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DEFICIENCY)
K 000/ INITIAL COMMENTS K 000 . . .
This plan of correction constitutes
' Description of structure: Single Story Wood our Cr?d'ble allegatlop &
'Frame, type V(111) compliance. Preparation and/or
Sprinkler status: Fully Sprinklered, NFPA 13 execution of this plan of correction
An unannounced routine Life Safety Code survey do not constitute admlf;smn or
was conducted March 08, 2019 in accordance | agreement by the provider of the
with 42 Code of Federal Regulation, Part 483: conclusion set forth in the
Requirements for Long Term Gare Facilities. The statement of deficiencies.
facility was surveyed for compliance using the
LSC 2012 Existing regulations. The facility was _
not in compliance with the Requirements for ’
Participation Medicare and Medicald.
The findings that follow demonstrate
non-compliance with Title 42 Code of !
Regulations, 483.70(a) et seq (life Safety from
_ Flrf"). . _ Fire rated caulking was placed in
K161 ‘Bmld:n._c:; Construction Type and Height K161 | crack in fire rated ceiling on 3/6/19,
S8=F| CFR(s): NFPA 101 . )
The maintenance director will
Building Construction Type and Height ensure all fire rated ceiling
2012 EXISTING assemblies are i
Building construction type and stories meets LSC € in accordance with
‘Table 19.1.8.1, unless otherwise permitted by :
19.1.6.2 through 19.1.6.7 . . .
19.1.6.4, 19.1.6.6 Fire rated ceiling assemblies will be
P . reviewed/inspected by director of
onstruction Type ' mainten i i
. 1(442), 1(332), 1 (222) Any number of enance to identify any non-
storles compliance,
hon-sprinklered and .
sprinklered This process has been added to our
- oo st maintenance checklist and will be
2 ne story review inter
T : ed by th.e maintenance
Maximum 3 stories director or designee on a weekly
sprinklered ‘ basis beginning 3/12/2019.
5 11 {000) Not allowed
AT ROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ~THLE txa} DATE
Eecubve Digchy F2a]19

_LINHA

other spfeguards prowle sufficient protection t
followify the date

L?adrw IRY DIRECTORS-
AF i

t andind‘tﬁﬁh anﬁa_siﬁjt& notes a deficiency which the institution may be excused from correcting providing it is daien!nlnod lh'at
18 p,

e date these documents are

program participation.

ients. (See instructions.) Except for nursing homes, the findl

survay whether or not a plan tteétion is provided, For nursing homes, the above findings
Ade available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

ngs sfated above are disclosable 90 days
and plans of correction are disclosable 14
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 03/13/2019
FORM APPROVED

MB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
495417

X2) MULTIPLE CONSTRUCTION
A. BUILDING 01 - MAIN

B. WING

{¥3) DATE SURVEY
COMPLETED

03/06/2019

NAME OF PROVIDER OR SUPPLIER
CARRINGTON PLACE AT RURAL RETREAT

STREET ADDRESS; CITY, STATE, ZIP CODE

514 NORTH MAIN STREET
RURAL RETREAT, VA 24368

(X4)10 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION i xg)
PREFIX HEAGH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COME;’;TEET'ON
TAG OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
K 161| Continued From page 1 K 161 =3

non-sprinklered

4 i (211) Maximum 2 stories
sprinklered

5 IV (2HH)

6 V{111

7 1l (200) Not allowed
non-sprinklered

8 V (000) Maximum 1 story
'sprinklered

Sprinklered stories must be sprinklered
throughout by an approved, supervised automatic.
system in accordance with section 9.7. (See
19.3.5)

Give a brief description, in REMARKS, of the
construgtion, the number of stories, including
basements, floors on which patients are located,
location of smoke or fire barriers and dates of
approval. Complete sketch or attach small floor
plan of the building as appropriate.

This REQUIREMENT is not met as evidenced

E :by.

The STANDARD is not met as evidenced by:
Surveyor: 12956

Based on observation and staff interview, the
facility failed to maintain structural fire rating in
accordance with th LSC Section 19.1.6.1. The
deficient pratice could affect 60 patient, staff and
visitors In the event of a fire due to the lack of
joint and or penetration protection of the rated .
roof/ceiling assembly.

Observations on 03/06/2019 during the tour from
9:00 am to 11:00am revealed that:

At approximately 10:30 am, the fire rated ceiling
-assembly was not continous behing the conduits
‘penetrating the ceiling in the above the electric

At our monthly meeting, the QA
committee will review the schedule -
of required inspections and the
results of those inspections for

further determination and
correction as needed.

March 22, 2019

FORM CMS-2567(02-99) Previous Versions Obsolete

ZH2Mm21

If continualion sheel Page 2 of



Printed: 03/13/2019

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 09380301
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING D1 - MAIN COMPLETED

495417 B. WING 03/06/2019

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

CARRINGTON PLACE AT RURAL RETREAT 5§14 NORTH MAIN'STREET#
RURAL RETREAT, VA 24368

K324 Gpolqng Facilities
‘68=F| CFR(s): NFPA 101

Cooking Facllitles

Cooking equipment s protected in accordance
with:NFPA'98, Standard for Ventilation Control
and: Elre Protection of Commercial Cocking
Opsmﬁons ‘unless::

* res(dential cooking equipment (i.e., small
apbhances such as microwaves, hot plates,
toasterB) are used for food Warming or limited
cooKing in accordance with 18.3.2.5.2, 19.3.2.5.2
* cooking facilities open to the corridor in smoke
compartments with 30 or fewer patients comply
with the conditions under 18.3.2.5.3, 19.3.2.5.3,
or

*cooking facilities in smoke compartments with
30 or fewer patients comply with conditions under
18.3.2.5.4, 19.3.2.5.4,

Cooking facilities protected according to NFPA 96
per8,2.3 are not required to be anclosed as
‘hazardous areas, but shall not be open to the
corridor.

18.3.2.5.1 through 18.3.2.5.4, 19.3.2,6.1 through
19.3.2.56.5, 9.2.3, TIA 12-2

This REQUIREMENT is not met as evidenced

" _to always be in place prior to g
i cooking.

Dietary manager and maintenance ; 0
+director will monitor the hood to
" ensure the filters are securely in

“ Administrator will ensure that the

“maintenance checklist and will be

(4) 10 SUMMARY STATEMENT OF DEFICIENCIES iD 'PROVIDER'S PUAN OF CORRECTION xg
PREFIX  (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX (EACH GORRECT|VE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS:REFERENCED TO THE APPROPRIATE DAt
| _ DEFICIENCY)
K161| Continued From page 2 K161
panel in the Electrical Equipment Room on the
West wing. An interview with the Director of
Maintenance (DM) at the time of the observation
revealed the DM was unaware the opening in the bt Neemy
rated celling assembly. This did not meet the .
requirements of NFPA 101 section 19.1.6.7. HURTY IS % Y ST AT W gl N
vt -!l"-',‘_ﬁ‘:."l-'..":'r: Wen _i- A filisd 200 ot
These findings were verified by the DM at the - Cooking was stopped and filters =
the i coerance on GAI0B/301 at 1130 . B =l
« 324 resumed on 03/06/2019. Hood
32

inspection has been scheduled for
04/03/2019. Dietary manager and
dietary staff were educated on
03/22/2019 regarding grease filters

]

_place in the hood as required.

hood inspection is scheduled and
work completed as required.

This process has been added to our .

reviewed by the administratorona '

-monthly basis beginning 4/01/2019.
Dietary manager and maintenance
director will monitor to ensure
proper placement of exhaust hood
grease filters.

FORM CMS-2567(02-99) Previous Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 03/13/2019
FORMAPPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

495417

(X2) MULTIPLE CONSTRUCTION
A BUILDING 01 - MAIN

B, WING

(X3) DATE SURVEY
COMPLETED

03/06/2019

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

CARRINGTON PLACE AT RURAL RETREAT 514 NORTH MAIN STREET
RURAL RETREAT, VA 24368

PREFIX |(EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATOR
TAG OR LSC IDENTIFYING INFORMATION)

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ‘(I

iD PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE

i (X8)
COMPLETION
DATE

K 324! Continued From page 3
by.
The STANDARD is ot met as evidenced by:

Surveyor: 12956

Based on observation and staff interview, the
facllity falled to maintain structural Kitchen i
exhaust hood in accordance with th LSC Section ,
The deficient pratice could affect 120 patient,
staff and visitors in the event of a fire due to the
lack maintaining the kitchen exhaust hood
equipment.

Observations on 03/06/2019 during the tour from
9:00:am to 11:00am revealed that:

At approximately 10:10 am, it was observed that
the kitchen exhaust hood grease filters had been
removed and cooking operations were on going
producing grease laden vapors. An interview with
Kitchen Manager indicated that the filters:had
been remaved after the moring meal prep to

| clean the filters and that the cooking staff had
realized that the filters had been removed.
Cooking operations were stopped until the grease
filter had: been cleaned and replaced. This did not
meet. the requirementof NFPA 101 9.2.3

At appoximately 10:10am, it was observed that
the kitchen exhaust hood and duct exhaust
system was not being maintained with semi
annual inspection for grease buildup. An interview
with the Director of Maintenance (BM) at the time
of-the observation revealed that the DM was
unaware the hood had not been inspected within
the last 6 months. This did not meet the
requirement of NFPA 101 section 9.2.3 or NFPA
96 section 11.4.

These findings were verified by the DM at the

K324

The results of the hood inspections
and the routine monitoring of the
filters will be discussed at our
monthly QA meeting. The results of
the inspections and the monitoring
will be reviewed for appropriate

; action as needed.

April 4, 2019
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed: 03/13/2018
FORM APPROVED
OMB NO. 0938-0391

STATEMENT COF DEFICIENCIES

AND PLAN

(%1} PROVIDER/SUPPLIER/CLIA

OF CORRECTION IDENTIFICATION NUMBER:

495417

{X2) MULTIPLE CONSTRUCTION
A, BUILDING 01 - MAIN

B, WING __

(X3) DATE SURVEY
COMPLETED

03/08/2018

NAME OF PROVIDER OR SUPPLIER
CARRINGTON PLACE AT RURAL RETREAT

STREET ADDRESS, CITY, STATE, ZIP CODE

514 NORTH MAIN STREET
RURAL RETREAT, VA 24368

(X4) ID L SUMMARY STATEMENT OF DEFICIENGIES | iD PROVIDER'S PLAN OF CORRECTION [ )
PREEIX YEACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY,  PREFIX {EACH CORRECTIVE ACTION SHOULD BE s i
TAG OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 324| Continued From page 4 | K324
time of the observation and the Administrator at i
the exit conference on 03/06/2019 at 11:30 am. [
K 911] Electrical Systems - Other K911 Equipment was removed
$8=D| CFR(s): NFPA 101 immediately from electrical room

Electrical Systems - Other

List in the REMARKS section any NFPA 99
.Chapter 6 Electrical Systems requirements that
are not addressed by the provided K-Tags, but
are deficient. This information, along with the
‘applicable Life Safety Code or NFPA standard

citation, should be included on Form CMS-2567.
Chapter 6 (NFPA 89)

This REQUIREMENT is not met as avidenced
by:

The STANDARD is not met as evidenced by:

Surveyor: 12956

Based on observation-and staff interview, the
facllity failed to malntain a clear working area In
fronl of electrical panels in accordance with NFPA
99 Chapter 6. The deficient pratice could affect
60 patient, staff and visitors in the event of a fire
due to the lack of access to the electrical panels

Observations on 03/06/2019 during the tour from
9:00 am to 11:00am revealed that:

At approximately 9:30 am, access to the electric

panel in the Electrical Equipment Room on the

East wing was obstructed an a clear working area

was not provided where wheel chairs and other

medical equipment was being stored in the
electrical equipment room. An interview with the

| Director of Maintenance (DM) at the time of the
observation revealed the DM was unaware the
electrical equipment room being used for storage
of medical equipment. This did not meet the

requirements of NFPA 99 chapter 6 and NFPA 70

before exit. Staff was educated. The
maintenance director will ensure
electrical rooms remain clutter free.

The electrical rooms will be free of
wheelchairs and medical
equipment. The Maintenance
Director will routinely monitor for
compliance and will report to
executive director,

This process has been added to our
maintenance checklist and will be
reviewed by the maintenance
director or designee on a weekly
basis beginning 3/12/2019.

At our monthly meeting, the QA
committee will review the schedule
of required inspections and the
results of those inspections for
further determination and
correction as needed.

March 22, 2019

FORM CMS-

2567(02-89) Previous Versions Obsolete
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 08380341
 STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN COMPLETED
495417 8. wiNG 03/06/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

CARRINGTON PLACE AT RURAL RETREAT 514 NORTH MAIN STREET
RURAL RETREAT, VA 24368

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION __tx8)
PREFIX  {EACH DEFICIENCY MUST WPWEF ) BY FULL REGULATORY]  PREFIX {EACH CORRECTIVE ACTION SHOULD BE LOM;kTEgION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
- K 911| Continued From page 5 K 911

section 110.26.

:The's'_e findings were verified ;by the DM at the
time of the observation and the Administrator at
the exit conference on 03/06/2018 at 11:30 am.
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