’

DEPARTMENT OF HEALTHAND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDIGAID SERVICES

PRINTED: 05/08/2013

FORM APPROVED

+ OMB NO. 0938-0391

STATEMENTY OF DEFICIENCIES

(X1) PROVIDERSSUPPLIERIGUA

2} MUEEPLE CONSTRUCT[DN. -

. |3 DATE SURVEY

ARDPLAN OF CORREGTION IDENTIEICATION NUMBEEL ABUILDING ____ . COMPLETED
G
345132 B.WiNG 06/0212013
ANE OF PROVIDER OR SUPFLIER STREET ADGRESS, CIFY, STATE, ZIP CODE
GREENHAVEN HEALTH AND REHABILITATION CENTER 801 GREENHAVEN OR
GREENSBORO, NC 27406
T taio sﬁiﬁﬁiwrswm.&eurosumcar:Ncms B PROVIDER'S PLAN OF GORRECTION- 5}
PREFIX {EACH DEFICIENCY MUST UE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLENON
TAG REGULATORY OR LSC IDENFIEYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE oATE
DEFIGIENGY)
AGréenhaven Health & Rehab
F 428 483.60(c) DRUG REGIMEN REVIEW, REPORT I 428 acknowledges receipt of the
58=p | IRREGULAR, AGT ON statement of deficiencles and
' proposes  this plan of
. corrgetion to the oxtent that
The drug rogimen of each resident must be the. summary of finding is
foviewed at least once a month by a licansed factually correct and in
pharmacist, order Lo maintain compliance -
. with applicable rules and
: provisions of quality of care
The pharmiaclsl must raport any ircegularitias to of residentm. This plan of
the allending physidlan, and the dlreclor of correction i3 submitted as a
ntursing, and these repors must be acted upon, written allegakion of
: compliance.
; Greenhaven Health and
Rahabilitation Canter’s
rosponse te this statoment of
deficiencies does not denote
This REQUIREMENT s not met as evidonced agreement with statement of
by: deficiencies nor doss it
' constitute an adwission Lhat
Based on Physician Asslslant (PA) and Director any deficiency 1is accurate.
of Nurelng {DON) Intervisws and medlcal reesnd Further, Greemhaven” Health
reviews the facility failed o act upomrilis and Rehabilitation Center
consullant phermacist's recommondations for & reserves the right to refuse
Qradual dose reduction of ah anlldepressant on this statenent or
. P . deficiencies through dispute
(Zololt) ovar a slx menth perad for ong (1) of resolution, formal  appeal
sleven (11) sampled rosldents (Rosident # 15), procedure and for any other N
The findings Include: . administrative or legal
procgeding,
Resident # {hiwas admilted to tha facitiy on The facility ensures that
021262010 with dlagnoses which Incleded services provide o arrangoed
dementla, Alzhelimer's disease, and depression. by the faciltity meed
Araviow of the resldent's medical racord revealed professtonal = standards = of
{he resldont's médicallons included - Zoloft 60 gl‘iéity a?: g imt?}at P ':Zﬂizx
milligrams (mgj, one every day (to treat the recommendations are followed,
resldent's depresston). A rovlaw of the resldent's
Minlmum Data Sot (MDS) dated 03/14/2013 P; 428: Drug Regimen Review,
Indicatod the residenl to he severely cognliively Report Irregular
Impatred. lhoMDSatsodecumemedlhe i 1. Resident ¥ 15 was scen by
rostdont had diggnoses which included dementia, the Hurse Practitioner on
Azhalmer's discase, and depression. The MDS 5/11/13 for gradual dosé
indlcated Ihe resident was balng adminlslered an reduction of an
’ antidepressant {poloft}.
(X6} CATE

Any deﬁdencg@ntuﬁw

days foflovdng the date these documents
program parllcipation.
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antldepressant. The resident’s Gare Plan daled
03/25/2013 indicated the resident had feallngs of
sadness and depresslon and was recsiving
madicallon for the depressfon and the nursing
stalf had interveéntions In place to assist with the
depression, .

Resident EL5

will c¢ontinue
attending
discontinues

. the order.

or

2,

receivod
order to degcreasg Zoloft
£0o 2% myg daily. This oxdor
until
physician

changes

A 00 % chart audit for

the

consuliant pharmacist documentsd a

A review of the consultant pharmacist's ntonthly
tAadication Reglmen Roviows {MRRs) for the
proceding twelve months was made, The

recommandation via consult to the physician on
1410272012 for a graduat dosé reduction (GOR) of
rasident ¥ 16 proscribed Zoloft. The

residents
5/716/13 will bhe
completed by 5/17/13 to
ensure  all  Drug Regimen
Recoiumendations from the
consulting pharmacist’s,
April  raports  have been
reviewed as appropriate.

all current Was

started on

recommendation by the pharmacist was lo
reduce the résldent's Zoloft dosage from 5dmg o
25mg. Thero was no documantalion by he
constiltant pharmacist concerning the
recommendaltion in the December 2012 MRR
monthly note, The consuftand pharmacisl
documented on the 01/04/2013 MRR nole a
fequsst for the Diractor of Nursing {DON) fo issue
a second consult to the physiclan for the
racanimended Zololt GDR. 1n the 02/05/2013
MRR nols the consufant pharmacist documanied
the recommendalion of the Zoloft GIR had not
been acled on and wrole - "Zololl Consuli?* The
consultsnt pharmacls's MRR note dated
030712013 documented - "M - relssue Zoloft
consultx3." The consultant pharmacist
documented in the 04/10/2013 MRR nots -"Zololl
'GDR." Thora was no ofher information in the
paper {hard) chart or the slectronic chaif o
indicate the physiclan or DON had acted on the
consultant pharmacist's recommendation (o
reduce (he resident's Zoloft dose (conduci a
GOR) over the precading six months,

3, The
sarviced
Nursing
5/15/13.
coverad

the
and
The
Lhe

o1

include
drug

Manpuel to
dut pharmacy

recommendations
consuiting pharmacist,

MRS
The

service
5/17/13.

for carrying
raecommendations
consulting pharmacist.

nurse consulktant in-
nirector
nurse
in-sezvice
electronic
Pharmacy Policy and Procedure
carrying

rYegimen
from

The nurse consultapt also in-
nurses

In-service
+ included the proper procadure

from

of
on

the

5 5

on

out
the
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4, The Director of Hursing,
F 428 Continued From page 2 Fazg| AN, O S e et

A raview of the resident # 15's Madication
Administration Records (MARs) for 12/2012 -
G5/02/2013 was conducted. The roview revoaled
there ware no changes made Tn the strength of
the resident's Zololf during lhe six month pariod.
A review of lhe phystclan's (elephonelveibal order
shests for the same six 6 month perlod revealed
lhere was no telephonefverbal erder found lo
Indicate a GDR or change in he resident's Zoloft
dosage was ordered of made.

A raview of lhe physiclan's progress' notes from
August 2012 prior to the consultant pharmaclst's
recommendation through May 2, 2013 was
conducled. The physlcian documented he same
Information In each month’s {(August 2012
through May 2, 2013} pregress nole, "Depressive
disordar, patlent's depression remalns stabla, wil
not change medication, continue lo moniter for
complicallons.” Thore was no documenlalion In
lhe physiclan's progress noles of elsewhers In
the residant’s paper and slacironle chart fo
Indicato the physiclan had seen, revieved, or
acted on the consuliant pharmacist's
recommendalion for lhe Zoloft GOR.

On 05/08/2013 at 11:20 a.m. a relura calf was
recaived from the facllly's Physician Assistant
(PA} concarning the consultant pharmacist's
11022012 GOR recommendation for resident #
15, The PAlndicaled she reviewed all of the
consultant pharmacist's reecommendalions every
month as this was one of her assigned tasks by
the physiclan. The PA indicated the 1sltima sho
bacame awaro of ke consuliant pharmacisl's
GDR recommendation for resident # 15 was I
March 2013 when she reviswed the consullant
pharmacist's 03/07/2013 MRR racommendation,

perform & monthly audit to
vatidate resolution to issues

identified 4in the Pharmacy
Consultant Review
Recormendation reports, A

monthly audit will he
comploted: once per wonth for
three months then quarterly

on-going. The Quality
Improvement  Committes  will
make roecompmendations for

éollow -yp and monitoring
trequency.

4t audit results will be
reviewed by ndministrator.
Tho Adminlstrator will
forward the results of the
audits to the Quality
Tiprovement Comnittee monkhly
for 3 months. The Quallty
Improvement  Committee will
waks Ehe recommendations for
£ollow-up and monitoring
frequency.
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The PAindicated she wrote on the consult
recommendation that It was OK to conduct the
GODR. The PAstated, "When | writo thal
infermalion on the consull recommendation - that
is the order {my order) for (he facllily to condust
the GDR, 1 dor't know why they did notinitlale
the GDR for Restdent #f 15, [ know lhere was a
fol of miscommunlcation af {hat fima cohceralng
phamacy racommandallon consulls. Belbweop
Jung 2012 and March 2013 | was reviowing the
pharmacy recommendalion consulls, wriling my
orders and comments on them and giving them
dirgctty to the DON, Atthe end of April, dyring
yaur visit, | was lold {o slait giving them to the
Qualily Assurance nusse." The PAindicated she
had reviewed lhe April 2013 pharmacy .. . . .
recommendallon information {facility MRR shoot)
from the Meil Medical Group pharmacy Indicating
the pharmacist had been recommending the
Zololt GRD for resident # 15 sinco November
2012 and thelr information it had not bean
addrassed. The PAindicated she thought the
GOR had baan inliated by the faclllty per her
order on \he 03/07/2013 consult recommendalion
form. The PAIndicated she was unaware lhe
GODR ordar had not been initiated or aclad on by
ihie facllity after she hadl reviewed and slgnod the
phamacist's recommendation consull Indicating
It was OK {o nitiate.

An infarview was conducted with the DON on
05/02/2013 at 9:06 a.m. concerning the
consuliant pharmacisl’s MRR recommendations
for resident #f 15 covering the past 8 months and
finding na information in the chari or alacironic
record indicating the recommendation was acled
on by the DON or the facilily's physictan. Ttio
DOM Inslructed the medical records staff member

FORM CHS-2607(02-99) Provious Versions Obsolele Eveat lé:szut Facitly 10: 923238 1l conlinvalion sheet Page 40f 9
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to roview the charl, The medical racords staff
 member could nof find any consult .
documentation to show (he physician or DON
acted on the consullant pharmacist's
rocommendaitons during the past 6 menths.

AL10:20 a.m. on 05/02/2013 the DON provided a
copy of a consult form sligned by the consultant
phannacls! dated 03/07/2013. The consult
documentad lhe consultant pharmacist's same
recommendation lo the physiclan as in he
November 2012 consult for resldent # 15's Zoloft |
GDR. The DON Indicaled she had a bindor in her
office sha kepl coples of the phamacy consult
recommandations In. The consult copy had the
physlcian's agsisiant (PA) slgnature on it'as being -
roviewsd. The PA documenled on the consult
she was In agreement with e recommondation
for the Zolofi GDR as - "OK fo do {ldangle symbol
Indicaling - change).". The DOM was asked if lhe
GDR had been Inillated or conducted par the
pharmacist's recommendation and the PA's
acknowledgementiagreament on he March 2013
consult.- The DON stated, "No," and Indicated an
ordar was never oblainad andfor written to.do the
recommended Zoloft GDR,

The DON provided a copy of a sacond document’
datod 04/10/2013 entilled -MRR ‘
reconrtmendations from 04/01-10/2013 Nell
Medical Group. The DON Indicated the
document was from the Neil Medical Group, lhe
facliity's contracted pharmacy. The Pharmacy's
MRR documont read In part; Anlidepressant
Therapy Recommendation, priority - normal, this
resident has had an order for Zololt 50mg Q)
since August 2010, She is due for an évalualion
for GDR {Zoloff) per the Centars for Medicald and

FORM CMS-2557(02-99) Pravious Versions Obsolele Event IDNZLOR1E Fachiy iD; 923238 If conlinuation sheel Pege Sof 9
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Conlinuad From page §

Medlcare (CMS} guidelings. s she a candidale
for a dosage reduction lo 26mg svery day (QD} at
this time? DON-This consult was Issued In
November and doas not appear to have boen
addrassed,

The DON was asked If she or the facility could
provide any information or documentation to
show the consuliant pharmacisl's
recommandations from November 2012 through
May 2, 2013 for resident #f 15 were acled on,

The DON indlcated she had nothlng to show the
{acility aclod op the consullant pharmaclsl's GOR
recommendations between November 2012 and
March 2013 and had not initiated and/or acled on
the recommandalion affer the physiclan's
assistant roviewed and agread with the GDR
belween March 2013 and the susvey end dale of
May 2, 2013, '

483,80(b), {d), {0} DRUG RECORDS,
LABELSTORE DRUGS & BIOLOGICALS

Tho facllily must employ or obtain the services of
a llcansed phannacist who establishes a system
of racords of recalpt and disposition of all
controlled drugs In sufficlont detail fo enable an
accurate recoricilialion; and determines that drug
records are in order and that an account of all
controlted drugs is maintalned and perfedically
reconclied. ~

Drugs and blolegicals used In lhe facility musl bo
{aboled In accordance will currently accepted
professional principles, and include the
apptopriale accessory and caulionary
instruclions, and the expirallon dato when
applicable.

F 428

FA31L  p: 431: 483.60 B Drug Records
Label/Store Drugs &

Biologicals

1. A 100% audit for expired
medications amd supplies
was initiated on  5/01/13
and  repeabted on 5/171/13.
The audits were performed

by the Diractor of
Hursing, Qr, Staff
facilitator and HbS
nurses. The audii included
search in thHe medication
room, medication
refrigerators, medication
carks, crash cart,

trealment carts, breatment
storage area, and supply
room. Bxplred medications
and suppliecs Here
discarded and
as needed,

reg~ordered -

FORM CMS-2587(02-99) {evious Versions Obsolele
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) . . receive wida 4
In accordance wilh Slate sud Federal fows, the mentoring, ¢ &.gﬁe ?;:ff
facllity must store all drugs and biclogicalg, in facility consultant, on
locked compartments under proper lemperalure 4/23/ I3 followed by ze-
controls, and permit only autherized personnel lo training starting 5/15/13
have-acesss lo the keys. = through 5/17/13. The re-
> e training included review
. _ ' of Lle electronic Pharmac
The facility must provide separalely !993@51. Policy ang Procedurz
poermanently affixad compartments fof storage of Hanual, The Director of
confrolied drugs lisled in Scheduls i ofthe--. ‘rf::;i"gibl f‘n‘ill be
N , ns e or will ipn-
Comprehensive Drug Abuse Preventicn aqc_lt X servicing nurses on proper .
Caontrol Act of 1876 and oihp_r drugs subject to i procedure on expired < / & /3
abuse, oxcepl when lhe facility uses slngls unit ; medication. In-service
package diug dislribulion systems In which the ; started on 5/16/13 to bhe
quanlity stored Is minimal and a missing dose can : completed by 5/18/13,
be readlly dotactad.
- . 3. an audit  tool  tltled”
Explred Wedication® will
be used by the Director of
This REQUIREMENT is not mel as evidenced Hursing, QI nurse, DS
byt A nurses and staff
¥ . Facilitator to audit for
Based on abservalions, racord ravievss, a’nd expired medicatfions and
facility slaff interviews the facility failed fo ansure supplies. The bool will be
explred medicallons were removed from use for 2 ?gi"!’llﬁ“d tv';‘ CLi;!YS a ‘tf;ztl:k
N mon then monthly
of 7 ma'dlcaﬁon storags areas. The findings ' there after. nAny expired
Include: medication of supplioes or
appplies will be and
. removed discarded as
1. On 04/30/2013 at 5:30 p.m. an observation of appropriate,
the facility's wound care lraalmer]t‘and sloragﬁ "4, The Administrator  will
room was cenducled with the facilily's DON. The ' raview the audit resulks
followlng ilem (injactable medicalion) was and forward the  results
ohsarved (o be expired: of the audits to the
Quality Tmprovemenk
. i “Committer during the next
1-10cc sydingo, 0.9% sodium chioilde for 3 months for wreview, for
jection, undpened on shell for use. Lot #f follow wp as necessary,
8108706 and  to  determine  the
Expiration dale - 0472011 continuing need For and
fraquency of monitoring,
Event u):?.mrm Facily 1D 923234 i continvallon sheet Page ¥ of 9
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On 05/01/2013 al 1:36 p.m. an inforview was
conduclad with the facllity's DON concarnling ¢ her
expeclalions for removing explred medications
from uso. The DON indicated the facillly nurses
ware supposed to check thelr medicalfdiand
treatment catts and rooms datly for expired
medications. 1f expired medicalions ware found
they were to be removed from sorvice and
discerdad of returned lo the pharmacy for
axchang/destruclion. .

2, On 05/01/2013 at 10:40 a.m. an obseivatlon of
the 300 hali's medication carl was conducted with
the 300 hall medication nurse. The following
items wero obsarved (o be expired:

Located i the 3rd drawer of the medieation cart
ware 10 packages of Individual use nu!rl:tonai
supplement (o promete wound hea ing) 4 of the
packages (Arginaid 4.5gm/package) were
abserved (o be explred. Tho Arginald package
tabel documented - Medical food Intended for use
under medical supervision.

Lol # 1286500717; Explratlon date - 04/10/2013

O 06/01/2013 at 10:45 a.m. an inlerview was
conduclod with the 300 hali's medication nurse.
The nurse Indlcated she itad several ragidants on
the 300 hall that the physician had ordered lo
receive the Arginald nuldtionaf supplement during
her medication poasses lo promote thelr wound
hoaling. The nurse indicaled she did not Know

| the Arginaid bad an expiration date and had naver
checked for one. :

On 06/01/2013 af 1:35 p.m. an Inferview was
condugted with the facllity's DON concorning her
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PREFEX {EACH DEFICIENGY MYST DE PRECEDED BY FULL PREFI% {EACH CORRECTIVE ACTION SHOULD BE CoPLEION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APPROPRIATE b
. DEFICIENGY)
# 431 ¢ Conlinued From page 8 F 431
expoctalions for removing expired medications
from use. The DON Indicaled the lacilily jurses
ware supposed 1o chack thelr medication and
freatmonl carls and rooms dally lor explred
medications. Hf expired maedications were found
hey were to be removed from sepvice and
discarded of relurnad to lhe phacmacy for
exchangefdestruction.
4
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUGTION (3_@)§DA_?;§-‘S£JR§/§§;_
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 “* COMPLETED .
, 345132 BWING_____ _ JUN {1 3087370013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE :
v 801 GREENHAVEN DR RTaYAF
GREENHAVEN HEALTH AND REHABILITATION CENTER LA
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Oly 1D SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION X8 .
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENGY}
Greenhaven Health & Rehabilitation
K 000 | INITIAL COMMENTS K000 acknowiedges receipt of the statement
of deficiencies and proposes this
plan of correction to the extent that
This Life Safety Code{l.SC) survey was the summary of finding is factually
conducted as per The Code of Federal Register corvect and iﬂ O!ilC%erbltO mlamtalg ;
at 42CFR 483.70(a); using the 2000 Existing compliance with applicable rules an
et . . provisions of guality of c¢are of
Hea!ﬁh Care sec_t:on 9f_the_LSG and its referenced residents. This plan of correction -
publications. This building is Type Il construction, is submitted as a written allegation
one story, with a complete automatic sprinkler of compliance,
system.
; " : . ¢ K045 NFPA 101 Life Safe Safety
Z'Zeac;e{g;egc;ies determined during the survey code Standard
ows:
K 045 ] NFPA 101 LIFE SAFETY CODE STANDARD K45 :
88=D 1} Corrective action will be ,
§ ¢ i e eyt accomplished for the alleged -
Ill.uminat:on. of means of egress,llnciudmg exng doficient practice by oune (o/ 2%/ i
discharge, is arranged so that failure of any single 28,  2013. An  authorized .
lighting fixture {(bulb) will not leave the area in vendor will install a single
darkness. (This doés not refer to emergency lighting fixture ({buib) in
lighting in accordance with section 7.8}  19.2.8 the Activities and bining
room S0 poe area is left in
darkness.
2} The maintenance  supervisor.
will wvisually™ inspect the;
This STANDARD is not met as evidenced by: Activities and Dining room to
42 CFR 483.70 ensure proper placement and;
. (@) operation of the lighting:
By observation on 5/21/13 at approximately noon fixtures. .
the following egress illumination was observed as 3) The maintenance  supervisor
non-compliant, specific findings include the will dinspect the lighting '
following rooms would leave the patient in i;gt‘é’iii nglzoon‘fh; g :;jl:liéii
darkne_ss_’ for one month for Proper
a. Activilies room placement and operation and
b. Dining room then weekly, _ .
K 130 | NFPA 101 MISCELLANEQUS K130 4 T'}il mai“?(?;‘a“;hee rf:;iif:‘;lsz;
Wi provi
S8=D .
. the inspection to the
OTHER LSC DEFICIENCY NOT ON 2786 Executive Oh  Committee for
review on a monthly basis for .
three months to identify any
trends and or patterns
corrections to determine the
durations of the inspections

~

(ARGRT TORY'DIRECTO?R
Am A1

i A

PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

{X6) DATE

b2~/

THLE

Any deficiency sgaleménl en

L

ding with an asterlsk {*} denotes a deficiency which the institution may be excused from correcting providing It is defermined that

other saleguards provide sufficient protection to the patlents. (See instructions.) Excepl for nursing homes, the findings stated above are disclesable B0 days
followlng the dale of survey whethor 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 to the facility. If deficlencles are cited, an approved plan of correction is requisite 1o continued

pragram participation.

ey
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By obsarvation on 5/21/13 at approximately noon
the following NFPA item was observed as
non-compliant, specific findings include the
beauty shop ground faulf circuit interrupter, GFCH,
could not be verified and required labeling on the
devise.

STATEMENT OF DEFICIENCIES {%1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION )
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 61 - MAIN BUILDING 01 COMPLETED
, _ 345132 B. WING . . 05/21/20143
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
; 801 GREENHAVEN DR
GREENHAVEN HEALTH AND REHABILITATION CENTER
7 GREENSBORO, NC 27406
004y 1D _SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION (X6
FREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUEATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE Date  *
DEFICIENCY)
K 130 Continuied From page 1 K 130 K130 NFPA 101 J5ife Safety
This STANDARD is not met as evidenced by: Code Standard
42 CFR 48,3‘70(8} , 1} a, The maintenance
By observation on 5/21/13 at approximately noon supervisor removed the .
the following was observed as non-compliant, inswlation in the above 5/-2,; /,2)
specific findings include insulation in the above dryer compartment on 5-21-
dryer compartment was being pulled away from 13. .
the dryer wall and sucked into the gas fired 2) The maintenance supervisor
compartmc?nt. The dryer was shut down. Far inspected all dryers
right dryer in the faundry room. compartments to ensure they
i 147 ; NFPA 101 LIFE SAFETY CODE STANDARD K147 iietfme from insulation and
n
S5=D
Electrical wiring and equipment is in accordance 3) The maintenance supervisor
with NFPA 70, National Electricaf Code. 9.1.2 will inspect —the dryers
compartments 5 days a week
for one month. * Then weekly
to ensure the compartments
are free from insulation and .
This STANDARD is not met as evidenced by: Lint.
42 CFR 483'70(3) 4) The maintenancs supervisor

will provide the results of

the inspectig;}s to the
Exacutive Q& Committee for
review to identify any

trends and or patterns.
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STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING o1 COMPLETED
. 345132 B WING _ — 05/21/2013
NAME OF PROVIDER OR SUPPLIER ‘ STREET ADDRESS, CHY, STATE, ZIiff CODE
_ . . . A 801 GREENHAVEN DR
GREENHAVEN HEALTH AND REHABILITATION CENTER GREENSBORO'_, NG 27406
%4y 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
K 130 Continited From page 1 K130
This STANDARD is not met as evidenced by: o
42 CFR 483,70(a) * KL&7T WFPA 101 Life Safery |43 7,2/ i?b
By observation on 5/21/13 at approximately noon Code Standard
the following was observed as non-compliant, 1) The facili ]
specific findings Includs insulatioh in the above (oeility maintenance
o ) ! Supervisor purchased and
dryer compartment was being pulled away from installed a ground fault N
the dryer walt and sucked into the gas fired circuit interrupter in the
compartment, The dryer was shut down, Far 2) };;'auty shop on 5-22-13,
right dryer in the laundry room. Wifl m;;nzen;nff supervisor
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 the' building ‘to  (aeatisy
§58=D any others and remove upon
Electrical wiring and equipment is in accordance s finding and correct,
with NFPA 70, National Electrical Code. 9.1.2 ) The maintenance supervisor
will monitor wEekly for

This STANDARD is not met as evidenced by:

42 CFR 483.70(a)

By observation on §/21/13 at approximately noon
the following NFPA item was observed as
non-compliant, specific findirigs include the
beauty shop ground fault circult interrupter, GFCI,
could not be verified and required labeling on the

devise,

proper installation  apd

placement of ground fault

cireuit interrupter during
regular  rounds for two
months.

4} Tl}e maintenance supervisor
will provide the results of
the inspections o the
Bxet':utive QA Committee for
review to  identify any
trends and or patterns to
determine the durations of
the inspections
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