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F 000 | INITIAL COMMENTS £ 000 | This Plan of Correction is the center’s credible
allegation of compliance.
No deficiencies were sited as a result of the Preparation and/or execution of this plan of correciion
complaint investigation survey of 1/9/1 3. Event does not constitute admission or agreement by the
ID# IRSC11. provider of the trith of the facis alleged or conclusions
F 431 | 483.60(b), (d}, (e) DRUG RECORDS F 431 ¢ sed forth in the statement of deficiencies. The plan of
. Sy . corvection is prepared andfor executed solely because
ss=E | LABEL/STORE DRUGS & BIOLOGICALS it is required by the provisions of federal and state law,

The facility must employ or oblain the services of
a licensed pharmadcist who establishes a system E- 431
of records of recelipt and disposition of all f
controlled drugs in sufficient detail to enable an

| aceurate recondiliation; and determines that drug
records are in order and that an account of all
controlted drugs is maintained and periodicalty

1.) How corrective action will be
accomplished for the resident affected:

4’?"&"/3

No resident experienced any adverse ;
outcome as a result of the deficient

i reconciled.
practices cited. The following corrective

| Drugs and biologicals used in the facility must be actions were taken:

| labeled in accordance with currently accepted le  Unit 3 nurse cleaned the Unit 3
professionat principles, and include the medication refrigerator 1/9/2013.

! .approplfiate accessory ar?d c;autionary s The accumulation of ice on all

; 1nstrgctlons, and the expiration date when affected refrigerators was remove d by
applicable. the maintenance assistant on 1/9/2013.

¢  On 1/9/2013 the Consultant
Pharmacist provided confirmation
that all medications stored in the Unit
3 refrigerator were not adversely
affected by temperature and cleared

[ as acceptable for use.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
' locked compariments under proper temperature
controls, and permit only authorized personnel to
have access fo the keys.

The facility must provide separately locked, ¢  Unit 3 refrigerator was evaluated by
permanently affixed compartments for storage of the Maintenance Director and found
controlled drugs listed in Schedule If of the to have a bad compressor. That
Comprehensive Drug Abuse Prevention and refrigerator was discarded and
Control Act of 1976 and other drugs subject o | replaced with a clean, new, frost free
abuse, except when the facility uses single unit ! refrigerator for st ora:ge 0f’Uuit 13
package drug distribution systems in which the dicati 1/9/2013

quantity stored is minimal and a missing dose can medications on '

be readily detected.

LABORATORY, é?oa'spﬂ PR y ISURRLIERREPRESENTATIVE'S SIGNATURE TIILE ;e) e
M’Mj i bl ZS},,J A Apsimsieiror. ! 201%

Any deficlency sl{ep(ent ending wilh %#aslan’sk {*} danotes a deficiency which the institulion may be excused from coecting providing it is determined that
ather sateguards provide sufficient protestion to the patients. {See Instructions.} Except for nursing homes, the findings stated above are disclosahle 80 days
following the date of survey whether o not a plan of correction is provided. For nursing homes, the abave findings and gfans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficlencies are clled, an approved plan of comection is requisite 1o continued

program participation.
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i This REQUIREMENT is not met as evidenced
by:

Based on ohservations, staff interviews, and
record reviews, the facility failed to maintain the
correct temperature of the medication refrigerator
I for 1 of 3 medication refrigerators {Unit#3). The
facility failed fo remove the build up of ice in 3 of
3 medication refrigerators (Unit#1, Unit#2 and
Unit#3). The factiity failed to maintain a sanitary
pill cutter and plif crusher on 1 of 3 nursing unit
{Unit 2). The facility failed to maintain the inside
of the refrigerator in a sanitary mannerin 1 of 3
medication refrigerators. (Unit 300)

Findings included:

Observation of the Unit 2 ' s medication cart on
119113 at 10:35 AM revealed Resident # 139 had
2 Novolog (insulin 70/30 flex pens. One was not
open and needed to he refrigerated. Review of
the manufactures insfructions revealed all
unopened pens must be refrigerated.

Observation of the clear postable pill cuiter on unit
2 s cart revealed dried residual on and near the
cutting steel porion. The pill crusher had an
accumulation of bfack substance at the base of
the crusher. Interview with the Medication Aide
#1 was conducted on 1/9/13 at 10:54 AM. The
Medication Aide# 1 revealed, " I just cleaned the
pill cutter and crusher at 10:30 AM on 1//9/13.
The medication givers and nurses are
responsible for cleaning pilt cutters and crusher
after each use. "

o All pill cutters and crushers on ali
Medication-Caris were cleaned
thoroughly by Medication Aides on
1/9/2013.

e Unopened Novolog 70/30 flex pens for
Resident #13% was disearded by the ﬁ?"é'/_g
DON on 1/9/2013,

¢ Unit 1,2, and 3 nwurses present on
1/9/2013 were educated by the DON
or Unit Coordinator on facility

l policies and procedures relating to
proper storage of medications as well
as cleanliness of medication
refrigerators and pill
cutters/crushers.

No further discrepancies were noted,

2,) How corrective action will be
accomplished for those residents having
the potential to be affected:

All residents are potentially affected by
Imedication sterage temperature control
and cleanliness of refrigerators and pill
cutters/crushers.

Je  Nurses and Mediation Aides continue
to be in-serviced by the DON and
Unit Coordinator on the facility
procedure for cleaning of
refrigerators and pill cutter/crushers,
and the facility infection control
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Ohservation of the medication refrigerator on
1/9M13 at 11:14 AM that was located on Unit #2
revealed an accumulation of ice build up
approximately 3-4 inches in thickness. interview
at this time with the Medication Aide #1 indicated
that the 3rd shift staff was responsible for
cleaning and defrosting the refrigerator.

Obsarvation with Nurse#2 and Medication aide#3
on 19112 at 1:14 PM revealed the temperature of
the medicatian refrigerator on the 300 Unit
measured 58 degrees Fahrenheit. Numerous
dried dark brown and golden colored spills in the
freezer compartment were observed along with
numerous dried dark golden spills en the shelves
inside the refrigerator door. The freezer portion of
the refrigerator unit had a loud rearing sound.
interview on 1/9/15 at the time of the observation
with Nurse#2 indicated housekeeping was
rasponsible for cleaning and defrosting the
refrigerator.

Observation of the Unit One medication
refrigerator conducted on 1/09/12 at 1:24 Pid
revealed the freezer component had an
accumulation of ice measuring appropriately 2
inches in thickness. Interview on 1/8/12 at 127
PM with Nurse #4 revealed 11-7 nurses are
responsible for the cleaning of the medication
refrigerator.

A staff interview was conducted on 01/09/13 at
1:37 PM with the maintenance worker revealed
he had not received communication about the
inaccurate temperatures of the 300 hafl
medication refrigerator nor the need for defrosting
or cleaning of rmedication refrigerators.

policy. In-services to be completed by
February 6, 2013,

o The Pharmacy Consultant checked
and found refrigerator temperatures
in compliance on 1/14/2013.

»  Medication Storage QA monitoring
too! was created on 1/14/2013. Tool
monitors Unit Nurse weekly
compliance with temperature logs,
refrigerator cleanliness & ice buildup,
and pill cutter/erusher cleaniiness.

+  On 1/15/2013 a new temperature log
sheet was implemented that includes
interventions taken when a

. medication refrigerator is found with

\ improper temperature, soiled or has

an ice build-up.

3.) What measures will be put in place or
i systemic changes made to ensure
correction:

Medication Storage requirement in-
services for staff will be condueted af least
gquarterly.

The DON or designee will complete three
random visual audits per week to ensure
 pill cutters/crushers are being cleancd per
facility policy using the Medication
Storage QA Audit Tool. This QA Andit
Tool will also document compliance with

A-6-13

i
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o ) medication refrigerator cleanliness,
An interview with Housekeeper #5 was conducted temperature logs and ice build-up

on 01/09/13 at 1:39 PM. Housekeeping staff
member #5 indicated housekeeping was
responsible to check the refrigerator on the 300
unit every 2 weeks.

¢ These observations will be done three
time per week for four weeks;
¢ then once per week for three weeks;

An interview with a Housekeeping staff member [+ followed by once monthly until the
#5 was conducted on 01/0%/13 at 1:45 PM. t QA Committee determines
Housekeeping staff mermber #5 revealed she had subsiantial compliance has been c??““’tg / 3
never bean asked to defrost the medication achieved.
refrigerator on the 100 or 200 hall. Any discrepancies will be noted by the
A staff interview was conducted with the DON and corrections made accordingly,
Malntenance Manager on 01/09/13 at 1:50 PM. Facility staff will be educated on
. The Maintenance Manager stated this was his Medication Storage and Infection Control

3rd day on the job and not sure of the facility
procedures. The maintenance manager
indicated he was developing new environmentat
procedures and stated there was no schedule for
: the defrosting and cleaning of the refrigerators.
An interview was conducted on 1/9/13 at 4:55 PM
with the Administrator and the Director of Nurses

Policies at least quarterly.

4.) How the facility plans to monitor its
performance to make sure that solutions
are ensured:

{DON). The DON indicated her expeciation was Audit resulis will be 1eviewed and
to maintain the refrigerators at the correct analyzed menthly for three months and
ternperature and her night shift nurses were ‘ then quarterly at the Quality Assurance
expected {o check the refrigerator temperatures, Committee Meeting with any subsequent
Attempts to interview the night nurses werg plans of action developed and
unsuccessfut, : -implemented as indicated. The Director
of Nursing is responsible for overall
compliance,
FORM CMS-2567{02-99) Pravious Vessions Obsolete Event 1D 1RSCH Facitity 1D: 623335 If continuation sheet Page 4 of 4
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Doors protecting corridor openings in other than
required enclosures of vartical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solid-bonded core
wood, or capable of resisting fire for at Jeast 20
minutes. Doors in sprinkisred buiidings are only
required to resist the passage of smoke, Thereis
no Impediment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Duich doors meeling 19,3.6.3.6
are permitted.  19.3.6.3

Roller latches are prohibited by CMS regulations
in all health care facilities.

This STANDARD Is not met as evidenced by
Based on observation on Thursday 2/21/2013 at

oAy 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED 8Y FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COUPLBYTON
TAR REGULATORY OR LSC IDENYIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DAYE
DEFICIENCY)
K 000 INITIAL COMMENTS K 6ao
This Life Safety Code{L.SC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 Existing This Plan of Correation is the center’s credible
Health Care section of the LSC and its referencad allegation of compllance. .
publications. This building Is Type (111} Preparation ond/or execilion of this plan of comreciion
constriction, one story, with a complete does hot eanstitite ad?ﬁ'sa?n or aﬁr«?em by ﬂ;e
automatic sprink! em. provider of the truth of the fagls olleged or cone sions
toma Sprmk er Sy&t m 2t forth In the starement of deficienciss. 'Ihzepfan of
: . . carréction is prepared and/or execuied sole )y because
The deficiencies determined during the survey it is ,eq,,,-,,d‘iy the provisions of federal ond state lavw,
are as follows: —_—
K 0181 NFPA 101 LIFE SAFETY CODE STANDARD K018] K-018 (Bldg1)
S8<D Basement stovage tage door padlocks removed.

All storage aress inspected 1o cnsure unapproved
tocks and hardwarc are not prescnt.

/"pr)f /i

715

Documented ecvironmente! rounds and eudits
include an inspection for approved door locks and
hardware. Response 1o requests for maintchance
will be handled promptly.

Plan of correction abd envirenmental audits and
results will b reviewed at the menthly
performance improvement mecting (QA) for
complance and consistenoy, The NHA i
rcsponsible for compliance with facility policy.

(X&) DATE

/8213

TITLE

LABO Y DlRECT?ﬁ?? PLIER REPRESENTATIVE'S SIGNATURE
< ’ vy
w,f /XZ\ /Zﬂﬂf pistadr

Any daficiepcy sta!emeﬁl. eMng with an asteris!
other saféguards provide &

(*} danotes a daficlency which the institullon may be sxcused from correctng provit‘ﬁng it l! determined that
1dent pratection fo the palients. {See Instruclions.) Except for nursing homes, the findings stated above are disciosable 30 days

following the date of survey whether o not a plan of correction ls provided. For nursing homes, the abovs findings and plans of corractlon are disclosable 14
days following the date these documents are made available to tha faclity. 1f deficlenclas are cited, an approved plan of correcilon is requtshe to continusd

program participation,
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S
K 018 | Continued From page 1 K 01| X-020 (Blag 1)
approximately 9:30 AM onward the following was Laundry chutc on 100 hall {1* floor) has beea .
noted: sdjusted so it properly closes, Jatchics and seals. » / 7
1) There are two storage cages jocated n the A fasility vertical chutes are inspetcd (0 ensure 1%
hasement that are equipped with padiocks that they properly close, latch, and soa] por code.
would prevent an individual from exiting the Documented environmental rounds and audics for .

storage cage if focked. chute closing, latching, and sealing ¢complcted

monthly ence per week for four wetks and then

42 CFR 482.41(a) mondily theréaficr, Response to requests for
K 020 | NFPA 101 LIFE SAFETY CODE STANDARD I 020} maintenance acted upon promptly.
§8=D . :
Stairways, elevator shafts, light and ventilation f:ﬁl?sfu?s;r::;‘:;xﬁde:mn:::ﬁ;udhs e
shafts, chutes, and other vertical openings performance improvement meeting (QA) for
petween floors are enclosed with construction complience and consistency. The NHA s
having a fire resistance rating of at least one vespensible for compliance With faclticy policy.
hour. An atium may be used in accordance with .
8.2.56. 19311
K-029 (Bldg 1)
Holos in cciling around drain pipes near laundry
] ehute dischaxgo roptied to meet requirerénts for » /
This STANDARD s not met as evidenced by, fire rosistant rating. Corridor storage doos petr (i ’/
Based on observation on Thursday 2/21/2013 at room 205 adjusted to propaly close, latch and 70 ];
approximately 9:30 AM anward the following was seal.
noted: ildi and inspeotcd to casurd all drain
1} The faundry chute door, on 4st floor, did not g;‘id\‘,;%sptﬁraﬁm fm scalcd o voaintsin
close; latch, and seal. propet firc resistines Tang. Building wept and .
inspected to cnsurc doots properly close, latch,
42 CFR 482.41(a) and scal por code, Correetions rmads as required.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K029} pocumented savironmeatal rounds and audits for
S8k assurance this roquircment i3 mot afc condutted
One hour fire rated construction {with % hour and documentcd by the Maintenance Dircetor
fire-rated doors) or an approved automatic fire onc per week for four wecks and then once
extinguishing system in accordance with 8.4.1 raonthly thereafer.
andfor 19.3.5.4 protects hazardous areas, When Plan of Coméetion and cnvironsmenta! audits ond
the approved automatic fire extinguishing system rosults will bo voviewed st tho monthly
option is used, the areas afe separated from performence improvement mccting {QA) for :
other spaces by smoke rasisting partitions and complisnco and consistancy. The NHA i
doors. Doors are self-closing and non-rated or responsible for compliance with facility policy.

L field-applied protective plates that do not exceed

FORM CMS-2667(02-90) Previous Veralans Qbsolcts Evont 1D: 1RAC21 Facility 1D; 923335 If continyallon sheet Pags 2 of &
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P CODE

FORM CMS-2867(02-96) Provious Versions Obsolala

This STANDARD s

Based on observation on Thursday 2/21/2013 at
approximately 9:30 AM onward the following was

noted.

1) fllumination of means of egress including exit
discharge, ls arranged s0 that fallure of any single

lighting fixture {bulb}

darkness., The exit discharge lighting on the

corridor exit, on 200

K 029 | Gontinued From page 2 K 029
48 Inches from the bottom of the door are ‘ .
permitied. 16.3.21
This STANDARD is not met as evidenced by:
Based on observation on Thursday 2/21/2013 at
approximately 9,30 AM onward the foliowing Was
noted:
1) The storage room corridor doar, located next >
to room 205, did not close; tatch, and seal
2) There are holes in the ceiling around the draln
pipes, located next to the faundry discharge
chute, that were not sealed in order to maintain
the required fire resistance rating of the celling.
42, CFR 482.41(3) ‘ ;
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045 K045 (B13g 167)
g§=F One bulb Yight fixures for exit corridor iighting Q . [
\ilumination of means of egress, including exit on 100, 200 and 300 hell exts replaced SR A0 f Vi ({
discharge, is amranged so that fatlure of a singie balb fixcures, Neww lght foauses will pov 0
s Y g ny, ng lighting o the publicway and ensores the welldng Z@ f}
lighting fixture {bufb) Wil not leave the area In o fanes ave properly ilhurolnated
darkness. (This does not refer 1o emergency N ' _ '
lighting In accordance with section 7.8) 19.28 Requirements for exit ighting sud urainstion of
walk ways to parking lots were investigated to
ensure all other aveas for te Tacility meet this
same requireraeat. No other discrepuncies noted

not met as evidenced by.

wili not leave the ared in

Hall, consisted of a one bulp

Event ID:1R3C2

Docurnented environmental rounds and aadits
include inspections for adequate exit lighting wll .
bo cenducted by the Malntenance Director once
weelly for four weeks snd ronthly theresfier,

Plan of Corvection and envitonmental rounds vAll
bo reviewed at the monthly perfonnence
improvement meeting (QA) for complisnce and
consistency. The NHA is regponsible for
compliance with faci lity policy.

Fachily |D: 923338 If continuation sheet Page 30f8
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K 045 | Continued From page 3 K 045
fixture. Lighting must also be arranged to provide
light from the exit discharge fo the publlcway K047 (Blag 1)
(parking lot). Contractor hired oa 3-6-2013. An cxit sign and /Tsof}l ‘7
. . fire alanm pull station will be installed b
The Wa]klng surfaces within the exit d!scharge OODI’I’&CEOT’;‘: the basement storage 9.:03 Cy7(i( door, wl'g
shall be illuminated to values of at least 1 Installed [ight and pul] gtation will be conneated
ft-candle maasured at the floor. Failure of any to emergency power ircults,
single lighting unit does not result in an Commol. % .
llumination level of fess than 0.2 #t-candles in any omplet fcl g pctedand no other
desrgnated area, NFPA 101 7.8.1.1,.7.8,1.3, and appropriate ¢xit signs or pull stations, per code,
7.81.4. No other discrepancies noted.
Documented cavironments] rounds and audits
42 CFR 483.70(a) . . ; !
lud fi al
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 047 il stations ‘These st conduated omonn X

88=D
Exit and directional signs are displayed in
accordance with section 7.40 with continucus
lumination also served by the emergency lighting

system, 18,2.10.1

This STANDARD is not met as evidenced by:
Based on abservation on Thursday 2/21/2013 at
approximately 9:30 AM onward the following was
noted:

1) An illuminated exit sign connected to
emergency power is not provided at the exit door
- located on the storage side of the basement.

42 CFR 482.41(a)

K 050§ NFPA 101 LIFE SAFETY CODE STANDARD
S55=F
Fire drills are held at unexpecied Umes under
varying conditions, at least quarterly on each shift.
The staff is familiar with procedures and is aware
that drllls are part of established routine.

K050 (0 easure comphp.ncc with requivements for

week for four weeks gnd then monthly thereafier.

Plan of Corrcction and environments] rounds wil)
bo roviewed at the moathly performance
improvement meeting (QA) for compliance snd
consistency. The NHA is responsible for
compliance with facility policy.

X-050 (Bldg 1)

Missing documentation for the five drills \
condugted on I shift 3" quartcr 2012 and 3 4)9” [ 7
shift 4% quarter 2012 could not be located.

Second shift drill for 2012 could not be correeted
for untxpected Hmes. ?3‘ { 3

A review of procedures, method of record
retention, and scheduling of fire drills conducted

ﬁ'equcncy and drill imes being at ungxperted
Graes, Direcior of Enviconmental Senvices
impléments a wracking form for ensuring
compliance with documentation requircments,

FORM CMS-2567(02-60) Previous Versiens Cbsolele Event [0:1R9C21

Facility 10; 823335. if continualion sheet Page 40f9
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STATEMENT OF DEFICIENCIES [r4)] PROWDERISUPPLIEWGL& [pvi] MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION |DENTIF [CAYION MUMBER: COMPLETED
A, BUILDING g1 < MAIN BUILDING 01
BWING .
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NAME OF PROVIDER OR SUFPLIER

CLEMMONS NURSING & REHAB CENTER

CLEMMONS, NG 27012
(X410 SUMMARY BSTATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX {EACH DEFICIENCY MUSTE §E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cR0SS REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
I
K 050 | Continued From page 4 K 050] Eotiowing each fire dril, the propet i ‘rf
Responsibiitty for planning and conducting drills is documentation of the drills along vith the binders p ’
assigned only to comp etent persons who are thet stose this informarion are presented to the 2
quatified to exercise Jeadership. Where drills are Adsninistator for sigaatur® signifying compliance l
| conducted between 9 PM and 6 AM a coded with these ‘;?E“""SE“““- "This SignAnIe serves 48
announcement may be used instead of atdible ::::sﬁ:;‘:b & this requireseat is
alarms,  19.7.12 R
Plan of Correction and five drill docurncatation

will be reviewed at the monthly performance
improvement meeting (QA) for compliance and .
conststency. The NHA is responsible for

This STANDARD is not metas evidenced by: Coaptisnce with faciiry poliey

Based an observation on Thursday 2/21/2013 &t
approximateiy g:30 AM onward the following was

noted:

1) Upon review of the Fire Drill Documentation K-051 (814 1) ) '

ghe 1st shift of the 3rd quarter of 2012 and the 3rd Conbractor hited for the installation of pult 4 r(
shift In the 4th quarter of 2012 were missing. sw;ons oo 3‘?{‘3013-0’32;";‘;;%'; :“1‘; ﬁ;:v?l:!sm f

5y Upon review of the Fire Dril Documention the pull starion with approvec y 0
s?acopnd <hift fire dills for 2012 were within the and ‘q“;‘::‘::;i‘ﬁi:: ;22;?;:: a{;ﬁ:zgzs ment 203
same time frame. Fire drills are to held at ﬁ‘xﬁid exit light and putl mgm wiltbe .
unexpected times under varying conditions, at conncted 0 emcrgency power eiveuits.

teast quarterly an each shift, , ;
Complete facility was inspected and n0 ather

locations were jdentified that wers without the

47 CFR 483.70(a) e st 1l seatlons, per code.
1; o5t NEpA 101 LIFE SAFETY CODE STANDARD K 061 aﬁfﬁﬁfg;’::psﬁﬂfcg;ﬂfefm e per

Docunented cnviconmental rounds and sudits for

A fire alarm system with a roved components,
4 o A asyurance this vequircment is met arc conducted

devices or equipment is instalied accarding to . ’
I 5 Natianal Fire Alarm Gode, to provide and doqumented by tho Matennes .
effective warning of fite in any part of the building. gf:;gf' :’h"‘:feafgr owr
Activation of the complete fire alarm system Is by Y )
manual fire alarm initiation, automatic detection or
extinguishing system operation. Pl stations in
patient sleeping areas may be omitted provided
that manual pull statlons are within 200 feet of
nurse's stations. Pull stations are located in the
path of egress, Electronic or written records of
tests are avallable. A reliable second source of
power 1s provided. Flre alarm systems are .

Plan of Correction snd euviconmental younds will
poreviewad at tho monthly performence
irpproveaient mecting (QA) for coropliente aod
consistency. The NHA i responsibie for
compliance with facilicy policy.
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>4} 1D
PREFIX
TAG

KO851

K 054
85=0

FORM CM$-2567(02-09} Pravious Verslans Obsolets

e
NAME OF PROVIDER CR SUPFLIER

IDENTIFICATION NUMBER:

345131

CLENMMONS NURSING & REHAB CENTER

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

i’,/

Continued From page 5

malntained in accordance with NFPA 72 and
records of maintenance are kept readily avaitable.
There is remote annunciation of the fire alarm
gystem toan approved central statlon. 18.3.4,
9.6

This STANDARD s not met as evidenced by,
Based on observation on Thursday 21212013 at
approximately 9:30 Al onward the following was

noted:
1) A Flre Alarm Puil Station is not provided atthe
exit door in the basement - located near bulk

storage.

42 CFR 482,41(a)
NFPA101UFESAFETYCODEsxANDARD

All required smoke detectars, Including those

acfivating door hold-open devices, are approved,
maintained, inspected and tested in accordance
with the manufacturers specifications. 9613

This STANDARD s not met as evidenced by
Based on observation on Thursday 2/21/2013 at
approximately 9:30 AM onward the following was
noted:

1) The duct smoke detector in the HVAC unit,
located in the pasement, is not malntained clean

Fa% No, P, 008
PRINTED: 022712013
FORM APPROVED
OMB NO, 0938-0381
(2} MULTIPLE CONSTRUCTION (X3) DATE SURNVEY
COMPLETED
ASUILDING  01-MAIN BUILDING 01

B, WING

STREET ADDRESS, CITY, STATE, BP CODE
3905 CLEMMONS ROAD

D PROVIDER'S FLAN OF CORRECTION
PREFIX EACH CORRECTIVE ACTION SHOULD BE
TAG OROSS-REFERENCED YO THE APPROPRIATE
DEFICIENGY}

K051

K054 (Bldg 1)

The HVAC unit in the basement #x6d was shut
down to open duct and expose smoke detector,
The duct and smoke derector was oleaned and
checked for proper operating according w
manufacturer’s specifications.

Op 3-6-2013 an annval {aspection of the ¢ntiro
fire contro] systeva was conducted 10 include
cheeking of each fire detector in the faclity.
After one smolce detector Was replaced all smoke
detectors were certified optrating in accordance
with manufactorer’s specification, Continucd
ccheduled inspections of the fire control systamm
wilt be conducted and vesuls maintained for
inspection. No ather disorcpancics noted.

Coutinved scheduled inspections of the fir¢
control systan wilt be conducted and resulis
aintaincd for inspection. Documented
environmental vounds and audits inchnde
ingpoctions for sraoke detectars and HYAC ducts
lo casure operations and they &ré clesn by tho
Directer of Maintenance. Rounds are docutnented
once pet weck for four weeks and monthly
thereafter.

K 064

Plon of Correction and aavironaental rounds will
te roviewed at the monthly performance
jmprovement meehing (QA) for compliancs and
consistency. The NHA is reaponsible for
compliance with facility policy,

£vent 1D: tRAC21

Fagilty 10: 923338
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02/21/2013

GLEMMONS, NG 27012
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PR AROUED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES (%1) PROVIDERISUPPLIER/GLIA
AND PLAN OF GORRECTION ) IDENTIFICATION NUMBER: 0(z) NULTIPLE CONSTRUSTION w’gg;%fg‘;".?
A BUILDING 01 < MAIN BUILDING 01 :
B, WING
345434 — 02/21/2013 |
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
CLEMMONS NURSING & REHAB CENTER 3605 CLEMMONS ROAD
CLEMMONS, NC 27012
81D SUMMARY STATEMENT OF DEFIGIENCIES PROVIDER' o ]
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL palgﬂx (EACH CgRsl::sGﬂ'iL\?gAg‘Ttl:g?? gﬁg{g{ BE coMplEvioN
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
K 054 | Continued From page 8 K 054
and in good condition.
42 GFR 482.41(a)
K 058 | NFPA 101 UFE SAFETY CODE STANDARD K 056 K-056 (Bldg1)
Ss=F Sprinkler contractor Was called 1o propose Work

If there is an automatio sprinkler system, itis
installed In accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The systemis properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. It s fully
supervised. There is a rellable, adequate water
supply for the system. Required sprinkler
systerns are equipped with water flow and tamper
switches, which are electrically connected lo the
building fire alarm system. 19.35

This STANDARD is not met as avidenced by:
Based on obsarvation on Thursday 2421£2013 at
approximalely 8:30 AM onward the following was
noted:

1) The sprinkler head located in front of the

Jaundry chute discharge door - is installed above

and obstrucled by the electrical conduits,

2) The acihity storage unit in the basement did
not have compiete sprinkler coverage. The wood

frame for the storage enclosure was biocking the
sprinkler heads located oulside of the storage

area from providing coverage.

3) The wood framed covered walkway, located

outside and between the two buildings, Is not

provided with sprinkler coverage.

4) The whael chair storage area located under

tequired Lo correct deficiencies by installing
sprinkler coverage 1o those aveas cited. Parts
ordered and job awarded on 3- 2013,

Sprinkler nosr the lavadyy chute ig o be lowered
40 as to uot be obstucted by elecmical conduit.
Sprinklers ousido the activity storage ared in the
storagc bascment adjacent Jaundry istode
extended 1o provide coverage inside the storage
ares. The wood framed watkway cover will have
sprinkders extanded from building to provide
sppropriate CoVETage into the framed cover.
System will be able 10 withstand freezing
terperanures. Sprinkler coverage istobe
extended from the iaondry into the wheelahair
stovage Toom. Facility bas been inspected
thoroughly to ensuse no othet ATEas &T¢ uncovered
by edequata sprinklers.

Annual and ali other scheduled inspections of the
sprinkder systems will be docurnented ond
maintained by the meintentnes Dircetor for
review, Documented environmental rounds end
audits inglude inspecdons for sprinkles and
sprinkler heads 1o enturs they arc clcan and
opcrational. Docurnentcd rounds once weekly for
four wecks and raonthly thercafter.

Plon of Correction and cnvironmental vounds wilt
be reviewed at the monthly performance
improyement moctng {QA) for compliance and
consistency. ThoNHA is responsible for
compliance with facility policy.

FORM CMS-2597(02-99) Previous Yeralons Qbsolele
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STATEMENT OF DEFICIENCIES x1 PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
3145131

SR
NAME OF PROVIDER OR SUPPLIER
CLEMMONS NURSING & REHAB GENTER

FAX No. P, 010
PRINTED: 02/27/2013
FORM APPROVED
'OMBNO. 0938-0391
2 MULTIPLE CONSTRUCTEON {45} DATE SURVEY
COMPLETED -
A, BUILDING 01 - MAIN BUNLDING 04
B, WING

STREET ADDRESS, CITY, STATE, 2IP CODE
3805 CLEMMONS ROAD

GLEMMONS, NC 27012

Ky 1D
PREFIX
TAG

. ——

K 056

K 067
§8=D

K144
88=D

SUNMMARY STATEMENT OF DEFICIENCIES

{EACH DENCIENCY MUST BE PRECEDED BY FULL PREFMX CH CORREC
REGULATORY OR {8C IDENTIFYING INFORMATION} TAG GROSSARE!"ERENCED TG THE APPROPRIATE
DEEICIENCY}
K-067 (Bidg 1)

Continued From page 7
the walkway, that is accessible from outside, did
not have sprinkler coverage.

42 CFR 482.41(2)
NEPA 104 LIFE SAFETY CODE STANDARD

Heating, ventilating, and air conditioning comply
with the provislons of section 8.2 and are instalied
in accordance with the manufacturer’s
specifications. 19.5.2.1. 9.2, NFPA 80A,
18.5.2.2 .

This STANDARD is not met as evidenced by:
Based on observation on Thursday 2/21/2013 at
approximately 9'30 AM onward the following was
noted:

1} A high and fow combustion alr inlet 1s not
provided for the gas fired dryers in the basement.

42 CFR 482.41(2)
NEPA 101 LIFE SAFETY CODE STANDARD

Non-smoking and no smoking signs in areas
where oxygen Is used or stored are in accordance
with 19.3.2.4, NFPA 99, B.6.4.2.

This STANDARD is not mel as evidenced by.
Based on observation on Thursday 2/21/2013 at
approximately 9:30 AM onward the following was
noted:

1) Ano smoking sign is not provided at resident
room 240 - oxygen was found stored In the room.

K 056 Goncral contractor bired on 3.6-2013 to complets

the work requircd to install a highand low
sombustion afr inlct in the Tawndry.

General contractor o install high and low
combustion sir indet in the laundry to meet

K 087 provisions of scction 9,2, Completion to be prior
to DHSR deadliae of April 7, 2013,

Documented cvironroenial rounds and
mmatntensnce audits which include inspections fer
tow high and low combustion air inler wilt be
conducicd by the Maintenance Divector once
weckly for four weeks and monthly thereafler.

Plan of Correction and anvironmental vounds will
bo roviewed at the monthly performance
improvement moeting (QA) for corapliance and
consistency. The WHA is responsible for
compliance with facilicy policy.

K-141 (Bldg 182)

Oxygen cylinder found improperly stoved in room
2106 was removed, and no smoking signs posted.
Properno smoking sign placed on oxygen SIOYAEC
room doors located on 100 and 300 halls.

Facility swept o locate all oxygen that is stored
or used and to ensure all those Jocattons have an
approved non-smoking ot no smoking sign in
sccordance with code. Staff fn-service training
conducted to re-edudate staff on the requirements
for the proper use and {ocation of non- ot n&
srooking signs. Smoldng free factlity signs
posted at all entrances © the facility thet also
prohibit smoldng on the outside of any exit, Staff
smoking area in a genter courtyard 15 now

rohihited. Docarsented environmental rounds
and matatenance sudits include ingpections for
proper OXygen use and no smoking 3igms

K 144

0221712013 .

n PROVIDER'S PLAN OF CORRECTION X5
(EA TIVE ACTION SHOULD BE COMS;.EION

[

et

FORM OMS-2587{02-99) Provious Versions Obsolete

Event 101 1RIC2H

Faciity 10: 823335

3/7/20

if contlauation sheet Page 8 of 9

A T T 1R

et vt b e A 2

il



MAR/0B/2013/1R1 05:06 PN

DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERSFOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERVCLIA
AND PLAN OF CORRECTION DENTIFIGATION NUMBER:
3451

NAME OF PROVIDER QR SUPPLIER

CLEMMONS NURSING & REHAB CENTER

(¥4 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (BACH DEFICIENCY NUST BE PRECECED gY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

FAX Yo, P, 011
PRINTED: 0242712013
FORM APPROVED
, OMB NO. 0938-0391
M2) MULTIPLE CONSTRUCTION (€% DATE SURVEY
COMPLETED
A BUILDING 01 - MAIN BUILDING 01

B, WING

02/21/2013

STREET ADDRESS, CITY, STATE, ZiP CODE
390§ CLEMMONS ROAD
GLEMMONS, NG 27012

————

D PROVIDER'S PLAN OF CORRECTION ols)

PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLENON

TAG CROSB-REFERENCED TO THEAPPROP RIATE DATE
DEFICIENCY)

R

K 141 | Continued From page 8

42 CFR 482.41(2)
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD

SSoF

Electrical wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 8.1.2

This STANDARD is not mel as evidenced by:
Based on obseivation on Thursday 2/21/2013 at
approximately 9:30 AM onward the following was
noted:

1) Throughout the basement tha lights were
missing there protective covers for the bulbs,

2) The overhead light in front of the washing
machines is connected by extension cord and not
pemnanent wirlng.

3) There is a broken electrical conduit located at

the cefling and the wall junction between taundry

and storage - focated in the basement.

4) An extension cord Is being used In resident

room 203,

42 CFR 4682.41(3)

K 144 In-service trajning 19 conducted semi-annuslly
that re-educates stsff on the requirernents for he

yequirements for the use of non- orne smoking ¥
K 147! signe. Documented environmental rounds snd @‘- ’ '7

paintenancc audits include inspections for proper
oxygen use md no smokiag signs. Rouads done
weekly for four wecks and ronthly thevcafter
with any discrepancics addressed immediatcly. -

Plan of Correction and results of environmental
rounds will be revicwed at the montbly
performance {mprovement meetng {QA) for
sompliance and consistency- The NHA I3
responsible for compliance with facility polioy.

K-147 (Blag 1&2)

General & elecuical conmrattor contacted hired o
do the foflowing: Disconnect switch on OT stove,
place Med-rooma refrigerators on EMeELGENCY
power clrouit, inspect all receptacies and replace
as required. Overhead light replacaments &re
delivered, Broken electrical conduit is reptaced.
Cover is placed on junction hox. Extenslon cords
and raulti-plag receptacies removed

Sweep facility. Locate any exension coxds of
mulé-plog receplacies for cemovil Electrical
contractor to sweep facility. Test all efectrical
outlets, replace those that are beoken, cracked,
non-grovnded or not gpproved as emergency -
rotoptacles with approved hospitel grade
recoptacics, Electricd) contraotor wilk install &
disconnect switch for the OT stove that preveats
the stove from being turmed on when notinuse.
Elecarical contractor 1o 1St a1l medication room
refrigorators for belng copnected to the
cracrgency power eirouit, and properly wird those
that acc not. Swecp fecllity for 81l overhead lights
jmpropaly installcd ot missing protoetivo COVLLs
Replace those light fixturcs with approved
overhead lighting.

Povironmental and malnienance rounds snd
audits will include {nspcetions for approved ot
damaged receptacies, overhead lightng issucs,

i read
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K 000 | INITIAL COMMENTS

This Life Safety Code{LSC) survey was
conducted as per The Code of Federal Reglster
at 42CFR 483.70(a); using the 2000 Exlsting
Health Care section of the L5C and its referenced
publications. This building Is Typa Hli (111)
construction, one story, with a complete
automatic sprinkler system.

The deficiencies determined during the survey
are as follows!

K 012 | NFPA 101 LIFE SAFETY CODE STANDARD
55=F
Building construction type and height meets one
of the following. 19.1.6.2, 16.1.6.3, 19.1.6.4,
19.3.5.1

This STANDARD is not met as evidenced by,
Based on observalion on Thursday 2/21/2013 at
approximately 9:30 AM onward the following was
noted:

1) The Med Room located at the nurse station on
300 Hall has holes in the celling that were not
sealad an maintained in good condition.

2} The radiation dampers throughout the building
in the resident bathroom were not clean and
malntained in good condition.

3) The celling in the sprinkler riser foom was not
maintained in good condition. There Is mold
growth on the celling.

4) The celling texture in the hall near the oxygen
storage room, on 300 hall, is peeling and not
maintained in good condition.

5) There are holes in the wall in the oxygen

{ storage room that were not sealed.

DIRECTOR'S OR

|
WKESEHTAT\UES SIGNATURE _— TME
Mﬂmﬁ }(ﬂl ﬁr’

OT stove dlsconntet in use, and the louproper
K 0001 usage of oxtension cords or multi-plug

. receplacics. Rounds will be documtenied waekly
for four weeks und monthly thereafter, Hospital
grade receptacles will be tension tested annuetly
by the Maintenance Deparament.

Plan of Corrcction and results of
environmental/aintenance rounds will be
reviewed at the monthly porformance
jmprovemcnt meeting (QA) for complisnce and
consistency. The NHA is responsivie for
complianco with facility policy.

K 012] K-012 (Bldg )

Ceiling/wall holes, texture, mold, pealing have
been removed, sesled andlor repaired speatfieally
where cited in Med rooms, oxygen glorege, halls
and the dicery office. Contractor hired to clesn
and test all yadiation dampers throughout building
for propet functioning. Repairs, Where necossary,
completed.

All picd rooms and stmilar building areas swept
to identfy and correct stmilar building
construction deficiencies. Damper contrdctor will
olcan 4l ducty, release and reset radiation
Jaropers for entire factlity.

Environmental and maintenancé rounds and
audits will include inspections for radiation
Jampers and duets beiog clean and be conducted
by the Maintensnce Direstor once weekly for four
weeks and monthly thereafter. Radiation
damnpers placed on 8 four year re-testing schedule.

Eovironmental construction condition will be
rovicwed at the monthly performance
irmprovement meeting (QA) for complisnce and
consistency. The NHAis responsible for
complisnce with facitity policy.

]

Afr}‘J 7

2013

-

B

6) PATE

b2

Any deficlenc
ather safegua

b 4 fiin an asterigk () denotas a daficioncy which the institution may bs axcused from corresting providing #tis determined that
% provide sufficient protection to tie patients. (See instructions.) Except fof nu rslng homes. the findings stated ahove ere dlsclosabla 90 days

folowlng the date of survey whether or not a plan of corraction ig provided. For nurging homes, the abova findings and plans of corrediion are disclosable 14
days following tha date these daguments are made avallable to the facility. f deficloncles are cited, an approved plan of corraction s raquisite 1o continued

program participation.

e
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|

required fo resist the passage of smoke. Thereis
no impediment to the closing of the doors. Doors
are provided with a means suitabte for kesping
the door closed. Dutch doors meeting 19.3.6.3.6
are permitted.  18.3.6.3

Roller latches are prohibited by CMS regulations
in all health cars facilities.

This STANDARD is not met as evidenced by.
Based on observation on Thursday 202412013 at
approximately 9:30 AM onward the following was
noted:

1} The corridor door 10 the Med Room was tied
open ~ preventing the door from being closed.

2) A barrel bolt was instafied on the inside of the
pathroom door which required two motions of the

ensurc unapproved barrel locks are not present.
Staff in-serviced on Proper requirements and
procedures for doors closiag whers required.
Building swept and inspected to ensure doors
properly close, latch, and seal per code.

Environmental and maintsnance rouads and

closing, latching and sealing. These will be
condugted by the Maintenance Director onet
weeldy for four weeks and mon thiy thersafier.

at the monthly performance improvement
mecdng (QA) for compliance snd CONSISIENSY,
The NFA s vesponsible for carmpliance with
facility policy.

audits will include inspections for doors properly

Environmental audits and results will be reviewed
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K 0121 Continued From page 1 K012 -
6) There are holes in the celling In the Dietaiy
office that were not sealed and malntained in
good condition.
42 CFR 482 .41(a)
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD Kota] K-018 (Bldg®)
$8=D ) N . Modlcation room doot tie dovwn yemoved and
Doors protecting corridor opemngs in other Ehan oursc staff cducated on requirements forbidding
required enclosures of vertical openings, exils, or such actlons. Unspproved barrel bolt hardware
hazardous areas are substantal deors, such as removed from 100 hall nuxse station bathroof. »
those constructed of 1% inch solid-bonded core Doors for raoms 104 & 107 adjusted so they ﬁpw [ 7
wood, or capable of resisting fire for at least 20 properly ¢lose, latch and seal
minutes. Doors in sprinklered buildings are only All public and craployee bathrooros fspected to | vPeD /}

»
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K 018 | Continued From page 2 K018
hand to open the door. (Bathroom Nurse station
100 Hall)
3) The corridor door {o resident room 104 and _
407 did not close laich and seal. .
42 CFR 482.41(a)
K 025} NFPA 101 LIFE SAFETY CODE STANDARD K025{ X-025 (BldgR)
§8=F :
Smoke barriers are constructed fo provide at g;‘i?fcz‘;ﬁ ff‘flﬁj;ﬁﬁ?ﬁ“ﬁf zm;?ﬁo el \
least a one half hour fire resistance rating in grade scalant with approved fire sealant rafing. 7 ]
accordance with 8,3, Smoke barriers may . 4 ek bard 2
terminate at an atrium wall. Windows are ﬁ;pfft’l‘d‘{aﬁi‘:g?;ﬁ P;To”u; s‘fe‘m‘:‘ foum AL
in a .

protected by fire-rated glazing or by wired glass
panets and steel frames. A roinimum of two
separate compartments are provided on each
fioor, Dampers are not required in duct Documnented environmental rounds and audits for
penetrations of smoke barriers in fully ducted assurance this requircment is met are conducted
heating, ventitating, and alr conditioning systems. ané docutncnted by the Maintenancé Director

10.3.7.3 10.34.7.5 19163 '59164 onCGpcrweckforfourweeksandrhenonce
.3.7.3, 10.3.7.5, 19.1.0.9, 135 monthly thereafter.

Whero identificd, unapproved foam replaced with
commcreisl grade, approved fire rasistant foam.

Plan of corrcetion and enviropmental audits and
results will bo revicwed at the mouthly
performance improvement meeting (QA) for

Fhis STANDARD is not met as evidenced by: tomplianco and consistency. TheNHA :
Rased on observation on Thursday 212112013 at responsible for compliance with factity policy.
approximatefy 9:30 AM onward the following was
noted:

1) The smoke wall in the attic on 300 Hall, has
holes and penetrations that were not sealed in
order to maintain the required fire resistance
rating of the wall. At the time of the survey it was
also observed that unapproved foam sealant was

used to seal holes and penetraons in the smoke .
wall.
A2 OFR 482.41 (8)
K 028 NFPA 104 LIFE SAFETY CODE STANDARD ¥ 029
85=F
R
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K 029 | Continued From page 3 K 029] K-~029 (Bldg 2)
C?ne hour fire rated construction (with % hour 100 hall linen closet door was adjusted 10
fire-rated doors) or an approved automatc fire properly close, latch and seal. Self closure device \ / 7
extinguishing system in accordance with 8.4.1 tnstalled or adfusted on 300 hall clean linen door /
andfor 18.3.5.4 protects hazardous areas. when and 100 ball oxygen stoxage door. Contractor
the approved automatic fire extinguishing system nired 3.7-2013 is to remove and replace doors 701 3
option is used, the areas are separated from between te kitchen and 100 diniog room.
other spaces by smoke resisting partiions and Building swept and inspected 1o ensure all doors
daors. Doors are self-closing and non-rated or properly closc, latch, and seal per code. Building
field-applied protective plates that do not exceed swept to identify and install on doors requiring *
48 inches from the bottomn of the door are sclf closure devices. Doors between the Kitchen
permitted.  18.3.2.1 and dining room completely removed by
contractor and replaced with new doors that
properly close, latch and seak.
Environmental and mahntenance rehn dsand
audits will include inspections for doors propérly
This STANDARD is not metas avidenced by: closing, latching and sealing. These will be
Rased on observation on Thursday 2/21/2013 at conducted by the Maintenance Director ones
approximately 9:30 Al anward the following was weekly for four weeks and monthly thereafier. .
noted: . Environmental audits and vesults will be reviewed
1) The clean linen room corridor door next fo at the monthly performance improvement
room 318 was not seif closing and was blocked rccting (QA) for comphiance and coosistency.
open with a linen cart The NHA is responsible for compliance vwith
2) The doors between the kitchen and the dining facility policy.
raom did not close, latch and seal.
3) The linen closet corfidor door on 100 hall did
not have positive talching
4) The corridor door to the oxygen storage room
on 100 Hall was not equipped with 3 seif closing .
device.
42 CFR 482.41(8)
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038
88=F
Exit access I8 arranged so that exits are readily
accessible at all times In accordance with section
7.4 19.24
FORM CMS-2567(02-99) Pravious Versicns Obsoleta Event ID: 1REC2H Facry 10} 923335 it continuation sheet Page 4 of 10
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L ———

B-038 (Bdg 2)

Nursc staff waining qonducted that included the
purposc and how to pperate the master overide
switch far relensing the meg-locks on doors.

\
This STANDARD is not met as evidenced by. Staff From all depmea:s:eceived maining that ,4]0{; I 7
included the purposs and how to operate thc

K 038 | Continued From page 4 K038

Based onh observation on Thursday 2/21/2013 at M owi Jeasing th .
approxirnately 8:30 AM onward the following was mester override switch for xeleasing e mag- 24 ]}
noted: locks on doors.
1} The staff when guestion were not famillar with ' Annuel raining will be included on factlity
the master override switch for the mag lock door. training calender for staff from all deparuncats to
eeeive traintog tat fncludes the purposc and
how (o operate the mMASE! overvide switch for
42 GFR 462.41(2) celessing the mag-locks on doots. - .
K 045 | NFPA 101 LIFE SAFETY CODE STANDARD K 045 | Plan of Correction will be yeviewed at (e
58=F monthly performancs improvement meedng (QA)
ilumination of means of egress, including exit for complipnce sod consistency. The NHA is
sesponsible for complisace with factlity policy.

discharge, Is arranged so that failure of any single
lighting fixture {butb) wili not leave the area ln
darkness. (This does not refer to emergency K-045 (Bldg 182)
ighting in accordance with section 7.8y 18.2.8 Oue bulb light fixaurcs for exit comidor Nighting

o2 100, 200 and 300 hall exics repiaced with 10 ' }
volb fixturcs. Now light foraares will provide /46)!” td 7 :
lighting to the publicway and easures the walldng

surfaccs are properly iuminated ¢ ;3
This STANDARD is not met 2s evidenced by . . R
. for xd d §
Based on observation on Thursday 2242013 at 3:?:‘;?:;3? p:;}dn; :Zf: m%:?nvgl;?:mn;“ ¢
approximately 9:30 AM onward the following was ensure 4l) other arcas for the facility meet this
noted: same requirement. No other discrepancies pared.

1) Jumination of means of egress including exit Pocsmented cavironmenta roun 45 20d 2udits
Q1scharge, is aanged 50 that fallure of any_smgle include inspoctions for adequate exit figheing will
lighting fixture (bulb) Wil not jeave the area in be condvcted by tic Maintenance Director onee
darkness. The exit discharge lighting on the weckly for four weeks and montaly tereafter. .
corridiar exit on 300 and 100 hail consisted of &
ohe bulb fixture. Lighting must also be arranged Lo reviewed at b Ty per

to provide light from the exit discharge to the i:‘;f;’};"gmj;cgz%épfw mpliance aad
publicway (parking lo). consistcacy. The NHAIs responsible for
compliance with facility policy.

Plan of Correction and cnvironmental rounds will

The walking surfaces within the exit discharge
ad to values of at least 1

shall be iluminat
Event |D; 1REC2Y
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STATEMENT OF DEFICIENCIES %y PROWDERISUPPLIER]CLL& {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED

(2} MULTIPLE CONSTRUCTION
A, BUILDING 02~ BUILDING 02

BWING o

345131 o2J2412013

I —— ,
WAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE

CLEMMONS NURSING & REHAB CENTER . | 2005 CLEMONS ROAD
GLEMMONS, NC 27012 :
o) D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDEH'S PLAN OF GORREC'HON ]
PREFIX (EACH DERACIENGY WMUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED Y0 THE APPROPRIATE DATE
DEF!CIENOY)

K 045 | Continued From page S K 045 .
ft-candle measured at the floor. Failure of any
single lighting unit does not resultin an
flumination level of less than 0.2 ft-candles in any

designated area. NEPA 101 7.8.1.1, 7.8.1.3, and
7.8.14. . . ~
42 CFR 483.70(a)
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 0521 K-052 (Bldg 2) )
85=F . .
A fire alarm system required for fife safety is f;‘{:g;‘:: :‘0 :;':ﬂ%’t ;ﬁfdﬁr?gofg:f g:ﬁd for
|n§talted. tested, and maintained in ccordance designed to correct this doficicney. } /
with NFPA 70 National Elecirical Code and NFPA ) ]
72. The systern has an approved maintenance Annusl fire systom inspecion completed 0“63'6' 7
antstng pregtam compg i PRI i o oo, | 201
requirements of NFPA 70 and 72. 9614 in the fire control pancl that corracts the siwed
deficicney. Visual aod audiblo signsls will pow
be available bringing the firc system into .
compliance with code, Mo other discrepancics
noted:

Maiotenance checks of the audible and visual
signal cited will now be inspeoted ag an clement
of vach firc drill conducted. Outside inspectors
continue to seheduled rasintenance and
operational inspections of the fira control system.

This STANDARD s not met as evidenced by. Those reports are Toafntained by the Maintenance
Based on cbservation on Thursday 212172013 at Director. Environmental and maintenance tounds
2 pproximatet\; 9130 AM onward the following was and sudits will also {nelude inspections for five .

system funcdonality. These will be conducted by

noted:
the Maintenance Director onte weeldy for four

1) Upon testing the Fire Alarm Gontrol Panel

(FAGP), there is no visual signal provided with weeks and monthly thereafier
loss of telephone line gonnection. Plan of Corrcetion and environmental rounds will
2) Upon testing the (FACP) there is no visual and bo roviawed at the monthly performance

{rmprovement meeting (QA) for complisnce znd
consistency. The NHA is responsble for
compliance with facility policy.

audible atarm signals with loss of hattery power.

42 CFR 482.44(a)
K 056| NFPA 101 LIFE SAFETY CODE STANDARD K 056
$S=F

if there Is an avtomnatic sprinkler system, it is

L___.____.-..-L______________..___———---—-—— b ——
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(X4} 1D
FREFDX
TAG

SUNMMARY STATEMENT OF DEFICIENCIES
(EAGH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC I0ENTIFYING INFORMATION}

1)
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORARECTIVE AGTION SHOULU BE
CROSS-REFERENCED TQ THE APPROPRIATE
DEFICIENCY)

x3)
COMPLETION
DAYTE

K 056

Ko7z
$=F

Continued From page 6

installed in accordance with NFPA 13, Standard
for Ihe Installation of Sprinkler Systems, fo
provide complete coverage for all portions of the
building. The systern Is properiy maintained in
accordance with NFPA 28, Standard for the
inspection, Testing, and Maintenahce of
Water-Based Fire Protection Systems. it is fully
supervised. Thers is a reliable, adequate water
supply for the system. Required sprinkler
gysterns are equipped with water flow and tamper
switches, which are slectrically connected to the
bullding fire alarm system.  19.3.5

This STANDARD s not met as evidenced by:
Based on observation on Thursday 2/21/2013 al
approximately 9:30 AM onward the following was
noted:

1) There is overspray on the sprinkler heads in
resident room 308 from the textured celling spray.

42 CFR 482.41(a)
NEPA 101 LIFE SAFETY CODE STANDARD

Means of egress are continuously maintained free
of 2l obstructions or impediments 1a full instant
uss in the case of fire or other emargency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exils.
7.140

This STANDARD s not met as evidenced by
Based on observation on Thursday 2/21/2013 at

K 066

K072

K-056 (Bldg 2)

Removed oll over spray from sprinkler head in
Room 308 by Méintenance Assistant.

Remainder of sprinkier heads in the facility
inspecied to idealify which (if any) required
cleening to meet NFPA guidelines. Any sprinkder
head noted a¢ not belng ¢lean is scheduled 1o be
¢leaned by maintenance steff

Eavironmental and mafntenance vounds and
audits wilt inchude inspections for dirty sprinkler
heads, These will be conducted by the
Maiatenance Dirsctor once weekly for four viecks
and monthly thereafter,

Plan of Correction and envizonrnental rounds will
be reviewed at the monthly performance
improvement meeting (QA) for compliance and
consisteacy. The NHA is responsible for
compliance with facility policy.

R-072 (Bldg 2)

Lifis in front of the cxit door ncay therapy room
on 300 hall relocated to mect standard that means
of egress are continuously maintaincd free of
obstructions In case of fire or emcrgeney. Lifts in
front of the exit dooy near dining roorm on 100
hall relocated 1o meet standard that mcens of
egress are continuously malntained froc of
obstrielions in case of fire or emergency.

spaff in-semvice walning conducted (o re-cducate
staff on the requirements for malntaining racans
of egress free of pbstructions. Documented
environmentel rounds and maintepance audits
include inspections £o ensuve mmeans of egress aré
maintained free of obstructions.

Tn-service training Is conducted gerni-annually
thot re-educates staff on the requivements for
mainiaining means of egress frae of obsnuctions
Environmental and maintenance rounds and

audits will include inspections for ensuring means

of cgross arc maintained fres of obstructions.

~

o]

o5

e
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. These will b condusted by the Maintenance
K 072 Continued From page 7 K 072 | Director once weekly for foor weeks and mouthly v ’ 7
approximately 9:30 AM onward the following was thereafter. Vi
nole_d: \ , . Plan of Correction and results of envivonmontsl ZD i
1) Lifts were stored in the corridor - in front of the rounds will be reviewed at the monthly
extt door at Therapy 300 Hall and at the 160 Hall performance improvement meeting (QA) for
Dining room exit door. complisnce and consisteacy. The NHA {s
g P ’ . .
responsible for compliance with facility policy.
42 CFR 482.41(a)
K 0761 NFPA 101 LIFE SAFETY CODE STANDARD K o7e| K076 (Blde2)
§5=D Regulators and hoses found en oxygen cylinders
Medical gas storage and adminisiration areas are fo 100 hall oxygen storage room were removed
protected in accordance with NFPA 99, end properly stored. Stoff ¢ducated on proper
Standards for Health Care Facllities. storage of items in Okygem ToOMS.
Staff fn-secvice trahning conducted to re-cducate /j / 7
(a) Oxygen storage locations of greater than staff on the requirements for not storing iterns on A7’
3,000 cu.ft. are enclosed by a one-haur oxygen cylinders end where proper storage 7 ’ﬁ
separation. locations exist. Docnmented cnvirouments! Q
rounds and maintenance audits tnclude
. inspections of oryZLn rooMS 10 ERSUTE OXYER
(b} Locations for supply systems of greater than c : .
yiinders remain olear of matcrisls stored on
3. gq‘(};:g.ﬂ.'s grg ;e‘?ted to the outside. NFPA 99 e,
T In-gervice training i3 conducted semi-annually
that re-educates staff on the requirements for aot
stoxing items on oxygen cylinders and where
proper storage locations oxist. Documented
eovironmental rounds and maintenance audits .
. . . inehde inspcetions of oxygen rooms 1o ensure
Th]s STANDARD ]§ n(}t met as eV]dE“Ced by: Qxygm Cyi.l?ﬂdcfs reToain i%ear of'mamﬁm S{Gfed
Based on observation on Thursday 22412013 at on them, Rounds done weekly for four weeks
approximately 9:30 AM onward the following was end monthly thereafler with any discrepancies
noted: sddressed immediately.
1) In the oxygen storage closet on 100 hal Plan of Correction and resuits of environmental
reguiators and hoses were found stored on top of rounds will be révicwed &t the monthly
the cylinders. performance improvereat meoting {QA) for
cornpliance and consistency. The NHA is
42 CFR 482.41(a) responsible for compliance with facility policy. .
K 141 | NFPA 101 LIFE SAFETY CODE STANDARD K 141 ‘
53=D
Non-smoking and no smokKing signs in areas
where oxygen is used or stored are in accordance

FORM CMS-2967(02-89) Previous Vieslons Ohbsolete

Evant 1D: 1R9G21
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K 141 | Continued From page 8 K 141 K-141 (Bidg 1&2)
with 19.3.2. ) Oxygen eylinder found inproperly stored in roor
th 19.3.2.4, NFPA 95, 8542 210 was removed, and 6o smoldng signs posted. ”ﬁo‘f}/
Proper no smoking siga placed on oxygen stordge
roorn doors tacated an 100 and 300 halls. L5
This STANDARD is not met as evidenced by: Facility swept to locate ali oxygen ﬂ?at is stored
Based on observation on Thursday 2/24/2013 at or “;i;“:o“’ :;s;’dlﬂi:h::‘zh:%‘:’;;’;‘ﬁm
i - 4 ApoT n- 2 O
ﬁggﬁ?"mte‘y 9:30 AM onward the following was soaondance with code. Staft in-servics waining
1A ;'10 stnoking sign is not provided on the ;oni::cted > "“‘d‘“g'f mf on ;h e TequILCIncnIS t
of the proper use and tocation o non- [2) 3314
oxygen storage room doors - located on 100 and stoking signs. Smoking free faclifty signs
300 Hall. posted at al} entrances 1o the facility it also
srobibit smoking on ihe outside of any exit Staff
42 CFR 482.41(a) smoking sr¢s in & eenter courtyard is now
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144/ prohibited. Docornnted eavirouaentel vounds
§8=D and maintenance audis incinde inspections for
Generators are inspected weekly and exercised proper oxygen usc and no smoking Signe
under load for 30 minutes per month in e radning § i
In-service training is conducted semi-ennually
accordance with NFPA 99, 3.4.4.1. that re-cducatcs staff on the requirements for the N
requirements for the usc of non- or no smoking
signs. Documented environraental rovnds and
mmaintenance audits includs ingpections for proper
oxygen usc and no smoking signs. Rouads done
weekly for four wecks snd monthly fugreafter
with any discrepaneles addressed immediately.
Plan of Comection and results of environmental
rounds will be reviewed at the moxnthly
pecforrnance improvement meeting (QA) for
This STANDARD s not met as svidenced by: compliance and consistency. The NHAS .
Based on observation on Thursday 22142043 at vesponsible for compliance with facility policy.
approximately 9:30 AM onward the following was
noted: X-144 (Bldg 2)
1) _Thﬁ' generator annunicator panel was Oxygen cylinder found improperly stored in room J’rs / 7
Indicating a low battery voltage trouble for the 216 was removed, Proper 2o smokiag sign
generator and was slso verifled by maintenance placed on oxygen storage roor doors lacated on {4 j}
at the time of the survey. 100 and 300 halls,
Facility swept to locate afl oxygen is stored or
42 CFR 482.4a) vsed and to ensure at) those focations have #o
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147! approved non-smoking or no smoking siga in N
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. accordance with code, Staff in-sexvice training
K 147 | Continued From page 8 K 147 | sonducted 1 re-cducate steft o the roquiraments 1 /
85=F for the use of non- or 0o smoking signs. { ¥

Flectrical wiring and equipment is in accordance
with NFPA 76, Nafional Electrical Code, 9.1.2

This STANDARD is not met as evidenced by.
Based on observation on Thursday 2/21/2013 at
approximately 9:30 AM onward the following was
noted:

1) The stove in in Therapy was not equipped with
a disconhect switch that would prevent the unit
from being tumed on when not in use,

2) There were two broke duplex receptacles
located between two resident heds - at the head
of the beds. Approve hospital grade receptacles

will need to be Instafled where required.

3) Two unapproved non grounded receptacles

were Instafled next to the beds in resident room
117. Approved receptacles will need to be
Installed where required.

4) Throughout 100 hall cracked and unapproved
duplex receptacles were found Installed.

5) The emergency receptacies located in the hall
on 100 hali were not approved receptacles,

8} The Junction box located in the dining room In
the storage area along the kitchen wall was
missing the box cover.

7) The Med refrigerator located on 100 hali was
not connected 1o emergency POWer.

8) The lights In the Med room on 100 hall were
missing there protective covers for lights.

9) Muiti plug receptacte adapters were found in
resident roems on 10Q hall,

42 CFR 482.41(2)

Documented environmental rounds and
maintesance audits inolude inspections for proper
oxygen usee and no smeking signs,

In-aervice training is conducted semi-annuslly
that re-educates staff on the requiremcnts for the
requirements for the use of non- of 1o smokicg
signs, Dogumentcd cnvironraental rounds end
maintenance audits inelude iaspections for proper
oxygen use and no smoking signs. Rounds done
weekly for four wecks and moathly theresfier
with any discrepancics addressed inmmediatcly.

Plan of Corection and results of environmental
rounds will be roviowed at the mondhly
performance improvenent mesting (QA) for
compliance and consistency. The NHA i3
résponsible for compliance with facility policy.

K-147 (Bldg 1&2)

General & cleenicat contractor contacted hired to
do the following: Disconnect switch on OF stova,
place Med-room refrigerators on emeTgoncy
power cireuit, inspect all veceptacles snd replaco
as yequired. Overhead light replecemtats arc
delivered. Broken electrical conduit is replaccd.
Cover it placed on junction box. Exi¢nsion cords
and wulti-plug receplacles removed

Sweep facility. Locate any extension cords or
mult-phog receptacies for removal, Elsouical
contreotor Jo sweep facility. Test all clectrical
outlets, replace those that are broken, cracked,
non-grounded or not approved as emergency
receptacles with approved hospital grade
receptacles. Electical contractor will install &
diseonncet switch for the OT stove that prevents
the stove from being tarned on whea not th use.
Blecmical contractor 1o test ali medication room
refrigerators for being connected o the

Dis

144
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cinergency power circuit, and properly wire those
that are not, Sweep facility for all overhesd lighss
impropely installed or missing protective covers.
Replace those light fixtircs with approved
overkead lighting.

}
Environmental and maintcnance rounds and /?}/f / /

audits wil] in¢lude inspecdons for approved or

damaged rcoeplacles, overhead Hghting issucs, 'ZE‘) /r;
OT stove disconnect in use, and the improper

usage of extension cords or muld-plug

receptactes. Rounds will be docurnented weekly

for fovr weeks and monthly thereafier, Hospital

grade Teeoptacles will be tonston tested snonally

by the Maintenance Department

Flan of Corr¢crion and results of
environmenial/maintenance roumds will b
reviewed at the monthly performance
improveraent meeting (QA) for complience and
consistency, The NHA. is vesponstble for
compliencs with facility policy.
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