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The facility is in compliance with the :
requirements of 42 CFR Part 483, Subpart B for !
" Long Term Care Facilities {General Health ;
" Survey). Event ID 08DD11. \
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excusad from correcting providing it is determined that
other safeguards provide sufficient protection lo the patients. (See instructions.} Except for nursing homes, the findings staled above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. I deficiencies are cited, an approved plan of corraction is requisite to continued
program participation.
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lndred Kindred Healthcare’s Mission is to promore healing, provide hope, preserve dignity

Transitional Care and produce value for each parient, vestdent, family member, customer, employee and
and Rehabll'll_‘giion shareholder we sevve,
Cypress Pointe

August 19, 2013

Dear Mr, Foreman:

Enclosed is our Plan of Correction, Request for Waiver, for K067 and Plan of Correction
for K147 in response to the statement of deficiencies issued as a result of the Life Safety
Survey conducted on August 7, 2013.

Please feel free to contact me if you have any questions related to this waiver request ot
plan of correction.

Sincerely,

G 4
PATRICIA A. GRAY % ________________

Executive Director Wy ey pr ey mrpy
Kindred Transitional Care — Cypress Pointe CONSTRUGTION SECTION

R ECRIVER
it (e

AUG 19 2013

Pedicated to Hope, Hedling and Recovery
2006 Savaeh VArh Srreer o Wilmineton, North Carolina 2840‘1 . 910.763.62?_1 s 9102519803 fax = NC TDD/TTY# 800.735.8262
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 « BUILDING 0101 COMPLETED
345002 B. VING 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 000 | INITIAL COMMENTS . K 000
This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 Existing -
Health Care section of the LSC and its referenced
publications. This building Is Type Ii (211)
construction, one story, with a complete
autamatic sprinkler system. !
The deficiencies determined during the survey
are as follows:
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD - K087
§5=0 08/07/13
Heating, ventilating, and air conditioning comply
with the provisions of section 9.2 and are installed Waiver Request
in accordance with the manufacturer's 1 all air-handli . .
specifications.  19.5.2.1, 8.2, NFPAQOA, . all air-handling units are cquipped
! 19.5.2.2 with smoke detectors.
2. All corridors are equipped with
smoke detectors. ’
3. All smoke detectors are wired into
This STANDARD s not met as evidenced by: the fire alamm system.
Based on observation on August 8/7/13 at 4. Fire alarm system shuts down all
ap;ggximately 9:00 AM onward the following was air handling units when activated.
noted;
1) The facility was using the corridor as a return
air plenum.
Note! If a walver is requested, the provider must § .
certify that the following conditions are met: (1) »
Alr handling units must be equipped with smoke
detectors. (2) There must be a complete
corridor smoke detection system. {3} Smoke
detectors must be wired to the fire alarm system.
{4) Fire alarm system must shut down all alr
handiing units when activated.
42 CFR 483.70(a)
(X8) DATE
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Any deficlency stalemont ending with an asladﬁ’(‘) denotes a deficiancy which the Tnslitution may be excused from correcting providing # is determined that
other safeguards provide sufficlent protection o the patients. (Sea instructions.) Except for nursing homes, the findings staled above are disciosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of cortection are disclosable 14
days foliowing the date these documents are made available o the facility, If deficioncies are ¢lled, an approved plan of correction Is raqulsite to continued

progeam participation.
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Electrical witing and equipment Is in accordance
with NFPA 70, Nafional Electrical Code. 9.1.2

This STANDARD is not met as evidenced by,
Based on observation on August 8/7/13 at
approximately 9:00 AM onward the foliowing was
noted:

1) There was not a Ground Fault interrupter
Receptacle in the therapy reom next to the sink.

42 CFR 482.41(a)
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K147 | NFPA 101 LIFE SAFETY CODE STANDARD' K147

The ground fault intexrupter in the  08/15/13
Therapy room has been installed.

All ground fault interrupters will be
inspected on a regular basis and replaced
immediately to prevent any issues that
might affect residents.

All ground fault interrupters will be
placed on preventative maintenance
program and checked annually to
ensure deficient practice does not
recur.

The checks will be monitored by our
quality assurance committee and our
safety comumitice.
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