

STREET ADDRESS, CiTY, STATE, ZIP CODE

1041 PORTERS NECK RD
WILMINGTON, NC 28411

(X4} 10
FREFIX

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

10
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTYION
{EACH CORRECTIVE ACTION SHOULD BE
CRO$S-REFERENCED TO THE APPROFRIATE
DEFICIENCY)

{X5)
COMPLETIO
OATE

K 038 | Continued From page 1 |

time of the survey.
42 CFR 483,70 {2a)

locked doors ( cross corridor doars) did not have
an on and off switch. This was corrected at the

K 038

were corrected before the end
of the Life Safety Survey.

b. Other storage room doors
throughout the facility have
been cvaluated to ensure
proper positioning in order to
prevent the spread of a
possible fire.

¢. Kitchen and Laundry steff
has been retrained regarding
the requirements fire safety
doors being kept closed to
prevent the spread of fire.

d. The Safety Coxumittee will
monitor storage door
positions weekly for 4
weeks, then monthly for 3
months. The Quality Caxe
Committee will review the
on-going inspections by the .
Safety Committee monthly
for 3 months, provide
direction for follow up as
deemed necessary and
determine the frequency
and/or need for continued
monitoring.

038

faloh o}

a.  The fire doors separating,
West 1 and West 2 units

7-22~12
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were corrected before the
end of the Life Safety
Survey. An on-off switch
was added to the locked
pgarden pate of the
Alzheimer’s wait. -

b. Other locked doors in the
Alzheimer’s unit have been
gvaluated to insure that thexe
is an on-off switch installed.

c. Maintenance staff has been
retrained regarding the
requirement that exits are
readily accessible at all times
in accordance Fire Safety
practices.

d. The Safety Committee will

- monitor for proper fixe door
functioning weekly for 4
weeks, then monthly for 3
months. The Quality Care
Committee will review the
on-going inspections by the
Safety Committee monthly
for 3 months, provide
direction for follow up as
deemed necessary and
determine the frequency
and/or need for continued
monitoring.
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