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F 000 | INITIAL COMMENTS F 060

This faeility is in compliance with the
requirements of 42 CFR Part 483, Subpart B, for
Long Term Care facilities. {(General Health
Survey). No deficiencies were cited as a resull of
the complaint investigation. Event iD H7GU11.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%6) DATE

Any deficiency statement ending with an asterisk (*) denoles a deficiency which the Institution may be excused from correcting providing it is determined that other
safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencles are cited, an approved plan of correction is requisite to continued program pariicipation.
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STREET ADDRESS. CITY, STATE, ZiP CODE

NAME OF PROVIDER OR SUPPLIER
911 SOUTH HUGHES STREET

AEX REHAB & NURSING CARE CENTER OF APEX APEX, NG 27502
41D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION x5,
f?:aénx (EACH DEFIGIENCY MUST BE PRECEDED BY BULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE -
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED YO THE AFPROPRIATE
DEFICIENGY)
K 000 | INITIAL COMMENTS K 000

This Life Safety Code(l.8C) survey was
conducted as per The Code of Federal Reglster L
at 42CFR 483.70(a); using the 2000 Existing S
Health Gare section of the LSC and its refarenced SRS T I
publications, This building is Type H construction, :
one story, with a complete automatic sprinklar
system.

The deficlencies determined during the survey
are as follows:

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD Kos521 4. The automatic dialer 08-15-13
§5=D - R
A tive alarm system required for life safety Is componant of the facility fira
installed, tested, and maintained in accordance alarm system is now

with NFPA 70 National Electrical Gode and NFPA o,
72. The system has an approved maintenance functioning properly. The

and testing program complying With epplicable dialer visual/audible alert
requirements of NFPA 70 and 72.  8.8.1.4 )

mechanism has been
replaced, and does now send
the appropriata alert to the
specified nurses’ station

area.
This STANDARD Is not met as evidenced by, 2. This issue s unique to the
42 CFR 488.70(a) -
By observation on 8/1/13 at approximately noon, automatic dialer component
during the inspection and testing of the facllty fire of the facility fire alarm
alarm system, that consisted of mulliple system

components, the automatic diater component,
when placed in trouble from phene Jine failure, ,
localed in FACP reom near the front lobby, did i .

not send z trouble signal to the main nurses 3, The RN Nursing Supervisors

statlon, The FACP, where the automafic diater will be educated on the

[X6) DATE

{ABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPREBENTAVIVES SIGNATURE TRLE
L .4
N 7‘&?"‘\- Administrator August 15, 2013

Any deficlency alaterment andifig Wityan asterdsk () donoles 3 Beficlency which tha Instilution may ba excuscd from correcling providing it is detenmiriad tfat
olher safeguords provide suffi {ection to the patferds, (See instructions) Except for nussing homes, the findings stated above are disclosable 00 days
following the dale of survey whether or nol a plan of corvection is provided, For nursing homes, the abuve findings and plans of correction are disclosable 14 >
days following the dale lhese documents are made avallable to the Tacllty. f deficlencies are clied, on approved plan of correction s requisiie {o coplirued

program paricipation.
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GFTY, STATE, ZIP CODE
: $11 SOUTH BUGHES STREET
REX REHAH & NURSING CARE CENTER OF APEX APEX, NG 27502
(4 1D SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORRECTION g
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B comPLETION,
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YAG CROSS-REFERENCED TG THE APPROPRIATE o
DEFRICIENCY)
K052 | Continued From page 1 Kos2 function of the fire system
component was located, gave an audible trouble T
signal, howaver, the nurses station dialer visual automatic dialer trouble
and audible devise did not operate , There was alarm mechanism, including
not a visual and audible signai at the main
g : the steps to be taken if/when

communications area.
this alarm sounds. “

4. The Facility Services Manager
will conduct a test of the
automatic dialer trouble alert

- system on the following time
schedule to ensure its proper
functioning: Once per week
for ona month, once per
month for three months, and
then once per quarter
thereafter.
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