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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
345215 B. WING 11/15/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

250 LOVERS LANE

RIVER TRACE NURSING AND REHABILITATION CENTER WASHINGTON, NG 27889

X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | {INITIAL COMMENTS F 000

There were no deficiencies cited as a result of
the recertification survey ending 11/15/13. The
facility is in substantial compliance.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIFLE {X8) DATE

Any deficiency siatement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficien! 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, i deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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o4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY 'OR LSC IDENTIFYING INFORMATION) TAG SHOBS-REFERENCED YO THE APRRORRIATE DATE
. PRFICRNCY)
_ ) River Trace acknowledges recoipt of the
K 00D} INITIAL COMMENTS KOBO|  Stwseraont of Deficiencies and propess
this Plan of Correction to the extent that
This Life Safely Code(LSC) survey was the surimary of findings is factually
conducted as per-The Code of Federal Registar cerrect and in order to maintoin
at 42CFR 483,70(a); using the 2000 Existing camplisnce with applicable rules and
Health Care section of the 1.SC and its referenced provision of quality care ofthe
publications. This building Is Type 111 (111) residents. The Plan of Correction iy
construction, gne story, with a complete submitted a1 4 written allegation of
automagln sprinkler systen. compliance, -
The déﬁciencles determined during the survey River Tl:aoe's response to this Statement
are as follows: of Deficlencles and Plan of Correction ,
K 018} NFPA 101 LIFE SAFETY CODE STANDARD K018| deesnotdenote agresment with the
$8=D . Statement of Deficiencies nor does it
Doors protecting corridor openings In other than comstituto an admlssion thatany
required enclosures of vartical openings, exits, or defioloncy is scourate, Purther, River
hazardous areas are substantiai doors, such as Trass resorves the right to submit
those constructed of 1% inch solid-bonded core documentation to refute any of the
wood, or capable of resisting fire for at least.20 staind deficiencles on this Statement of -
minutes. Doors In sprinklered buifdings are only Deficlencies through informal digpute
required {o resist the passage of smoke. There is resolution, formal appeal procedure
no Impediment to the closing of the doors. Doors aandfor sy other adeministutive or legat
are provided with a means suitable for keeping powteading.
the door closed. Dytch doors meeting 1 8.36.38 ) P
are permitted.  19.3.6.3 ' Doera to rooms 226,310,313, 401,409 & 503 / i % 3
) were repalred alfowing the doors to fatch when :
lﬁﬂﬂl?ﬁlﬁf&m f:cmi:;ted by QMS reguiaﬂon§ closad correcting the impediment of closure to :
e doors. All Facliity doors ware chacked to
&hgure correct closure was orcurring when doors
wire latched. Corractions to door identifled
and door checks were complated on 12-16-2013
by the Malntenance, Malntenance will routinely
mahitor and check doors throughout the facllity
for proper closure during routing rounds. Issues
5 wifl la corrected a5 idantified and discussed at
. r -
This STANDARD s not met as evidenced by: ' routing Monthiy Safaty Meetings.
A. Based on observation on 12/04/2013 the v,
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVES SIGNATURE JRE ‘ TS
L SN | A v f}Jiqua
&ny dalickenay statemant anding with an dsterisk {*} denoles a deficlency which the insliiuiton may ba axcused from correcting providing R Is determined that

sther safaguards provide sutficlent

oliowing the date of survey whethar or not a plan of comaction is provided. For nuslag homes,

protection to the patlents. (Sea istructions.) Except fer nursing homes, the findings stated above are disclosable 50 days

the above findings and plans of comection are disclosable 14

tays following the duto these documants are mada avallable to the facllity. If deficlancles are cited, an approved plan of comection is requisite to confinued ﬁ

rogram pariicipation.
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SYATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERACLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
) 345215 ] B.WING__ — ~ - - 12/04/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
) . 250 LOVERS LANE
RIVER TRA?E NURS{IHG AND REI*!AB!LtTATION CEF&TER WASHINGTON, NG 2?359 |
X4 10 SUMMARY STATEMENT OF DERICIENCIES - p PROVIDER'S PLAN OF GORREGTION 05)
PREFIX {EAGH DEFICIENGY MUST BE PRECECED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION) TAG .CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 018} Continued From page 1 K018

following doors falled to iatch when closed,
doods to rooms 226,310,313,401, 400 and §03.

- 42 CFR 483.70 (a) . . . o
K 020 NFPA 101 LIFE SAFETY CODE STANDARD * | K028 Higlscerant pacts neaded for repaimto snalid ¢ %/
88=D . o . dsors 10 chee ware ondered oo 12-37-19 for &y X
One hour fire rated construction (with % hour © 71 rapairs o the [aundry door, the solled linen raewm !
ﬂreu-rate_dht?oors) ?r ani approx;gd automtﬁtg Er1e | dsor near 108, the Mechanical roam door nesr -
extinguishing system In accordance with 8.4. .
andfor 19.3.5.4 protects hazardous areas. When :::$ ;:; a;: :rh :Emganim:g:::::‘fﬂ
the approved automalic fire extingulshing system ‘ pa cormp
other.spacesby;smoke resisting partitions and and latch, Doors to othar areas requiting self ‘
doors. Dooys are self-closing and non-ratad or  thosure were inspected on 12-16-13 withany |
fisld-applied protective plates that do not exceed sancarns corrected by Maintenance, ‘
1

. Malntenance will rautinely monitor and check
#ogrs throughout the facliity for proper closure -

| g eoutine rounds. lssueswill be eorrectad |

Spsthomitind asd Scpmed ot mpuking Motk

4B Inches from the bottom of the door are.
pernitted.  16,3.2.1 . i

' ...‘.vi i o m gty ’l ¥ :
This STANDARD iz not met as evidenced by: :
A. Based onobservation the doors to the the T o i
laundry falled to clese and lateh, when the dryers - ' 1
were running.” )
B.The'door 1o the solled-inen reom near - -l 00 e e R St
roomi08 falled toclose and latch. =~ . . - »
: ; C. The door to the Mech. room near room 111 - | -..
.- (cortalns fuel firel equip.) falled 1o close and . - .
tatch. ‘ A - .-
D. The door to the storeage roomnear room 227 - 4
falled to close and latch, . ]
42 CFR 483.70 (a). . . ) ‘ '
K 038| NFPA 101 LIFE SAFETY CODE STANDARD K O&#]  hasmewichng of Paciing S6aff 1 includa the gl
88=D : : -artiBer nterviewad on 12-4-2018 during the
. Exit access s arranged so that exits are readlly LHe Safety Inspection began on 12-10-13
| accsssible at all times In agcordance with section reiatas to the Funntion and lacatien of th
71 1921 maseir dodr refase switeh haonaed at sugh
. | Nuisa's Stwriors, Siaff ware tihen on 410w W
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STATEMENY OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICUA {X2) MULTIPLE cons*rﬁucnou {X3) DATE SURVEY
AND PLAN OF CORRECTION * IDENTIFICATION NUMBER: A BUILOING 01 » MAIN BUILDING D1 COMPLETED
_ : 345215 B. WING — | 1200412013
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE o
. _ ) : 250 LOVERS LANE
- RIVER TRACE NURSING AND REI:IAEIL!TA’I’ION VC.ENTE-R : WASHINGTON, NC 27869 o |
D | Y aUST BE PRECEDED BY FUlLL o ko UG AGYON WD | coufiaon
n PR 4 { REL YIS 3 ] :
P?-ng éseuwronv OR L0 IDENTIFYING INFORMATION) - TAS B ""«“‘" 10 mngﬁ + DATE
| shwsid the lozation of tha master suisch atile |
K 038 Continued From page 2 K 038 4ima of the training by the Malntenance Disscter /] L,/ {4
a4 8 part of the Inservice training. The MaRtwaancs .
Bivaztor wili monitor staff during routine trkts :
and future routine inservicing to ensure continved '
This STANDARD s not mt as evidorced by understanding of the mastar switch focation.
A, Based on observation on 12/04/2013 the staff o of ta ubder
interviewed did not know about the masler door ;":i;:r:;:ﬁzg Q?LTGV'E : 'a;e:
releage switch located at the nurses station. _ IS VENe
B. There was no componant map or wiring Siprienance Srector who vl sho meiy ¢
disgram of the loéking system under glass near : SRR W aNap KA R plicd shring -1 .
| the FACP. ~ " § s Sy Sosndfe §)
K 081 | NFPA 101 LIFE:SAFETY CODE STANDARD Mpm NS SUNPRUL / ;
{061 NFPA 10 'ES e B o oo v v e i B i 1914
A firé alamm system with approved componeits, it the superesiyn of the atntanason O ' :
devices or equipment s installed according to Yo panel will provide an audible snd visual sigist
NFPA 72, Natisnal Fire Alarm Code, fo provide - during Interruption of AC / Battery power. The | |
sffective waming, of fire In any part of the bullding. | . ~ { Msintanance Director will continue to monitor the
Activation of the 'comp_!ete fire alarm gystem is by i signal during testing and usage to ensure the Qwi
manual fire alarm Inltiation, automatic detectionor| > & functianing during Interruption of AC power. ARy
extinguishing system operation.- Pull'stations in . s 1aAtRs] Wik b adivassig o kit
patient sleeping areas may be omitted provided 3 e ipstvation and Xt darina &4 il-'m"
- that matwal pull stations are within 200 feetaf : : ok doping HanTRr IR
nurse's stations. Pull stations are located in the g S §
path of egress. Eleotronic or written records of : L
tests are avaliable, A reliable second source of ]
power is provided, Fire alarm systems are -
maintained in acgordance with NFPA 72 and Wk
1= -\~ | tacOrds offalnténance ard kept readily avallable.| = -
-1 Thera Is remote anhunclation of the fire alarm |
system to an approved central station, 19.3.4,
0.8 .
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STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION ’ {X3) DATEBUAVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
345215 8. WING : —— 12/04/2043,
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE - -
. . 250 LOVERS LANE
._ RIVER TRACE QUES|NG AI"QD REHABILITATION CENTER 7. WASHINGTON, NC 27889 B
{%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o - PROVIDER'S PLAN OF CORRECTION £5)
PREFIX | = (EAGK DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION | .
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE |
g - DEFICIENCY) :
K 051 Continued From page 3 K081
This STANDARD is-not mat as evidenced by:
A. Based on observaticn on 12/04/2013 the fire
alarm panel had no audibale signal on.lose of AC-
power., No signal audibla nor visual on lose of
battery power. -
42 CFR 483,70 (a)
- FORM CHIS 2507(02.99) Provh%\lf_eﬂhns Obsokts T Event :4DZOR1 oy I 20, " f cortinualion'shest Fago 4674

g sded 0965-546-252 ®ud L3CcA3IsHT dH Wditiv €102 681 220




PRINTED: 12/08/2013

§5=D

on 12-4-2013 from empty cylinders in the 62

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0836-0391
STATEMENT OF DEFICIENGIES (<1} PROVIDER/SUPPLIERIGLIA (X2) MULTIPLE GONSTRUCTION 1y~ ) {X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION HUMBER; A BUILDING 02 - MAIN ﬂu,m,m;]gz; 19 2013 COMPLETED
345215 B WING L | 121042013 _
NAME.OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CQDE
. 250 LOVERS LANE
BWER TRACE NURSING AND REHABILITATION CENT-ER | WASHTNGTON, NG 27889 ' ‘
%4) 10 SUMMARY STATEMENT OF DEFICIENCIES 1] - PROVIDER'S PLAN OF CORRECTION %
REFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH CORRECTIVE ACTION SHOULD BE ¢o N
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG mmﬁ%ﬁmﬁmﬁmﬁ DaTE
DEFIOIEN 4
K 076 | NEPA 101 LIFE SAFETY CODE STANDARD K 0761 full Mesdial Gas / Orygen eylinders weee sepsrdted *% 4/
|2

Medical gas storage and administration areas are
protected in accordance with NFPA 98,
Standards for Health-Care Facilitles. -

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

(§2)] L&aﬂons for supply systems of greater than
13,000 cu.ft. are vented to the oulskle. NFPAS9
43.1.1.2, 18.3.24 -

This STANDARD s not et as evidenced by:
A: Based on observation on 12/04/2013 there
wers full andempty 02 cylinders mixed in the 02
stordge roon. s ’

storage room by the Malntenance Director.
misarvizing of Facllity Nurses began on 12-16-13
raiated to proper storaga of Oxygen cylinders by
the Stff Factiltator,

Mahtenance posted signs cesignating the assigned
sck for “Full” and *Empty” Cylinders on 12-16-13
andd wilfcontirue Yo monitor routine placement of
eylinders during safety rounds and will report to the |
Sttty Safety Commirtee observations and :
[oaanens if noted.

mabé&roawpmn FUSUBPLIER REPRESENTATIVE'S SIGNATURE
; Nl o

{%8) DATE

12/19 /13

Any defidlancy statement ending with an asterisk (*) denctes a daficiency whih the st may be axcused from comecing providing It ia datorniined that -
other safoguards provide sufficlent protettion lo the patisnts. {See instructions.) Excapt for nursing homes, the findings slated above are dlatlosable 90 days
faliowing the dale of survey whatber or not a plan of corvestion Is provided. For nureing homes, the above findings and pians of corraction are disclossble 14
days following the dete these documenta are made avallable to the facitity, i deflolencies are clled, an dpproved plan of correciion Is requistia 1 continued

pregrar parliolpation.
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