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DEFICIENCY)
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328| Preparation and/or exccution of this Plan
s5=0 | NEEDS of Correction does not constitute
admission or agreement by the provider of
The facility must ensure that residents receive the truth of the facts alleged or conclusions
proper trealment and care for the following set forth on the Statement of Deficiencies.
| special services: This Plan of Correction is prepared and/or
! Injections; executed solely because required by the
Parenteral and enteral fluids; provisions of Health and Safety Code
Colostomy, ureterostomy, or ileostomy care; Section 0 and 42 CER.
Tracheostomy care; 40 5_190—@
Tracheal suctioning;
Respiratory care;
Foot care; and
Prostheses. IF-328
Heow  corrective action will be 2/18/14
This REQUIREMENT is not met as evidenced accomplished for those affected.
L by: i :
Based on record review, staff interview and Resident #162°'s PICC line cap was 1
observation the facility failed to place a cap on the repiaced immediate[y by the nurse on
end of a peripherally inserted cenirat catheter 128/14.
{PICC) for 1 of 1 residents (Resident # 162)
fooked at with PICC lines. How corrective action will be
i accomplished for those residents having
Findings included: potential to be affected.
The record review indicated Resident #162 was . . .
admitted on 1/10/14 for an extended antibiotic Cul:rent residents wnth_ PICC l}ncs were
treatment course. Resident #162 arrived to the revae.wed by. the Assistant . Dn‘ectm.‘ of
facility with a PICC intact. Nursing finding no other residents with a
PICC line that was missing the cap.
On 1/27H14 at 10:00 AM, Nurse #1 was observed
disconnecting the residents intravenous (1IV) What measures will be put in
antibiotic, flushing the PICC line, clamping the place/systemic changes made to ensure
PICC line, and then leaving the end of the PICC correction.
line open with no cap. There was no cap noted in
the residents room. The Director of Nursing Services re-
educated the current licensed staff on the
An interview with Nurse #1 was conducted on proper protocol for maintaining a PICC
1/27/14 at 2:30 PM. Nurse #1 stated when an iV Line.
(X6} DATE

2[4/t

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 decuments are made available to the facllity. If deficlencies are cited, an approved plan of correction Is requisite to continued

pregram participation.
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F 328 i Confinued From page 1 F 328
antibiofic was completed she was to flush the line
with 10 milliliters of normal saline and clamp off
the line. Nurse #1 slated that was all that needed
to be done with Resident #162 * s PICC line.
F-328 Continued:
An interview with the Director of Nursing (DON)
on 1/28/14 at 2:40 PM was conducte‘d. The DON How the facility plans to monitor its
was shown Resident #1,62 's PICCline unlcapped performance to make sure that solutions
and stated her expectation was the PICC line are ensured. The Director of
would be capped. Nursing and the Nurse Management Team
will review current residents with a PICC
line to ensure caps are in place. The
Director of Nursing or Assistant Director
of Nursing will complete daily visual
audits x 2 weeks then weekly visual audits
x 4 weeks to ensure caps are in place on
the PICC Line. These audit reports will be
brought to the Quality assurance
committee meeting x 2 months at which
time the Committee will determine if
continued monitoring is recommended.
End of POC
i
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Preparation andfor execution of this
K 000 | INITIAL COMMENTS K000 Plan of Correction does not constitute
. admission or agreement by the
This Life Safely Code{LSC) survey was provider of the truth of the facts
conducted as per The Cf)de of Federal Register alleged or conclusions set forth on the
al 42 CFR 483.70(a), using the 2000 Existing Statement of Deficiencles, This Plan of
Heaith Care seqiion of the LSC and Hs referenced Correction is prepared and/or exscuted
publications. This bullding is type W H11) solely because required by the
construction , one story with a complote provisions of Health and Safety Code
automatic sprinkler system. Section and 42 CFER
) 408, 1907( @)
The Deficiencles determined durlng the survey
area as follows: K 018
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 1) How Correstive action will be 2/28/14
S8=F ‘ i
Doors protecting corridor openings in other than ;zii“:)‘;sf':f?mfg& those found to
required enclosures of vertical openings, exits, or The B-4 and B-8 i.u‘e scheduled 1o be
hazardous areas are substantial doors, such as renlaced on 227145 the Tnondry door
those constructed of 1% inch sofid-bonded core e ate. was replaced B iately
wood, of capable of resisting fire for at least 20 ! ? 1 P b
minutes. Doors In sprinklered buildings are only ’
required to resist the passage of smoke. There is N
no Impediment to the closing of the doors. Doors ?ecg?;‘hsﬁihmrl‘f a‘x;:l[:;: ‘Tllsltl\'hl:;
are provided with a means suitable for keeping fential to be affected by the same
the door closed, Dutch doors meefing 19.3.6.3.6 :Wnc“c‘e k
are permitted.  19.3.6.3 The maintenance dircctor or assistant
‘ have conducted visurl inspestions of
Roller fatches are prqh_iblteci by CMS regulations the other doors and strike p?ates within
in all health care faciilties. the facility and dide’t find any other
doors or strike plates needing repair.
3) What measures will be put Into
place or systemic changes made to
ensure that {he doficient practice will
not oceuts
: The Maintenance divector will add this
1o the preventive maintenance progratt
This STANDARD is not met as evidenced by: to ensure continued compliance,
Based on observation on Wednesday 2/12/14 at
MBOMTOWWRW UPPLIER REBRESENTATIVE'S SIGNATURE 7 TILE e
/ , s,
i i riclettos. Nl

oliver safeguards provide sufi

Any dofitlengystalement and?fz"(vilﬁ an asferisk (*) dBnotes & deticlensy whic

prograim paricipation.

'nt protecfion 1o the palients. {See Instructions.
following the date of survay witelher or not & plan of corroction is provided, For nursing
days following the date those documents are made avaliable to the facility. if deficioncla
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K 018} Continued From page 1 K018 1€.018 Confinued
approximately 9:00 AM Ionward the foliowing 4) How the facHlity plans o manitor
deficiencles were noieq. , its performance to make sure that !
1) Reslident room corridor door B-4 did not close solutlons ave sustaied i
Jaht. frame at the : ootar W {
tsg;});)ke tight. (gap between door and The Maintenance Director will present
i {he monthly reports (% 3 months) to the
2) Resident room corridor door B-8 1 d Quelity Asswance Committee (o
defamgnailﬂg and not maintained in goo determine if continued moniloring s
condition. . necessary.
2) B-Hall Clean Linen corridor door Is missing the
strike plate and does not close smoke tight.
42 CFR 482.41(a) " K -025 2/28/14
K 025 { NFPA 101 LIFE SAFETY CODE STANDARD K 025 1) How Corrective action wili be
88=F © necomplished for those found to

Smoke barriers are constructed o provide at
laast & one half hour fire resistance railng in
accordance wilh 8.3. Smoke barriers may
tarminate at an atrlum wall. Windows are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimum of wo
separate compariments are provided on each
fioor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventllating, and air conditioning systems.
16.3.7.3, 18.3.7.6,18.1.6.3, 19.1.6.4

This STANDARD Is not met as evidenced by,
Based oh observation on Wednesday 2/12/14 al
approximately 9:00 AM onward the foliowing
deficiencles wera noted: ’
1) The smoke barrier was observed as
noncompliant: spaclfic findings include the
smoke wall on lower B-Hall has
holes/penetrallons ihat was not sealed In order to
rnaintain the required fire resistance rating of the

have been effected.
The smoke barrier on lower B-Hall
was sealed on February (3™, 2014,

2) How corveetive action will be
accomplished for those having
potential to be affected by the same
praetice,

The malntenmice divector or assistant
will conduct visual inspections of the
other smoke Dbarrler  walls  and
determined that no other areas need to
be sealed.

3} What measures will be pul into
place or systemic changes made lo
ensure that the defleient practice will
nof oecur,

The Maintenance director or assistant
will inspect these areas when any work
is scheduled that would penetrate these
smoke barrior walls,
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K 025 | Continued From page 2 Kozs]  1-025 Continued
smoke barrier 4 How the facllity plans to monitor
) ) its performance {o make sure that
42 CFR 483.70(a) o solutions are sustained,
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052 The Malmen‘ancc Director will prosent
582D the monthly reports (x 3 months) fo the
A fire alarm system required for life safety Is ?uai}‘ﬁﬂ Asswrance  Commitice 1o
Installed, tested, and maintained in accordance determine it continued monitoring Is
with NFPA 70 National Electrical Gode and NFPA necessaLy.
72. The system bas an approved maintenance E
and testing program complying with applicable !
requirements of NFPA70 and 72, ©8.1.4
. K -052 2/28/14
' 1) How Corrective sction will he
nceomplished for those Tound to
have been effected,
The visual trouble signal was repaired
on February 21%, 2014,
2) How correetlve action will be
aceomplished  for  those - having
This STANDARD is not met as evidenced by: potentinl to be affected by the same
Based on observation on Wednesday 2/12/14 at practlee. ) )
approximately 9:00 AM onward the following The maintenance director or assistant
deficiencies wore noted: will activaic the visual trouble signal
1) During the inspection and testing of the facility during the schedule Fire drills menthiy.
fire alarm system, that consisted of mulliple
components, the aufomatic dialer component, 3) What measures will be put Into
when placed In trouble from phone line failure a place or systemle changes made fo
visual rouble slgnal was not provided. ensture that the deficient practice will
nal geeur,
42 CFR 482.41{a) N The Malntenance director whl add this
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 1e the preventive Mainfenance program !
$S=D for a monthly check. :
If thers Is an automatic sprinkler system, it is ;
installed in accordancs with NFPA 13, Standard '
for the Instaliation of Sprinkler Systems, to i
provide complete coverage for all portions of the i
bufiding. The system Is properly maintalned In ;
!
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K 088 | Continued From page 3 kose| K057 Conthued
accordance with NFPA 26, Standard for the ?) How the facility plans to monltor
Inspection, Testing, and Maintenance of tsl performance to make sure that
Water-Based Fire Prolection Systems. Itis fully 'sf‘i]mffﬁ"f are sustained,
supervised, Thers is a rellabls, adequate water o Malnionance Director will present
supply for the system, Required sprinkler the monthly reports (x 3 tonths) fo the
systems are squipped with water flow and tamper ?\lﬂmy Asswancg  Commilice {0
switches, whioh are electrically connected to the detonninio {f contlned monitorlng is
building fire alarm system.  19.3.6 necossary.
K -056 2/28/14
1} How Corvrective action will be
nceomplished for those found to
This STANDARD s not met as evidenced by: e e e 10 be added o |
Based on observation on Wadnesday 2/12/14 at o arch in the MDS office on Febriary |
approximately 8:00 AM onward the following 28" 2014 A '
deflclencies were noted: s
1) In the MDS office In the area wére the water i)cc;i:‘}:[s;‘; g:}' ecg’;? “t‘;:;g:: “I’llff vi::c
heater tank is located a sprinkler head will need ofon L (o b affected by the ‘sam%
to be installad in order to provide coverage for the i}racﬁcc ¥
the area. The malntenance  director  has
determined that there ave no other areas
42 CFR 482.41{a . ‘e A
K 104 | NFPA 101 LIFE G FETY GODE STANDARD Kioql  Wihin the facility hat would require
S5=D an additional sprinkter.
Penotrations of smoke barrlers bif ducts are 3{ Wha't m(:asu'res lwlll be puidinlto
protected I accordance with 8.3.6 place or systemle changes MAde
e | ensure that the deficient practice will
i not oceur,
‘The Maintenance director will add this
to (he preventive Mainfenance program
for a monthly check,
This STANDARD Is not met as svidenced by: 4) How ihe facility plans to monitor
Based on observation on Wednesday 2/12/14 at i?li::r;;ﬁ::?;‘ :ﬁ:l;;w]:: ko sure iat
325;?;"'32?%;? 2 :Egﬂd.onward the following The Maintenance Director will present
1) The smokd damper l' ocated in ﬂ';e smoke wall the n}omhiy reporis {x 3 nmml}s) to the
on C-Hall near resident room C-10 was not Q"amy. A.SS‘"WW Cotmitiee 10
operational at the time of the survey determing if contined monitoring is
) necessary. i
Evant iy QNZY21 Facility 10; 923322 If conlinuation sheet Page 4 of 5
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42 CFR 483.70(a)

1} How Corrective action will be
accomplished for those found fo
have heen effecied,

The Smoke damper on C-Hall near
resident room C-10 was repaired on
Febraary 19™ 2014,

2) How corrcetive action will be
aceomplished  for those Iaving
potential to be affected by the same
practlee,

The nuaintenance  director  has
detormined that there are no other
smoke dampers in need of repair.,

3} What measures will be put Into
place or systemic changes made to
ensure that the defictent practice will
net occur,

The Maintenance director will ensmie
this Is pat of the preventive
Maintenance program, documenting
monthly on the operation of dampers,

4) How the facllity plans to monitor
its performance to wake sure that
solutions ave sustained.

The Maintenance Divector will present
the monthly reports (x 3 months) to the
Quality Asswrance Conwnitige  to
determine if continued monitoring is
necessary,

EY
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MUETIPLE CONSTRUCTION {X3) ggﬁ fé’?&,
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01
B. WING 02/12/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GOQE
543 MAPLE AVENUE
AVANTE AT REIDSVILLE REIDSVILLE, NC 27320
'§ PLAN OF CORREGTION s
UMMARY STATEMENT OF DEFICIENCIES i3] PROVIDER X oo
et {EACSH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX o FACH CORREGTIVE ACTION SHOULD BE HELE]
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG NOED TO IH
2/28/14
K 104 f Contlnued From page 4 K104 K-104

FORM CM8-2687(02-09) Previous Vesslons Obselate

Evend ID:GNZY21

Faclity 1D: 923522

i continuallon sheel Page §of &




