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(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO§S-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 [ INITIAL COMMENTS F 000
The facility was found to be in compliance with
the Medicare/Medicaid Long Term Care
regufations, 42 CFR part 483, subpart B during
the recertification survey of 07/11/2012.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {46} 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 to the patients, (See iastructions.) 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 avaifable {o the facility. If deficiencies are cited, an approved plan of correction Is requisite to contiaved
peegram participation.
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x4 D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X5}
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: DEFIC

CofFective Action to ensure smoke harrier:

K000 | INITIAL COMMENTS K000 "
. 700 hall door hinge has been corrected 8-17-12

This Life Safety Code(LSC) survey was and closes completely,
conducted as per The Code of Federal Ragister

al 42CFR 483,70(a); using the Existing Health Corrective Action for those with

Care section of the LSC and its referenced

publications, This building s Type H{211) the potential to be affectad:
construction, two story, with a complete automatic

sprinkler system, Maintenance director and/for maintenance

The deficiencles determined during the survey saffwiltInspect cross corridor smoke

are as follows:
doors o gnsure proper closure,

K 027 | NFPA 101 LIFE SAFETY CODE STANDARD K027
§8=D .
Door openings in smoke barriers have at jeast a Systemic changes o Prevont Deficlent
20-minute fire protection rating or are at least Practice,
1%-inch thick solld bonded wood core. Non-rated
protective plates that do not exceed 48 Inches Malntenance director and/or maintenance
from the boftom of the door are permitted, ‘ .
Horizontal sliding doors comply with 7.2.1.14. staft will Inspect eross corridars monthly '
Daors are self-closing or automatic cloging in
accordance with 19.2.2.2.6. SwingIng doors are for proper closurc during fire drlls.

not required to swing with egress and positive

latching is not required,  19,3.7.5, 19.3.7.6, How will corrective acttans be manitored,
19.3.7.7 Maintenance direcrar will report (Indings

to administrator moathly and wiil be reviewed
This STANDARD s not met as evidenced by: at Quality Assurance masting x 3 months.

Based on observation on August 9th 2012 at
approximately 1:00 PM onward the following was
neted:

1) The cross corridor smoke door focated on 700
hall did not close smoke tight. One of two doors | - K038
was dragging on the floor and not closing )
completely. Corractive Actlon 1o ensure oxit accoss

JRESET

8-17-12
42 CFR 483.70(a) Accossible,
K038 NFPA 101 LIFE SAFEV.%ODE STANDARD K 038

LABORATORY DIW ESERTATIVES s;e% TTLE .g.. f / {X6) DATE

Any deficlancy statoment ending with an daterisk () denotea a doficlency which tho Institution may be excused from comecling providin‘p it is’da:ermlnad that
other safaguards provide sufficient protection to the patients. (See Instructions.) Except for nuraing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not & plan of correction Is providad. Far nursing hemes, the above findings and plans of correction are disclosable 1¢
days followlng Ihe date these documents are made available to the facllity. If daficiencies are cited, an epproved plan of correction is requishte to continued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION (%) gg;tle Lsg‘gE\BEY
1 . ’
AND PLAN OF CORRECTION IDENTIFICATION NUMBER ABULONG 53 - MAIN BUILDING 04
345009 B WING 08/08/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, Z)P CODE
OAKS AT MAYVIEW 513 EAST WHITAKER MILL ROAD
THE A RALEIGH, NG 27608
(x4} ID SUMMARY SYATEMENY OF DEFICIENCIES 2 PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX {CACH DEFIGIENCY MUST DE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RFQULATORY OR LSC IDENTIFYING INFORMAYION) TAG CROSS-REFERENCED YO THE APPROPRIATE ATE
DFFICIENCY)
“Threshold of 1" fioor exlt door
K (38 | Continued From page 1 K038
§8=D wos coffected,
Eixlt access Is arranged so that exits are readily Casrective Action for those with
accessible at all times in accordance with section
7.1 19.2.1 the potantel to be uffocted:
Maintenance director and/or maintenonce
stalf witl inspact exit door thresholds
This STANDARD is not met as evidenced by: for proper closing.
Based on observation on August 9th 2012 at ) i
approximately 1:00 PM onward the following was Systemic changes o Prevent Deficient
noted: Practice
1) The exit door on 1st'floor ground exit located )
next to the house kaeping Qfﬁce was catching at Maintenance divectar and/or maintenante
the threshold and was requiring greater than 15
Ibs. of force to apen. staft will Inspect exit door thrasholds
42 CFR 483.70(a) manthly.
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052
SS=D How will corrective actions be monitored.
A fire alarm system required for life safety is .
installed, tested, and maintained in accordance Maintenance dicector will report findings
with NFPA 70 National Electrival Code and NFPA |- .
72. The system has an approved maintenance o adminlsirater monthly gnd will be reviewed
?;c;‘!u’:?:rt;ne% tps rg?ﬁ::npio%p;yigg?gith agpg]sﬁb!e at Quiality Assuranca meeting x 3 menths.
Kes2
Corrective Actlon for Fire Afsrrn Panel. )
8-31-12
Vendor BFPE has been contacied o
This STANDARD s not met as evidenced by; correct audible trouble signat.
Based on abservation on August 9th 2012 at
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temperature rating of (200°F) in place of
Ordinary Temperature Classification, Giass Bulb

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA £(2) MULYIPLE CONSTRUCTION {KS)EOA:{%EQT%\:)EY
R I IGATION NUMOCR:
AND PLAN OF CORRECTION DENTIFIGATION NUMDGR ABULDING 0« MAIN BUILDING 01
345009 B. WING 08/09/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZiP CODE
5§13 EAST WHITAKER MILL ROAD
THE OAKS AT MAYVIEW RALEIGH, NG 27608
(4) ID SUMMARY STATEMENY OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCELD TO THE APPROPRIATE DATE
; DEFICIENGY)
—Ec'n'}%;;x"\;; A-;:tlan for thase with

K052 | Continued From page 2 K952
approximately 1:00 PM onward the following was the potential to be affected:
noled: . Malntenange director andfor maintensncea
1) Upon testing the Fire Alarm Control Panel
(FACP) it was observed that an audible trouble <toft wil inspect fre pane for dudible
signal did not sound af the remote annunciator
located at the st floor nurse station when a loss vouble signsl at the remote
of phone or AC powar trouble was initiated on the
fire atarm system. annunclater monthiy.
42 OFR 433.70(3) . Systomic changes to Pravent Doficient

K 066 | NFPA 101 LIFE SAFETY CODE STANDARD K 056

8S§=F Practice,
If there is an automatic sprinkler system, itis . ] ‘ .
instafled in accordance with NFPA 13, Standard Meintanance director and/or mafntenance
for the Instaliation of Sprinkler Systems, to i

A #
provide complete covarage For all portions of the staffwilinspect ire pane! for sudiole
buiiding. The system is properly maintained in trouble si
: nal at the remaote
accordance with NFPA 25, Standard for the §
Inspection, Tes'ting, and h{lalntanaﬂce of ) annunclator monthly and '
Water-Based Fire Protection Systems, Itis fully
supervised. There is a reliable, adequate water vendor BFPE will check quarterly,
supply for the system. Required sprinkler
systems are equipped with water flow and tamiper How will corrective actlons be monitorad,
swilches, which are electrically connected to the
building fire alarm system. 19.3.5 wiaintensnce director wiil report findings
o administiulor monthiy and will be reviewed
‘ at Quality Assurance meeting ¥ 3 months,
This STANDARD is not met as evidenced by:
Based on observation on August 9th 2012 at

approximately 1:00 PM onward the following was
noted;
1) In the kitchen area there are sprinkler heads in “K 56 —
ihe facilily rated for Intermediate Temperature e
Classification, Glass Bulb Color of Green Corrective Actlon for Sprinkler system. 82112
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STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA
AN PLAN OF CORRECTION IDENTIFICATION NUMBER:
345009

{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
COMPLETED
A BUILDING D1 - MAIN BUILDING 61
B. WING
08/09/2012

NAME OF PROVIDER QR SUPPLIER

| THE DAKS AT MAYVIEW

STREET ADDRESS, CIYY, STATE, ZIP CODE
513 EAST WHITAKER WILL ROAD

RALEIGH, NC 27608

(%) 1D SUMMARY STATEMENT QF DEFICIENCIES ID PROVIDER’S PLAN OF CORREGTION 1)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE EOMPLETION
TAG REGULATORY OR .5€ I0ENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
. Vendor BFPE. replaced kitchun sprindier
K 058 | Continued From page 3 K058
Color of Red lemperature rating of (155°F). heads with new 1S5 temperature fated heads.
2) In the 1st floor mechanical room (Boller
Room) the sprinkler heads are not clean and BRPE replaced/and of ci¢anad boller raom
maintained in gooed condition.
42 CFR 483-70(8) sprinkler heads,
l; ;33 NFPA 101 MISCELLANEOUS K130 corrective Action for those with
OTHER LSC DEFICIENCY NOT ON 2786 the patential 1o be affected.
b Sprinkler heads were inspected for
torrect tamperature and dust.
This STANDARD is nol met as evidenced by:
Based on observation on August 5th 2012 at Systemic changes ro Prevent Deficien
approximately 1:00 PM onward the following was
noted: Pracrice
1) By observation thare was an excessive ] p ,
amount of fint accumulation on and behind the Malntenance diector and/or maintenance
ggzzrrsdm the iaundry area 0’33"’?9 a potential fire staff will inspect sprinkler heads monthly for dust.
This wil alse be Inspected quarterly by 8FPE.
42 CFR 483.70(a) P o
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144 How will corrective actions be menltored,
§5=D
Generators are inspected weekly and exerclsed Malntenance director wiit report findings
under load for 30 minutes per month in
accordance with NFPA 99, 3.4.4.1. 1o administrator monthly and will be reviewed
at Quality Assurance meeting x 3 montis,
e
Corractive Actian for érynr fint. -
This STANDARD ig not met as gvidenced by: Dryer and area behind dryer was cleancd, 3-9-12
Based on observation on August 8th 2012 at
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AND F CORRECTION IDENTIFICATION HUMBER: ‘
PLAN O £ A BULDING 01 - MAIN BUILDING 01
_ 345009 B. WING 08/09/2012
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE. )P CODE
513 EAST WHITAKER MILL ROAD
IEW
THE OAKS AT MAYV RALEIGH, NC 27008
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ({:3
PREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 1L8C IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THC APPROPRIATE OATE
: DEFICIENCY)
Corrective Acﬁﬁom;c with
K 144 Continued From page 4 K 144

approximately 1:00 PM onward the following was
noted:

1) Upon testing the generator It was observed
that an audible/visual signal was not provided for
at the generator annunciator panel located at the
1st floor nurse station when the generator was
placed under load.

42 CFR 483.70()

the patential to be atfected.

Lyers and areas behind dryers were cleaned.
Systemic changes to Prevent Deficient
Practice,

Laundry staff wili clean aut vents ofter

each use, Maintenancs diregtor and/for
maintenance staff will clean dryers and

areas hehind dryer s weekly,

How will corrective actions be monitored.
Administrator will inspect dryers and areas
behing dryers weekly x 4 weeks then monthly.
Results will be review gt Quality Assurance moating

X 3 months,

K 144
Carrective #ction for Generator,

Vendor Gregory Poole has been contacted
and wilf be on site to ¢orrect audible/visyal

signal on genepator annunclator pganol,

8-27-12
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER, COMPLETED
A BUILDING 02 BUILDING 2
345008 N LA 08/09/2012
NAME OF PROVIDER OR SUPPLIER ' STREE1 ADDRESS, GFTY, STAYE. ZIP CODE
513 EAST WHITAKER MILL ROAD
i
THE QAKS AT MAW Ew RALEIGH, NG 27608
{Xd) 10 SUMMARY STATEMENT OF DEFICIENCIES 0 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 INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
- Corromon Aot T
K 000 | INITIAL COMMENTS K 000 orrective Action fot those will the

potential 1o be affected,

This Life Safety Code(LSC) survey was

conducted as per The Code of Federal Register Vendor Gregory Pole wil inspect
at 42CFR 483,70(a); using the Existing Hezalth
Care section of the LSC snd its referenced Geaerator panel and make correct

publications, This building is Type l1i(211)

construction, two story, with a complete automatic Audlble/vlsuz stgnal on annunciator pane,

3 um-tl—.-_ﬂ__ —_——
sprinkler system. Systemle changes to Prevent Deficlent
The deficlencies determined during the survey Practice.
are as foliows; :

There were no Life Safety Code Deficiencies Audiblefvisusl signal wilt be inspected

noted at fime of survey.
by malntenance director and/or maintenaace

stafl during monthly gererator trsts.

How wil corrective actions be monitared.
Maintenance Dlrec‘ior will report findings
of generator tests to administrator monthiy
and will be reviewed at Quality Assurance

meeting ¥ 3 months.

'LABORATORYW R ;ﬂmﬁﬁ REPRESENTATIVE'S SIGNATUR ATLE {X6) DATF
N ol f mh:&fﬁ:/n/ “Y¥-12.

Any deficlency statement ending with in asterisk ") denotes a deficiency which the insthution may he excused from coffecting proviging it 1s determined that
ather gafeguards provids sufficient protection ta the patients. (Soo fnatructions.) Except for nursing homes, the findings stated above ara disclosnble 90 days
followlng the data of aupvey whether or not a plan of correction iz provided. For nursing homes, the above findings and plans of correction are disclosablo 14
days following the date these documenis are made available (o the facillly, W deficiencles are cited, an approved plan of correction is fequisits to continued

program participation, g)i'/
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