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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 to the patients. (See instructions.) Except for nursing homes, the findings stated above afe disciosable 90 days
foliowing the date of survey whetner or not a plan of correction is provided. For nursing hornes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facitity. If deficlencies are cited, an approved plan of correction is requisite to continued
program participation.
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345140 B.WING 08[23/2013 b
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE : '
#10 WEST FISHER STREEY :
BRIGHTMOOR NURSING CENTER EALISBURY, NG 26145 |
(*4) 10 SUMYARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION 10 :
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE AGTION SHOULD BE LOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCE% Eo g%e APPROFRIATE DATE
. PEFICIEN

by RETLITY § REAFORFE 1O THIE | ,
REPORT OF SURVEY DOES NOT DENOTE
K 000 | INITIAL COMMENTS K 000| B ot WATE THE 9 e
DE!:‘ICIEHCIBB 7 NOR DRES IT
CONSTITUTE AN ADMIISION THAT ANY
STATED DEFICIBRCY IS RACCORATE.

Surveyor. 27871

This Life Safety Code (LSC) survey was
conducted as per The-Code of Federal Register :2 :;c:&m& %.mc BECRUSE 3T ;
al 42 CFR 483.70(a); using the 2000 Existing i
fealth Care section of the LSC and its referenced - x 018 i
publications. This building is Type V consfruction,
one story, with a complete automatic sprinkler g%%

W BF _ACCOMPLISHED _FOR__ -
system. FESIDERTs ¥OUSD 70 UAVE BPEN RSFECTED

BY 7TEE DEFXCIENY PRACTLICR;

BY THE DEFXCIENT PRACTICR:
The deficiencies determined during the survey

are as follows: The dry fwrege Toom dovc in the Mechen was (- Zo\%

provided with « lavch suitable For kecplng the door

K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 018] Pl g alf rimes. Thix sHowes th dey storage toom
58=E Jaor so remain hicched when dosed
Doors protecting corridor openings in other than ) .
required enclosures of vertical openings, exits, of T:&?:; 1o the i{:;ﬁg:s‘ ;":-;‘; ;:::“n&";g; ‘
0y €
hazardous areas are substantial doors, such as e <o resive dhe presage of smoke.

those constructed of 1% inch solid-bonded core
wood, or capable of resisfing fire for at least 20
inutes. Doors in sprinklered bulldings are @
raauling

no impediment to the closing of the doors. Doors THE SPME DEFICIENT PRACTICE:

are provided with a means suitable for keeping T . .

the door closed. Dulch doors meeting 19.3.6.3.6 The dry stomge xoom doet °p the Lirchea vas

are permitted. 1935.3 provided with ¥ farch 'iuiublc for keeping the door
claeed ax all times, This sllows the dry sorage Yeom

door to reoain latched when closed.
Roliar latches are prohibited by CMS regulations

in all health care facilities. - The other doors in the faglivy have been inepected by

e Msintensnes Supervisor to dererminz if any
other doots do not liave 3 suitable means of
remining dlosed at all v, MNone were Found.

The door o the housekeaping closet at the nurde
ceation har been plaoed with fire weather saripping
wround the door frime allowing realfT pABHEE 0
mmoke.

The sther doors in the facllicy have been fnspested to
devermine if any odver dooys bave 1 gup berween the
door and the frame. None were found.

This STANDARD is not met as evidenced by

(X8) DATE

A-(a~\3R
Any deficiency statement ending with an asterisk () denates 2 deficiency which the instituion may ba axcused from cormcting providing it Is determined that
ather sefeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated ahove are disclosable 50 days
following the date of survey whathar ornota plan of correction i provided. Feor nursing homes, the above fingings and plans of correction are disclosable 14
dsys fallowing the date these documents are made avallable to the facliity. If deficiencies are cited, an approved plan of coregtion s requisie to continued

plogram padicipation,
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ADDRESS WHAT MEASURES WILL HE PUT
INTO PLACE OR BYSTEMIC CHANCEY MRDE
O YHSURE TPAT THE DEFICIENT FRACTICE
WILL: NOP OCCUR:

The faciliy bas been Inspecced vo dateradiae if ocher
doors axe found oot w #ble to lach sxalf slnes. Noce

were found.

Ou » monthly basis for three months and quarterly
shereafier the Muintenance Superviror will inspect al!
doors and document on 2 Jop shees dhat =l doors are
able o be Jatehied, (Fany sre found that do not bach
pmp:\'fy the Malntenapee Suyﬂ'vixorwm repair at
thxt dme and document on the log

The Faclity hos been inspoceed to devarming if othes
doors arc fouad 1o bavea gap bevwora the door and i
the Fame. Nooe weze fownd. t

On x monthly busis for threo evonvhs and quarverly
thereafier the Mointenanoe Supervisor will ipspece all
doorr and document on a fog shest that al] doors do
not bave 3 gap botareen the door and the frame T
any sre found thar do not laxch properly dha
Mainreasuce Superviror will repalt ax that time snd
document on the log.

DHDICASE NOW THE FACILITY FLBNS 7o

MOWTTOR, X718 VERFORMARCE IO MANE SURE
TEAT SOLUTIONS ARE SUSTAINED. THE
¥ACYLITY MUST DEVELOP A RLAN FOR
YNSTRING TEHAT CCRRECSICN IS ACHIEVED ;
ARD SUBTARTED. TER FLAN NOBY BE

THRTEMENTRD ARD THE CORBECTIVE ACTTLON

Lokt

e

ASSURANMCE SYSTEN OF THE ¥ACTLITE:

The Malateosoce Supervisor will be responsible for
ensueing chat ol doors lacch ot oll cimes,

Phe Administrutor will pressnt the Maintcpance
Supervisor log w the QA commiteic on 2 quarterly
basia. T€ no lasues afrer the Sourdh quaxcer Ic will be
conirored o an snauel bagis,

The QA commicee will be responsible w enqure
compliance Is achieved and suscaloed,

The Malatsoance Supervisor will be rosponsible for
ensuriag that sll docrs do not have s gap betwsen
door and feeros,

The Admiaistracor will presest the Maintenance
Supegvirer fog o the QA caramittes on & quacterly
Buiie. I no fesust nfter the fourth quartes it wrill be
monicored on an nonval brsis.

Fhe QA committor will be responsible to ensura
compliace ic achicved and sustaintd.
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X4 10 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION o5
PReFx | - (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACYION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K018 : ADDRESS HOW CORRECTIVE ACTION {9
18| Continued From page 1 K018 e )
Surveyor; 27871 RESIVERTE_ROUND 70 HAVE BEEN ACPRCTEY
Based on observations and staff interview at BX_THE DEFXCORBT PRACTICR:
approximately 8:00 am onward, the following - ‘
N . . ¢ batheoors deor {n the cmployee break room had 4
iterns were nancompliance, specifia findings dooe Kaoh char s mat 4 1ot hnd motion, A pew ;
] include: ) door knob has beax copliced that requixes A one hand
1. dry storage room door in Kitchen would not mation, Thiv allows the exic 1o be repdily accersibld
latch. st simes,
2. door to housekeeping closet at nurse station ADDERESS HOR CORRBOIVE ACTYOHN l
has a gap between the tap of door and the frame. BCOOMPLISHED WOR _THOSK  RESINENTS
HAVIHG ROTBENTIBL 1O BE AYFECTED BY
42 GER 483.70(a) THE SAME DERTCLENY ERACTICE: %’30_\;3
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD KO38|  Tho batheoom dooe io the erapleyes bresk rambad |
S5=D door kaob that was nox a ewe bacd meren. A ne
door knob has been repleced that requires a one hnnd

Exit access Is arranged so that exits are readily
accessible at all times In accordance with section

7.1,

19.2.1

K oe2
85=E

‘| requires tw. motion of hend to open door,

This§ STANDARD is not mét as evidéhced by.

Surveyor, 27871

Based on ohservations and staff interview at
approximately 8:00 am onward, the following
items were noncompliance, specfic findings
Inciude: bathroom door in employee breakroom

42 CFR 483.70(a)
NFPA 101 LIFE SAFETY CODE STANDARD

Required autornatic sprinkler systems are
confinuously malntained in reliable operating
condition and are inspected and tested
periodically.  19.7.6, 4.6,12, NFPA 13, NFPA

26,975

motion. This allows the exit 2o be readily 2ccessibls
st all dwet. None were found,

ADDRESS WHAY WPAGUREH WILL RE PUT
INTO PLACY OR SYSTEMIC CHAMCES MADE
O YMSURE THAT THE DRRXCIENT PRACTICE

ty Kas baan
doors are found not to be readily sccessible. None
wexe fovad.

On a quarresly basic the Maintenance Supervisor wil
. inapece all doors and docwment on & log that all doors
have 1 ooe hapd motion and ace readily accentible J§
any are devermined oot ta be, the Maintenance
Supervisor will repair at that dme and document op &

lag.

K082
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES {X%) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION HUMBER: A BUILDING 01 - MAIN BUILDING 0f COMPLETED
345140 B, WING 0812312013
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
610 WEST FISHER STREET
HTM E
BRIG GOR NURSING CENTER SALISBURY, NG 28145
(X4 ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION 26
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
IRDYCATY HOM THR FACILITY PLAYS 1O
K 062 ] Continued From page 2 K OB2| HRCTOR XT8 BERFURMANTE 10 MAKE SURE
YHAT SOLUTICNS ARE SUSTAXNED, HE
FACILYITY MUST DEVETOP A FPLaN XOR
FHSURING THAY CORRBRCTION X3 ACRYEVED
This STANDARD is not met as evidenced by: A0 __SUSTADED THY PLON M)ST BE
: DAPLENENTED AN} THE CORBECTTVE ACTYIOH
Sur;gyor: 2[)?871 u d taff int . t EVAIAATED FOR XYS EXRECTIVENGSS. YBE
Based on observa ons and staff interview & PoC ¥ TITEGAATED INTO THE QUALITY
approxXimately 8:00 am onward, the following ASSURANCE SYSTEM QF THE EACILITY:
items were noncompliance, specific findings .
include: i The th(;:m&;cdSuyuvisor will be reaposiible for
: . uri n che feclli :
1. per sprinkler contractor inspection report casssing v all doorsfn e fecliy ace readly
sprinkler system has not having a 5 year
obstruction Investigation in past 5 years. The Adminismrsor will presont the Meintenance
2. also, 3 year full flow fest Supersivor og o cho QA coraminco on 3 quarterly
. 1. Y no fssmes after the Fourth quartcr it will be
3. sprinkler heads under canopy have corrosion mopitored on ap apnual basks.
on heads.
4, no sprinkler wrench provided in box sprinkier The QA commitree will be responsible o enrure
boOX. compliance iv achizved wod Jurtdoed.
42 CFR 483.70(a)
q-%13

K 086 | NFPA 101 LIFE SAFETY CODE STANDARD

Tess than the following provisions:-

(1) Smaking is prohibited in any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen is used or stored
and in any other hazardous location, and such
area is posted with signs that read NO SMOKING
or with the international symbol for no smoking.

(2) Smoking by patients classified as rot
responsible is prohibited, except when under

direct supervision,

(3) Ashtrays of noncombustible matenal and safe
design are provided in all areas where smoking is
permitted,

K 066
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STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPUER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECYION IDENYIFICATION RUMBER: A BUILDING 01 ~ MAIN BUILDING 01 COMPLETED
345140 B. WING 08/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BRIGHTMOOR NURSING CENTER 510 WEST FISHER STRELT
™ SALISBURY, NC 28145
(X410 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX {EACH DEF(CIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. xo7e  DEFICIENCY)
ADDRESS HOW CORRECTIVE ACTTON  (8)
K 088 | Continued From page 3 K 068 ::m BE __ACCOMPLISHED ¥OR _ THOSE
. " SIDENTS FUUND HAVE EREN AWFECTED
(4) Metal containers with self-closing cover BY TEE nnxcmmcze
devices Into which ashtrays can be emptied are
readily available to all areas where smoking Is The nurses were la saevieed on gi-1y by the Clinical
permitted.  19.7:4 Sarvices Supervisor vhat sH oxygon cylindesa musc be
atored under the appropdee signage. Oaly oxygen
eylinders that sre eonpty 1o be pleeed under the exapry
slgaage and Full oxygen cylinders are vo be placed
under the full signage. New bright sigosge has bean
placed in dhe med rooms w help outtes beweer read
i and follo= the appropriate signago.
i This STANDARD fs not met as evidencad by: ADDRRES HOW CORRECYTVE ACTION WILI Be
] Surveyor; 27871 ACCOMPEYSEED FOR __ THOSE  RESIDENTS
% Based on observations and staff interview at E;“fm%mm womnz o B
! approximately 8:00 am onward, the following ERRCTICE:
items were _noncomp!iance. specific findings Any resideat has the abilicy 1o be affected by the
t include; facility falled to provide proper ashtrays cited pracdee. The purer were In serviced on g
and metai COﬂtaine!’ \Vﬁh Self..c[osing caver jn that -Il'oxygm cylindm: must be srored woder the
smoking area approprinte signage. Quly oxygen cylinders thax are
. empey bave to be plrced under the empry sipnage ond
full oxygen cylindere have to pleee woder the full
42 CFR 483.70(a) aignage. New brighe signage bus been placed fn the
med room o help norses borver read che signage O\»—Q?\B
T SRSt

o BERE S

Medical gas storage and administration areasare |

FETY CODE STANDARD

protected In accordance with NFPA 99,
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 fo the outside. NFPA 99
43112 19324

This STANDARD s not met as evidenced by:

P

VARG Sy riaad e i

Noxe wexe found.

ADDREHS WHAT MEASORES WILL EE RUT
N0 FLaLR OR BYSTEMIC CHANGEE MADE
TO EMOURE THAT Tuy DEFXCIENT FRACTLICE
FILL WOT QCCTR:

The fldlily has been im«p:md vo decareniag to make
sure all axygen cylinders arc pleced undee the correct
slgnage. None were found.

RM CMS-2587(02-29) Pravious Versions Obsolele
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AODREES HOW  COBRECTIVE ACHION  {5)
WILL AR  ACCOMPLIGHED _ JOR _ THOSE
FEFIDENTH FOURD TO HAVE HERR RAERECTED
BY fHE DHFTCIERT FRRCTICE:

The arexs ouwnside where smoking s permirced, now
bas an ashreay of noncombwstible materisl and safe
desiga. Along with a mets] container with & self-
cloitag cover device in which the ashrays can be
copued,

ADDRYGH HOW CORAECTIVE ACTYION WILL BE
ACCORPLIBEED FOR  THOSE  REJIDENTS
HAVING POTENTIAL 70 BE AFFECTED PBY
TEE $AME DEFICIRNT PRADTTOR:

The aress outside where 2onoking iy pexmitted, mow
bas an sshoay of soncombustible marerial and safe
desipn. Aleng with 5 msal costdnar wich a self-
closing cover device in which che arborays can be
emptied,

ADNRESS WEAT MEASURES WILL HE RUT
INX0 WEACE OR SYYTEMIC CHAMGHE MADE
B0 ENFORE THAT THE PREICIENT RRRCTTCE
HILL NDT OCCUR:

The Maintsnance Supervisor wilf do 1 QA rouod
every ewe weeks times for one monnch then cacc s
week thooes onc month then quarcedly chereafter to
iorpect all pecmicved smoking arcas. He will
document op a log that an ashtray of noocombusible
maverial aad ¥ coctad convainer with relf-cloring cover
iv readily svailuble in all proodvued smokiog areas, If
any poncompliznee is found the Maintensose
Supereisor wil replace {mmediavely with appropriste
materials tnd docusent on a log.

MONITOR IT{ PEXRFOIMANCE TO MAKE SORE
TEUAT SOLUTIONH RHE SUSEAINED. THE
FACTILYTY HUST DEVELOP A PLAN  FOR
RNEURING THAT CORERCLION X6 ACHIXVED
AND  SUSTATHED, THE FLAY MOST RE
IMFLEMINTTED AWMD THR COREECTIVE ACTION
BVALUATED FQR XY3 EFVECTIVENTSS. THH
RoC X8 INIEGZROTED YWIO0 TEE JUALITY
ASSURANCE STSTRM OF THE PACTLIYY:

The Mainteaance Supervisor will do & QA rouad
wwery two wecks times for one month then once a
weck dmes one mopth then qml.\'u.r!y thereafrer mo
faspece all permirted seaoldog aseas. He will
docurneat em a log dhat an asheray of noprombustible
reatacizl apnd & wetsl copmines with selfdesing cover
3 veadily available in al} peraiteed smoking sress, 1f
any noncompliznce iz foeund che Maintenanee
Supervisor wll uy];u:e immodiardy with appropriate
moterals sad docoaenton a |og.

The Admisiszator will presenr che Maiatearoce
Supearvisor log to the QA commitize on 4 guarterly
baiis. If 0o {asues after the forath quarter iz will be
monitored oo an anoual busia.

The QA commictee will be xesponslble to ensure
complivace is achievsd and yustained,

@oos/ong
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X4H 10 SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION (X8
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OEFICIENGY)
O & weekly basis for onc month, then three toaes
. wrekly for one wonth and thea quarterly thereafer
K076 | Continued From page 4 KO76] b Mrtateannce Supervisor will inepect ll oxygen

Surveyor: 27871

Based on observations and staff Interview at
approximately 8:00 am onward, the following
items were noncompliance, specific findings
include: at fime of survey, full oxygen cylinders

were stored under signage for empty cylinders.

42 CFR 483.70(a),

eylinders to make auxe they have been pliced uoder
the carrect sigongo and he will documaent on 3 fog. If
12y eXygen tanks are found to be aonzompliant the
Maiarenance Supereicor will remove at thae rime and
document on « log,

IOICATR HOW THE FACIIILY PLANS TO
HORTTOR I78 PERFORMNCE 70 MAKE SORE
TEAT @OLIFIXCHS ARE SUSTEATNRD. b ii]

KUALUATED FOR_X'T8 EFPECTIVENESS, THR
£oC 18 DERGRATED INTO TR Fy 4
ASJURMNCE SYHYEH OF THE FACKLITY:

O 2 weckly bagls for one moadh, then dures dmes
weekly for oae momth and then querterly therexfrer
the Maiatenance Supervisar will nepoer all oxygeo
cylinderx vo roake sure chey bave been placed under
the commeet fignago snd he will document o a Jog, I
svy oxygen wnks ace found to be noncomphiane the
Maintenance Superviror will remove st that ime and

K

=

The Adminisaror will present the Maintensoce
Supervizor's log vo che QA commitreaon a quartetly
breis. I no Lauer afcer the fourth quarter it will be
monitored oo an anoual barls,

The QA committes will be responaible bo epsure
campliance iz achicved and suatsined.

|
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