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l The facility is in compliance with the
| requirements of 42 CFR Parl 483, Subpart B for
: Long Term Care Facilities {General Health
Survey).
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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 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 deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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DEPAHTME[%JT— OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0381,
STATEMENT OF DEFICIENCIES (1) PROVIQER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION {x3) DATE SURVEY :
\ND PLAN OF CORRECTION IDENT:IFIG{'\TION NUMBER: A BUILDING 01 - MAW BUILDING 81 COMPLETED
345167 S D S 10/24/2013 _
TAWE OF PROVIDER OR SUPPLIER ' TREET ADDRESS, CITY, STATE: ZIP CODE -
| = 03 W SAIN STBOX 878 :
£xd) 1 SUMMARY STATEMENT OF OEFICIENCIES o} PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EAGH DEFICIENCY WAUST §E PREGEDED BY FULL | PREFIX £AGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAS REGULATORY OR LC |DENTIFYING INPORMATION] R 7Y CROSS-REFERENCED O THE APPROPRIATE | DATE
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| surveyor; 27871 i ] 1
This Life Safely Code(LSC) survey was ; ;
copducled as per The Code of Federal Register ] :
at42 CFR 483.70(a): using e 2000 Exisiing : i
Health Care section of the LSC and its referenced . N
pu;blicatlons. This building is:Type i i ;
cognstruction, one story, withi complete
automatic sprinkier system. -
The deficiencies Jetermined during the survey ‘
| are as follows: o " X012 :
K 01 2 i NFPA 101 L‘FE SAFETY CODE STANDARD K 0 e No residents y;gm speciﬁcaﬂy ldcnﬁﬁt‘.d a5
s8=D] |’ o praving been offected by s alleged deficient prastict.
BUilding construction type and height meets one
gy For residents having fie potentcl to be affected by (his .
of the foilowing. 19.1 8.2, 19163 19.4.6.4, et practice, the facility bas sompletcd e .
19.3.5.1 S followlng repair related 10! ‘
Openlng in the Bre perrier woll in reors i
- l (712 und 713) bas been ropaired by covering with
o i approved sheetrock and sraled with fire caulk
Tihis STANDARD is not met s evidenced by: g fhe Maietepgace Supervisor has inspected 1
i Surveyor: 27871 o l‘ poooll the ﬁl}—le ruted wolls and ccli:hmgs In the facility to |
Based on observations and sitaff interview at | sy there are TO unsegled peneundon. ARV
H : , i penetral dentified i i i J .
approximately 8:30 arm onwaid, the following 4 ‘5 i cnified by the Mpection Wl B g
items were noncompliant, specific findings 1 i P
ihciude: the fire barrisf wall going into 700(bY . ! To tnsurs compliance, the Maintenance |
r;coms('ﬁz &713) nall has an opeﬂlng that Is not i : Supewlsqr shalt inspect olt fiv rated walls and ceitings |
i ] LA : ‘ monthly tor thyec months snd quarterly thertafter. 1
sealed 10 maintain the constiuction type. ! § |
'] - i : }
142 CFR 483.70(a) P . i .
K 018 NFPA 101 LIFE SAFETY CODE STANDARD ' 018; ' |
g5=E1] ) o ) i | !
. Doors protscting corridor opienings N other than i : ]
"}required anclosures of vertical openings, exits, of : ;
hazardous areas are substantial doors, such as i .
Hthose constructed of 1%.inch solfid-bonded core _ i
‘!iwood, or capable of resisting fire for at least 20 '
3! P X \ . :
LASGRATOR\E CIRECTOR'S OR PROVIDER/SURPLIER REPRESENTATIVES SIGNATURE TITLE: PR BRTE
§ b3 - i g /-8-1%
Any abftlency siatamant endind with an asle'[isi( (*y denotes @ Geficiency which the ehtutlon may e excused from cofrecting proviging ILis delermined that e
other salsguards provide syfficient prolectiqp;lgithe paliants. (See Instiuctions.y Exqept for nursing homes, the findings staed above 2re disclosable §0 days
following {he date of survey whether of 1ot 8 plan of corracilon is provided. For nursing hames, the above findings and plans of correction aré disclosable 18
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FoR MEDICARE & MEDICAID SERVICES oOMB NO. 0938-0391
i:’iA‘rEMEN'OI' ogigsmm;nmss {%1) ;PR?;‘%!DFCR?UPMEMC”A (X2) MULTIPLE CONSTRUCTION (xe) DATE sgf\?ev
D PLAN OF CORRECTION DENTIFICATION NUMBER: COMPLETED .
ORREC P NUMBER A, BUILDING 01 - MAIN BUILDING 01 © :
L : | 345167 B.WING 4 : 10/24/2013 :
NAME OF PROVIDER OR SUPPLIER s STREET ADDRESS, CITY, STATE, ZIF GOOE : '
903 W MAIN ST BOX 879
YADKIN NJ!F]SENG CARE GENTER i VADKINVILLE, NC 27085 s
P — e s e
o | SUVIMARY STATEMENT OF DEFIGIENCIES iD PROVIDER'S PLAN OF CORRECTION x8)
SReex | | (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECYIVE ACTION SHOULD BE COMPLETION
TAG ! REQULATORY OR LSC IDENTIEYING INFORMATION} TAG CROSSREFERENCED-TO THE APPROPRIATE DATE
| B DEFICIENCY) i
K018 O:ontinued From page-1 . * . KOsy . )
minutes. Doors in sprinklered buildings are only kots No residents era spesificolly identified &5 3
required to resist {he passage of smoke, Thereis baving been sffected by this alledged defickent |
no impediment to the closingof the doors. Doors practice. i 1
are provided with a means suftable for keeping . v beta removed. |
Ihe door closed. Dutch doors mieeting 19.3.6:3.6 i Mairoomnes ‘;f;‘ﬁ‘;’;if.ih;gi,zﬁoﬁm Teekly .
a!Te permiﬂed. 19.3.86.3 " | {pspections fo ensure it wedges are not uzed in the 113013
i s facility. : .
ﬁolle; latches aref prﬂhlb]teg--!ay CMS reguiations To cusre compllance, the Mulnjeasose
’E‘ all health care acilities. o Supcrvisor shall inspect il sclf olosing and Tatching
! s doors monthly for thrce months and  quaredy
B \heresfier 1o onsuzé they: a1 closing property and not
: ' wedged insppropristely. *
i
This STANDARD Is notmetas evidenced by
Surveyor. 27871 o
Rased on observations and-staff interview at
approximately 8:30 am onward, the following
tems wers noncorpliant, specific findings
nelude: medical records door being held open
Ewith rubber wedge(5090 Hally. ']
2 CFR 483.70(2) | [
K 0281 NFPA 101 LIFE SAFETY CcObE STANDARD K029 l
55=E || . i i
One hour fire rated construgtion (with % hour : :i
fire-rated doors) or an approved automatic fire ! :
extinguishing system in accordance with 8.4.1 :
liand/or 19.3.,5.4 protects hagardous areas. When ; it
e approved automatic ﬁregexﬁnguishing system :
{optlon Is used, the areas are separated from |
other spaces by smoke-fesisting pariitions and i
doors. Doors are self-closing and non-rated or |
field-applied protective plates that do not exceed ! i
; L i ! H
: T g - |
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CENTERS ECR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (R SH PROVIDER/SUPPLIER/CUIA (%2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY: |
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 4. BUILOMNE 01 - MAIN BUILDING 0f COMPLETED |
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| i 1345187 B. WING _ 10/24/2013
NAME OF PRO\;‘IDER DR SUPPLIER L STREET ADDRESS, CITY. STATE, 2P CODE .

| 403 W MAINSTBOX 879 - o

YADKIN NU?SENG CARE CENTER E YADKINVILLE, NG 2705? _
) 10 T SUMMARY STATEMENT OF DEFICIENCIES ‘ ) PROVIDER'S PLAN OF CORRECTION . (X812
PREFIX | |EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE AGTION $HOULD BE COMPLETION

106 | REGULATORY SR LSG IDENTIFYING INFORMATION) [ Ta6 | | CROSS-REFERENGED.TO THE APPROPRIATE UATE
5 Rt i | DEFICIENCY) ’
K 029 Cén_tinuad Frompage 2 ... i Kogs ¢
4 F i 029 '
48; tn?'hes from the bottom .Of t—.he door are ! Wo residents weére specifically {dentificd ns
P%i’mlued- 19.3.2.1 : ! haying been affected by thi!gaﬂﬁged deficient proctice.

% ; Tne door leadiog w0 the soiled linen room has bn.en

; adjusted co olose and lotoly propedly. The Mauinienanse | 1130113

: e Supervisor will do weekly- chocks of all gcifclosing .

[ i L dorts in the fecllity. Complionce will bo wonitor:d

Thls STANDARD is not met as evidenced by: weekly for e wecks: then on s monthly basis
Surveyor. 27874 " theresfier,

Based on observations and:staff Interview at

approximately g:30 am onward, the foliowing K062 .

1t:ems were nancompliant, s'p_e;clﬁc findings . o residonts were speviically igentified 25 |
include: soiled linen door going into jaundry not poving  been affeoted by thip atledged deficiont
1a%.tching. o j practise.

! s i ) Sprinder heads in he

42 CFR 483.70(a) i . |  Kitchen area are scheduled
K 082| NFPA 101 LIFE SAFETY CODE STANDARD K 982! : to e repleccd by contraeIof
- i R i Advanceed Eire Datigns the :
§S=E| : et - ek of November 18, 3 1130713
Required autornalic sprinkler, systems are \ ! 2013, ! ;
é;onttnuously matntained Ihgrisghable operating : % )] - Sprinkler head noted in the i :
gonditlon and are inspected and tested ! P ,mta:;ul ‘:ﬁ on 64 hall
I 4 X H COVET! paint 18
perlodlcally. 19.7.6, 4.6.‘!12:‘ NFPA 13, NFPA 2 o heguled to be replaced by |
g5, 8.7.5 : \ i _contractor Advaneed  Fite
: i Designs  the week  of °
; o \ _ November 18,2013
i e i l 3} * Sprinkler ncads noted © 1
. L ] i h it buildup will |
This STANDARD s not'melas gvidenced bY: | 1 ‘ b:\'e:[i::dl.mlmiim::cml !
1 Surveyor. 27871 o : i ! Superisor will implement '
Based on observations and staff Interview al : inspeotion of ull spandder §
‘approximately 8:30 am onward, the following % . f“::ﬁm“’ &*’Slﬁs""‘l’““d ona
- ftems were noncompiiant, :specific findings : ) LA :
. include: t . : To ensure compliance, the Maintendnge |
i1, sprinkler heads In kitchen aré corroded. % : Supervitor ghall inspeot o1l spenkler heods |
‘;EZ. sprinkler head by treatment room on g00 hall m\;:{u.fo: gompliance atd quastedy
iihas paint on pendent.. - . i : ' :
\!3. sprinkler heads througlr) out facliity have ; i :
iﬁemess tent build up on pendent. ! :
. ) . : i
| 42 CFR 483.70(2) : ] -;
: ' z
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! r $03 W MAIN STBOX 870
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oF DER'S PLANOF GORREGTION (x4
SUMMARY STATEMENY OF DEFICIENCIES ja) PROVI
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