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F 000 ‘ INITIAL COMMENTS F 008

| The facility is in compliance with the

 requirements of 42 CFR Part 483, Subpart B for

I Long Term Care Facilities {(General Health
Survey.) There were no deficiencies cited as a
result of the complaint survey Event ID #VR2B11
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i
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LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficiency statement ending with an asterisk (*} denofes a deficiency which the institulion may be excused from correcting providing it is determined that
other safeguards provide sufficient protaction to the patients. (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avallable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
pregram paricipation,
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345266 8. WING o e J 0712312013
NAME OF PROVIDER OR SUPPLIER GTREET ADDRESS, C,éfk%giégoﬁ ]
ROANOKE LANDING NURSING AND REHABILITATION CENTER 1084 US 64 EAST
: PLYMOUTH, NG 27962
XA SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORREGTION b e
PREFIX | (EACHDEFICIENCY MUST BE PRECEDED BY FULL © PREFIX (EACH CORREGTIVE ACTION SHOULDBE | GOMPLETIO
TAG REGULATORY OR 1.8C IDENTIFYING INFORMATION} : TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; : DEFICIENCY) :
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K 000+ INITIAL COMMENTS . K000 i
 This Life Safety Code (LSC) survey was ; Roancke Landing Nursing and Rehab, |
conducted as per The Code of Federal Register acknowledges receipt of the Statement of
| at 42 CFR 483.70(a); using the 2000 Existing - Deficiency and proposes the plan of
i Health Care section of the LSC and its referenced | | correction to the extent that the summary ¢
! publications. This facility is Type V (1) protected | . of findings s factually correct and in order
i construction and is equipped with a complete | to maintain compliance with applicable
- automatic sprinkler system. LIC # NH0419 and . rules and the provision of quality care to
' the facility is licensees  for 123 beds. | . vesidents. The plan of correction Is .
; : i submitted as owritten allegation of
| CFR#: 42 CFR 483.70 (a) | compliance. E
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056:
55=0 ! . The E'JEIOW response to the S}atement of
© | |f there is an automatic sprinkler system, it is © Deficiency and plan of correction does not |
! installed in accordance with NFPA 13, Standard , denote agreement with the citation by
| for the Installation of Sprinkler Systems, to : - Roanoke Landing. The facility reserves
| provide complele coverage for all portions of the | the right to submit documentation fo refute
building. The system is properly maintained in | ' the stated deficiency through informal
| accordance with NFPA 25, Standard for the | . appeals  procedures  andior  other
{Inspection, Testing, and Maintenance of ! . administrative or legal proceedings. i
: Water-Based Fire Protection Systems. 1tis fully i ﬂ
supervised. There is a reliable, adequate water | - ;
 supply for the system, Required sprinkler i i
 systems are equipped with water flow and tamper | i
i switches, which are eleclrically connected to the :
- building fire alarm system.  19.3.5 3 i
i :
; ; |
‘ This STANDARD is not met as gvidenced by, | !
' Based on the observations and staff interviews | ;
an 7/23/2013 the following Life Safety item was ;
" observed as noncompliant, specific findings ! ' :
Jinciude: Room 602 failed to have the proper ! T ! g% 0
{ privacy curtain openings to allow water fromthe © 602 Privacy curtain has been removed and ST
' sprinkler system to cover the entire room. | i thrown away. Audit done to ensure no .
E ‘ .~ other mo other curtains arc out of !
. CFR#: 42 CFR 483.70 (a) ? ' compliance. HK to monitor monthly and |
K 062 NFPA 101 LIFE SAFETY CODE STANDARD ~ ~ K062! when new curtains are ordered to make |
SS=E | © sure compliance is maintained. Reportsto
: Required aufomatic sprinkler systers are i QImonthly. 3
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' give a sprinkler tamper alarm and instead gave a

! low / high air pressure alarm at the fire alarm
- control panel.

| GFR#: 42 CFR 483.70 (a)
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K 082 | Continued From page 1 LK 062!

5 continuously maintained in reliable operating *
' condition and are inspected and tested ; §
. periodically.  19.7.6, 4.6.12, NFPA 13, NFPA | ;
25,975
{ This STANDARD is not met as evidenced by: 5 400/6 ) '
- Based on the observations and staff interviews . ,nkﬂe.SP““kfef heads cleaned and other
on 7/23/2013 the following Life Safety item was ; Sp“d ler heads assessed and cleaned as QB3
. observed as noncompliant, specific findings ; fee ed. Maint to monitor sprinkler heads a7
include: : mc.mthiy and after ceiling work to clean |
_ : i paint off of sprinkler heads. Report to QI
- 1. The soiled linen room at the corner of the 400 monthly.
- and 600 hallways has paint on the heat sensitive | T . i
 element of the sprinkter head. - The equipments has been ordered for the | -
5 * post indicator valve and will be replaced 3'?)‘/‘3
: 2. The post indicator valve when closed failed to by Aug 29. Continue fire alarm audits and g

inspections and report to QI monthly.
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