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F 000 | INITIAL. COMMENTS 000

The facility is in compliance with the
requirementis of 42 CFR Part 483, Subpart B for
L.ong Term Care Facilities (General Health
Survey).

No deficiencies were cited as a result of the
domplaint investigation Event 1D # QTOR11.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk {*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection 1o 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 pfan of correclion is provided. For nursing homes, the above findings and plans of correction are disclosable 14
gays following the dale these documents are made avaifable fo the facility. If defigiencies are ¢ited, an approved plan of correction is requisite to continued
program participation.
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

<o DEFIGIENGY) - :

“This Plan of Correction is prepared
K 000 | INITIAL COMMENTS K 000| and submitted as required by law.

By submitting this Plan of correction,
Pembroke Center does not admit

f This Life Safety Code(LSC) survey was i
conducted as per The Code of Federal Register That the deficiency listed on this form
at 42CFR 483.70(a); using the 2000 Existing exist nor does the Center admit to any
Health Care section of the LSC and its referenced statements, finding, facts, or
publications. This building is Type Ill (211) conclusions that form the basis for the
construction, one story, with a complete alleged deficiency, The Center reserves
automatic sprinkler system. the right to challenge in legal and/or
regulatory or administrative
The deficiencies defermined during the survey proceedings the deficiency, statements,
are as follows: facts, and conclusions that form the
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 0gg| basis for the deficiency.
§S=D K029 :
1} The corridor door to the storage 812612013

One hour fire rated construction (with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1

room across from room 308 was
repaired to self close and latch by

andfor 19.3.5.4 protects hazardous areas. When the Maintenance Director on
the approved automatic fire extinguishing system August 19, 2013.
1 opfien is used, the areas are separated from 2) Doors were checked to ensure |

other spaces by smoke resisting partitions and that the doors seif-close and jatched

e nr -
: el g.ang ral

48 inches from the boftom of the door are 3) SEaff were re-educated on reporting

permitted.  19.3.2.1 to Malntenance Birector deors that do ;
not self-close or latch on Aug 21, 2013, f
. 4) The Maintenance Director or designee :
will perform randorn audits 2 x weekly for
. . . 4 weeks than monthly x 2 months to
This STANDARD Is not met as evidenced by: assure compliance, The Malntenance §
Based on observation on Tuesday 8/13/13 at Director will submit the audit to the !
approximately 12:30 PM the following was noted: performance Improvement Committee
1) The corridor door to the storage room across monthly x 2 months to monitor for
from room 308 \‘Nas not equipped with compliance and any changes needed,
self-closing device.
42 CFR 483.70{a)
EEAEEKAO62 NEPABTEFESAFETY CODE STANDARD 1T K052 ha
85=D
LABORATOR\"})]RECTOR'S OR P%VID RISUPPLIER REPRESENTATIVE'S SIGNATURE TLE {x&} DAT
- r) . . fey ﬂ A . ﬂ# ? ﬂ & 5
LT L (7 Tl W A YN L B2 27/
with an asterisk () denoles a deficlency which the Institution may be excused from correcing providing it Is determingd that

Any deficiency statement endi
other safeguards provide suffi
following the date of survey wh
days foltowing the date these documents are made avallable o the facllity, Fd

program participation.

=nt protecilon fo the patients. (See Instructions.) Excep! for nursing homes, the findings stated above are disclosable 80 days
ether or not a plan of carrectlon Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
eficlencles are cited, an approved plan of cormection Is requisile to conlinued
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41D SUMMARY STATEMENT OF DEFICIENGIES D PROVAIDER'S PLAN OF CORREGTION )
PREFIX {(EAGH 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
B EACRIREIRE BEFICIENSY) -
K052
K 052 | Continued From page 1 Ko052) 1) Simplex Grinnell called fo the
A fire alarm system required for life safety is facllity 8/13/2013.
installed, tested, and maintained in accordance 2} The strabe lighis (visual notification
with NFPA 70 National Electrical Code and NFPA devices)for the fire atarm system will be 13
00/26,

72. The system has an approved maintenance
and testing program complying with applicable
requirements of NFPA70 and 72.  0.6.1.4

This STANDARD s not met as evidenced by:
Based on observation on Tuesday 8/13/13 at
approximately 12:30 PM the following was noted:
1) The strobe lights (Visual notification devices)

for the fire alarm system were not synchronize

K056
88=D

42 CFR482:4 \a)
NFPA 101 LIFE SAFETY CODE STANDARD

If there is an automatic sprinkier 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 system s properly maintained in
accordance with NFPA 25, Standard for the
Inspaction, Testing, and Maintenance of
Water-Based Fire Protection Systems. it is fully
supervised. There is a reliable, adeguate water
supply for the system. Required sprinkler
syslems are equipped with water flow and tamper

building fire alamn system.  19.3.5

- K056

switches-whichareslectricaly-connected4o-the -—{=—=———"{"Amprovement Commitiee forreview upons—=

synchronized and lested on battery
back-up on the long hall,

3) Maintenance Director will audii visua)
Notification devices and fest on batlery
back-up monthly x 2 months for
compliance.

4} Report will be submitled {o the

Periormance Improvement Committes

monthly x 2 to menitor for compliance and

any changes needed. The

Administrator and the Direclor of

Maintenance wilt responsible for overali

compliance.

2) Simplex Grinnell submitted a proposal
for fire sprinkler modification in accordance
with NFPA Standard 13,2010 on 8/19/2013.
Engineer will determine the capabilities of
existing sprinkler system and instali
necessary upgrades to current system that
is required for compliance with the Life
Safely Codes

3) Maintenance Direclor wilf ensure
Modification to sprinkler is compleled in
accordance with NFPA standard 13.2013
4) Report will be submitted to Performance

oorei3’

completion.

FORM CMS-2567{02-99) Previous Versions Obsolate

Event ID:QTIR21

I continualion sheet Page 2 of &

Focitity I0: 523393




PRINTED: 08/16/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERIGLIA (%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 0+ COMPLETED
345409 B. WING 08/13/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
310 E WARDELL DRIVE
PEMBROKE CENTER _ PEMBROKE, NC 28372
x4y 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'S PLAN OF CORREGTION )
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K 056 | Continued From page 2 K 058
This STANDARD is not met as evidenced by:
Based oh observation an Tuesday 8/13/13 at
approximately 12:30 PM the following was noted:
1) The overhang at the 400 hall rear exit is
greater than 4 ft and is required to be protected
by sprinkler coverage, (Sprinklers shall be
installed under exterior roofs or canopies
axcesding 4 fi (1.2 m) in depth per NFPA 13
section 5-13.8.1. )
42 CFR 483.70{a)
K 074 | NFPA 101 LIFE SAFETY CODE STANDARD K074 K074 . 8/26/2013
S8=F . o ) . ) 1) All draperies, curtains and other
Draperies, curiains, including cubicle curtains, similar foosely hanging furnishings have
and other loosely hanging fabrics and films been removed.
serving as furnishings or decorations in health
re oceupancies are in accordance with
tha-nstailatiorref-Sprinkler Systems S
curains are in accordance with NFPA 701, FURNISHINGS.
Newly introduced upholstered furniture within 3) Maintenance Director will install and
health care occupancies meets the criteria monitor compliance for all draperies, curtains
specified when tested in accordance with the and other simifar loosely hanging furnishings.
methods cited in 10.3.2 (2) and 10.3.3.  19.7.5.1, 4) A report will be submitted to the
NFPA 13 Performance Improvement Committee
. L monthly x 3 to menitor for compliance and
Ne""’}t{’fg:’rgucid rltfta(jttresses ”;eeitehe_f;'zﬁga any changes needed. The Director of
specified when tested In accoraance wi Maintenance will be responsible for Overall
method cited in 10.3.2 (3), 10.3.4. 19.7.53 compliance.
Fachity ID: 923383 - If continuation sheet Page 3of5
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{X4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEOED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

)
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE

- - === DEFIGIENG Y~~~ -

(X5}
COMPLETION
DATE

K074

Continued From page 3

This STANDARD is not met as evidenced by;
Based on observation on Tuesday 8/13/13 at
approximately 12:30 PM the following was noted:
1) Facility at the time of the survey could not

provide documentation on the curtains/draped for

the windows conceming the Fire Resistant Rating
as specified according o NFPA Chapter 10 -
INTERIOR FINISH, CONTENTS, AND

FURNISHINGS;

Specific Section:

10.3.1* CONTENTS AND FURNISHING -

Where required by the applicabie provisions of

this Code, draperies, curtains, and other simllar

feasely hanging furnishings and dscorations shall

be flame resistant as demonstrated by testing

in accordance with NFPA 701, Standard Methods

of Fire Tests for Flame Propagation of

Textiles and Films,

Medical gas storage and administration areas are
protected in accordance with NFPA 88,
Standards for Health Care Facilities.

(a) Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a one-hour
separation.

(b) Locations for supply systems of greater than
3,000 cu.ft. are vented to the outside, NFPA 99

43.1.1.2, 19.3.24

K074

Ko76 .
1) Empty oxygen tanks in storage room
i iately n i

checked by the Malntenance Director on
08/13/2013 fo be cerfain that each was in a
cylinder stand with support, Al nursing
staff will be re-educated fo use proper
slorage methods when fanks are not in use.
3) Maintenance Director wili
audit alt oxygen cylinder storage areas o be
cerlain that cylinders are stored properly
two times weekly for three months for
compliance,
4} A report will be submitted to the
Performance Improvement Committee
monthly X 3 fo monitor for compliance and
any changes needed. The Administrator
and the Maintenance Director willbe
responsible for overall compliance

FORM CMS-2567(02-99) Previous Verstons Obsolale Event I5:QT9R21
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K076 | Continued From page 4 K076
[
This STANDARD is not met as evidenced by:
Based on observation on Tuesday 8/13/13 at
approximately 12:30 PM the following was noted:
1) By observation, oxygen cylinders were not
properly chained or supported in a proper cylinder
stand or carl. [NFPA 99 4-3.5.2.1b(27}] {(Empty
Oxygen storage room on Long Half)
42 CFR 482.41(a) *
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K144} K144
85=D 1)Cummins Atlantic called to facility
" | Generators are inspected weekly and exercised 8/13/2013. |

under load for 30 minutes per menth in
accordance with NFPA 99,  34.4,1.

This STANDARD is not met as evidenced by:
Based on observation on Tuesday 8/13/13 at
approximately 12:30 PM the following was noted:
1) The generator annunicator panel located at the
nurse station did not show Generator Supplying
Load when power was transferred from normal fo
emergency power,

Generator annunciator 8/19/2013.

Improvement Committee monthly x 3 1
needed. The Administrator and the

overall compliance.

2y Cummins submitted proposal to repair

3} The Maintenanse Director will inspect
Generator weekly and exercise under lead for

4} Report will be submitied to Performance

Monitor for compliance and any changes

Maintenance Director will be responsible for

09.26/13

0

42 CFR483.70(a)
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