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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | A. BUILDING: COMPLETED
345066 B. WING , 08/07/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ALSTON BROOK 4748 OLD SALISBURY ROAD
LEXINGTON, NC 27292
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D ~ PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE |COMPLETION
TAG REGULATORY OR LSC IDENTIFYING TAG CROSS-REFERENCED TO THE DATE
INFORMATION) APPROPRIATE DEFICIENCY)
F 000 INITIAL COMMENTS F 000
The facility is in compliance with the
requirements of 42 CFR Part 483,
Subpart B for Long Term Care Facilities.
(General Health Survey).
ABORATORY 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 suffictent 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. Fornursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. 1f deficiencies are cited, an approved plan of correction is requisite to continued

program participation. _
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DEPARTMENT OF HEALTH AND HUMAN SERVICES e ¢ FORM APPROVED
_CENTERS FOR MEQICARE & MEDICAIR SERYIGES [l S L : S OMB NQ, 0638-0381
STATEMENT OF DEFICIENCIES (<) PROVIDER/SUPPLIER/CLIA. . |.p(2) MULTIPLE CONSTRUCTION D i) bATE SURVEY
AND PLAN OF CORRECTIOR IDENTIFICATION NUMBER: A BUILDING 02 - NTAIN BUILDING 02 T COMPLETED
. 343088 3. WING 08/28/2013
NAME OF PROVIDER OR BUPPLIER STREET ADDREGS, OITY, BTATE, ZIP GODE ,
4748 OLD HALIBEURY ROAD :
ALSTON BROOK E
LEXINGYON, NC 27292
{(X4) D BUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION by
‘PREFIX (PACH DEFICIENGY MUST BE PRECEDED #Y FULL : FREFIX {EACH GORRECTVE ACTION S8HOULD BE COMPLETION
"G REGULATORY OR LG [DENTIFYING INFORMAYION) TAG CROEE-REFERENCED TO ;:‘E»mopme paTé
DEFICIEN

it

ALBION RROOK/S ResPONIE TO YART

K 000 | INITIAL COMMENTS K oD0 HEPCRT OF OURVEY DOBS HOD DEROT
- NGFIDZINE WA THE _OTNTIMANT O

DRFXCLENCYRRY ROR jajeink] X

ST T

This Life Safely Code (LSC) survey was CORBTYTUTY AN ADMISBION ZHRT AN
conducted as per The Coda of Fedaral Raglster STATED DERICIZNCY IS ACCURATE. ¥
at 42 CFR 483,70(a); using tha 2000 Exlating aBy FILING THE YOO BECAUSE IT X
Haalth Care gection of the L8C end its referenced BEQUIRED BY YAH.

publications. This facllity 1s Type Il (211)

protectad construction utilizing North Carolina K 027 WANY CORFECKIVE ACTION
Spacial locking arrangements, and ig aquippad (5) WXLl P¥ XCCOMPLISHED BX THE
with & complete automatic sprinkler system, LIC# FACTLITE X0 CORRECT TRE

DRFICIENT PRACTICE:

NH0084 and the licensed capacity is 100,
The fire doox found during our Lify

CFR# 42 CFR 483.70 (3) gxtety Inspection had sagged over

K 027 | NFPA 101 LIFE SAFETY CODE STANDARD KD2¥| time and was dragging the floox,

§5=D tharsfore not properly closing. .
Door openings in smoke barriers have at least & The fire door was properly adjusted
20-minute fire protaction raling or are af isast il tviaiisan and tested on huguot
1%.inch thick solid bonded wood core. Non-rated ! '
protective platae that do not axceed 48 inches HON HILL ¥OU YDENTIFY OTHER

LIrs BANETY ISGURS HAVING THS
FOTENTIAL TO ANFECT REALDENTA
BY °H GIARE S

from the bottom of the door ere permittad.

Horzantal gliding. doore comply with 7.2.1.14
SwngTgdos e anagade e
swings in &n opposite.direclion. Doors are BE_TAKBH:

goll-cloalng and rabbels, bevels or astragals nre

requirad at the meeting edgea. Positive latohing gur Maintenance Supazvisor and

& not required. 18.3.7.5, 18.3.7.6, 18.3.7.8 nis designee checked all
remaining filra doors on August

30, 2013, for propar closuxe.
Mo othax doors were found to D8
malfunctioning.

WRAT MEASURES WILL. BE FUT INTO
PIROE OR WHAT SXSWEMIC CHANGEKSE
WILL YOU MAKR TO BHEURE THRT

THRE DEEYCIENT WRACTXICE NOES NOE

RRCUR

Our Maintenance Supervisor Or
dasignaa will chéck all fire
door for proper alosurs and

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATH

Any deflciency sixtamant snding with an asferisk (*) denctes a deflolency which ihe Instibulon mey be sxcuead from comacting providing it Is detennined that
oihar asteguards provide sufficisnt protoctian to the patiars. {See nstructions.) Except for nursing hamas, the findings etatad sbove ane dischovable 90 days
followdng tha date of survey whather os not a plan of corraction is provided. For hursing hamas, the abov fladings and plans of correction Rre disclowable 14
daya following the date theas documente s made avallable to e faclity. If deficlencles are ofed, an upproved plan of correcton i raquisite to confinuad

progrem partiolpation, ﬁﬁ—ﬂ}
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENGIES (X%} PROVIDER/BUPPLIER/GLIA MULTIPLE CONSTRUGTIO 3) BATE BURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER; i’fﬁwmm 0a- ,:Am BUILDP:NG 02 3 )COHFLETED
345006 B. WING 08/208/2013
NAME OF PROVIiDER OR GUPPLIER BYREET ADDRESH, CITY, 8TATE, ZIP CODE
ALSTON BROOK 4748 OLD SALISBURY ROAD
LEXINGTON, NC 27202
. (XA} 1D BUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PAEFIX {EACH cnanscwgacnon BHOULD PE GOW(?':!HON
TAG REGULATORY OR L8C iDENTIFYING JMFORMATION) TAB CROZ8-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
. re~odjuit any doox 1f needed
K 027 | Continued From page 1 K p27| waekiy for one month (4 timesl,

This STANDARD is not met as evidenced by:
Based on the observations and sfaff interviaws
on 828/2013 the following Life Safety jtem was
observed as noncompliant, spacific findings
include: The cross corridors nesr the maln dining
room and the 200 hall did not close with
activation of the fire alarm systemn ag the left door

then on & monthly banis during
the regular monthly Fire Rlerm
drills. The Maintenance
Supervisox wi)l keep these
records on the Eire Alarm test
log in hin officae.

HOW %HE CORRECYIVE ACTION (6)
WILD BE MONITORED TO XNOURE YHE
DRFICIRGT PRACTICK WILL NOT

( a8 locking from tha dining room) was dragging RECUR, X.XK., WHAT =Y
on the bottor and not letting the door closa. ASSURANCE PROORKM WILL DE ¥UT
INFO PLACE:

A3 part of our monthly Fize
prill progzam, our Malntenance
Bupsxvisor, or his desighes,
will inspact, repair as neaded,
and decumeat any Findings
concerning the fize doors at
our Fagility on our Fire Rlaxm
tast log, The Adamlnistrator
will present the log to oux
Quali {QR

CFR#. 42 CFR 4B3.70 (a)

wooks, thereafter, for aach
month for threa (3) months.
no turther isauvea are
identified, it will be
determined by the QA Compittee
that the deficient practice ls
resolvad with the new measures
that were put into place, The
G Committee is responsible to
ensuxe compliance is achieved
and gustained.

If

IHCLYDD DA'TES WHEN CORRECTIVE
ACTION(8) WILl, BE CONPLETSD:

The doox was adjusted by
maintenanca and retested on Rugush
30, 2013. No problems were noted
at this time with any of oux fire
doors.
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