PRINTED: 08/17/2011

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 GORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
345072 B WING 06/22/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

1839 ONSLOW DR EXTENSION

GAROLINA RIVERS NURSING AND REHABILITATION CENTER JACKSONVILLE, NG 28540

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION s}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE pATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000

The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facilities {General Health
Survey).

No deficiencies were cited as a result of the
complaint investigation Event ID #FCCQ11.

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 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. !f deficlencies are clted, an approved plan of correction is requisite to continued
program participation.
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CPRINTED: 07/22/2041

. DEPARTMENT OF HEALTH AND HUMAN SERVICES . . ' FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO; 0938-0381
STATEMENT OF DEFICIENCIES £X1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION ' {X3) gg&% fg&%ﬁ‘f
AND PLAN OF CORREDTION OENTIFICATION NUMBER: A BUILDING 01  MAIN BUILDING 01
345072 5, WING 07/19/2011
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY. STATE, 2P CODE
1833 ONSLOW DR EXTENSION
CAROLINA RIVERS NURSING AND REHABILITATION CENTER JACKSONVILLE, NC 20540
(X i SUMMARY STATEMENT OF DEFICIENCIES [Ja] PROVIDER'S PLAN OF GORRECTION (X5}
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH OQORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIRYING !NFORMATEON) ) ™G CROSS-REFERENCED TO THE APPROPRIATE DRTE
DEFICIENCY)
I 056 | NFPA 101 LIFE SAFETY CODE STANDARD- KO058| Caralina Rivers Nursing and oozize (1
SS=E Rehabilitation Center
here is an automatic sprinkler syste 5 X e ’.
if there Io an automnatic sprinklar eystem, it acknowledges receipt of the

installed in accordance with NFPA 13, Standard

for the Installation of Sprinkler Systems, to Statement of Deficiencies and

provide complete coverage for all portions of the .| proposes this plan of correction to
building. The system (s properly malintained in the extent that the summary of
accordance with NFPA 25, Standard for the findings is factually correct and in

Ingpection, Testing, and Maintenance of

Water-Based Fire Protection Systems. 1t Is fully order to maintain compliance with

supervised. There is a refiable, adequate water applicable rules and provision of
supply for the system. Required sprinkier quality care of the residents. The
systems are eguipped with waler flow and tamper plan of coxrection is submitted as
swilches, which are electiically connected to the . \ . .
wrilten allegation of compliance,

building fire alarm system.  19.3.5 ; , )
Caralina Rivers Nursing and

Rehabilitation Center’s response {o
the Staternent of Deficiencies and
Plan of Correction does not denote

This STANDARD is not met as evidenced by: ,
agreement with the Statement of

Surveyor: 27871

Based on observations and staff interview at Deficiencies and the Plan of
approximately 10:30 am onward, the following Correction nor does it constituic an
items waere noncompliant, speciilc findings S i ta
include: the accelerator fine to the dry side of the adn1t331on1ilﬁh§ny g(}ﬁfﬁcni{.m
sprinkler tiser has a valve that when closed will w accurate. futher, Larolina Rivers
affect the operation of the system Is not aqulpped Nursing and Rehabilitation Center
with an electronically supervised tamper alarm. reserves the right to submit
docurnentation to refute any of the

42 CFR 483,70(a) - stated deficiencies on thig:

' Statement of Deficiencics tirough
informal dispute resofution, formal
appeal procedure and/or any other
administrative or legal proceceding,

¥
J\BORATORL DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE - TITLE (K.ﬂ DATE
i, AWM. BN BEN UNHA—  Adminiser odbs| 21

Ny deficiency sla{em\u‘t anding with an?aslerfsk (] %ﬁglea g deficlaney which the Institullon may be excesed ffom cofrecting providing It le d’olormlned that
>ther safeguards arovide gufficient protection to the pattente, {See instructions,) FExocept for nursing homes, the findings stated abeve ara disclosable 90 days
cliowing the dale of sorvay whather or net a plan of corratilon is provided, For nursing homee, tha above findings and plans of corraclion are disclosable 14
lay3 following the date theea documents are made svaliable lo (he factiity. If deficienclos ure cited, an approvad Plan of corroctlon to raquiglts to continved

reggram particlpation. G
' ")
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PRINTED: 07/22/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES = . - FORM APPROVED
CENTERS FOR MED[CARE & MEDICAID SERVICES . OMB NO, 6938-0391
] STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ! {X3) ggr‘x;; I?é_]]%\g&‘{
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: |4 BUILDING 02 - BUILDING 02
245072 BWING 07/19/2011
NAME OF PROVIDER OR SUPPLIER STREET AQDRESS, CITY, STATE, ZIP COOE
1832 ONSLOW DR EXTENSION
CAROLINA RIVERS NURSING AND REHABILITATION CENTER JACKSONVILLE, NC 26540
[6.G) R[] SUMMARY S8TATEMENT OF DEFICIENGIES [»] PROVIDER'S PLAN OF CORRECTION {X6)
PREFIX {EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX {FACH CORRECTIVE ACTION SHGQULD RE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
K 028 | NEPA 101 LIFE SAFETY CODE STANDARD K029| K056 Alnha |
S8=E " fod trut it % 4, The accelerator line o the
One hour fire rated construclion (with % hour dry side of the sprinkler

fire-rated doors) or an approved automafic fire

extingulshing syster n accordance with 8.4. 1 riser has been equipped

andfor 19.3.5,4 protects hazardous areas. When with an electronically

the approved automatic fire extinguishing system supervised tamper alaym as

opfion is used, the areas are separated from of 07/29/2011 by

other spaces by smoke resisting partitlons and d ' d Fire Desi

doors, Doors are self-closing and non-rated or Advanoed Iire Designs,

field-applied protective plates that do not exceed b, The sprinkler system has

48 inches from the bottom of the door are been. inspected by

permitted.  19.3.2.1 Advanced Fire Designs as
of 07/29/201 1, no other

1ssues were identified.
¢. Maintenance staff will be

This STANPARD is not met as evidenced by: retrained by the
Surveyor: 27871 administrator as of
Based on observations and staff interview at 0902/201 1 to check the

approximately 10:30 am onward, the following

items were noncompliant, specific findings alteration of the dry line

include; door to Medical Records [s not self valve of the sprinkler
closing({room s filled with bokes, files and paper system with monthly fire
products), drifl to ensure a
42 CFR 483.70(6) visua!/audi.ble’ Signal 18
K038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 present as indicated. _
8=k d. Maintenance Supervisor or
Exit access is arranged so that exits are readily designee will cheek the
?%cess;tg% a}}t alf imes in accordance with section alteration of the dry line

valve of the sprinkler
system with the fire dill
monthly for (hree months
to ensure a visual/audible
signal is present as

This STANDARD is not mef as evidenced by: v ) ,
Surveyor: 27871 ’ | indicated. These findings V
| will be reviewed in the
BORAYORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X5 DATE

B AL g0 RN UNARC ALY egfog 201

Y deflclency st&lé‘r’nam ending W’lh an aste@ (!) denotes a deficlency whlch the institution may be oxoused from cortecting providing i Is determined that
'ar safeguards provide sufficient protectlon €5 the patients, (Soe Inetructions.} Excapt for nurslng homes, the findings stated rbove are disclosable 90 days
owing the dalo of survey whether or not 8 plan of correction 1s provided. For niifalng homes, the above findings and plans of corraction arm disclosable 14
/8 following the dota thase documants are made avallable t¢ tha facility. it deficiencies aro ¢lted, an approved plan of cofrection is requistte {o coptinted

gram padiclpatlon,
C{x)

A CMAS-2667(02-99) Pravious Vorsions Obaolete Evenl ID: FCCO2s Faclllly I[; 623028 if continuation sheat Page 1.of 2



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES .

PRINTED: 07/22/2011
FORM APPROVED
ONB NQ. 0938-0391

STATEMENT OF DEFICIENCIES J1(R%) PROVIDER/SUPPLIER/GLIA £X2) MULTIPLE CONSTRUCTION o) Séﬁﬁfé%“
AND PLAN OF CORRECTION (DENTIFIGATION NUMBER: A BUILOING 02 - BUILDING 02
345072 B. WING 07/19/2011

NAME OF PROVIDER OR SUPPLIER
CAROLINA RIVERS NURSING AND REHABILITATION CENTER

STREEY ADDRESS, CITY, STATE, ZIP CODE
1839 ONSLOW DR EXTENSION
JACKSONVILLE, NG 28540

Surveyor: 27871

Based on observafions and staff interview at
approximately 10:30 am cnward, the foflowing
items were noncompllant, specific findings
Include; generator falled to crank and fransfer
within 10 seconds on test

42 CFR 483,70(a)

{X4) 1 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORREGYION | s}
EACH Y MUST BE PRECEDED BY FULL EFIX (EACH CORRECTIVE ACTION SHOULD BE GOMFLETION
PG HEGULATORY OR LG INENTFAING INFORMATION) e RO R R o APPROPRIATE DATE
K 038 Continued From page 1 i 038 Safety Commitieo meeting M I@\u “
Based on obseivatlons and staff interview at monthly for three months
approximately 10:30 am onward, the following and follow up as deermed
iterns were noncompliant, specific findings d 1o d t: f
Include; bedroorn'closets #1 in bedroom 503 feccssary anc 1o aclenmine
and closet #2 in bedroom 603 requires two the frequency and/or need (
mation of and fo open. Also, janitor closet across for continued monitoring.
from room 806 requires two motion of hand.to
open. 1029
42 CFR 483.70(a) a. The doorto l.'b..e Medical
K 146 | NFPA 101 LIFE SAFETY CODE STANDARD K 145 Records off will be
SSaF : replaced by a self olosing
The Type | EES s divided into the critical branch, door as of 09/02/2011.
life safety branch and the emergency system in e
accordance with NFPA 89.  3.4.2.2.2, b. Q!L;gfé‘c?qi%(;;mdoom have
appropriately rated and on
) self closures as indicated.
This STANDARD is not met as evidenced by: c. Facility maintenance staff

has been retrained
regavding vse of self
closure door system for
Medical Records offices.
Facility Maintcnance Staff
will check the Medical
Records door with the
monthly fire drill monthly
for four months (o ensure
the self closure system on
the door is functioning
appropriately. Thesc
findings will be yeviewed
in the Safety Committce
meeting monthly for three
months aud follow up us

'ORM CMS-2667(02-93) Previous Vorslons Obsolofe

Evenl ID:FCCO21

Fatliiy 10 920029

If continuatlon sheet Page 2 of 2
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k038
2.

b,

deemed necessary and to
defesmine the frequency
and/or need for continved
monitoring.

I'wo motion locks have
been removed from closet
#1 in resident room 503,
closct #2 in resident room
603, and the janitor closet
across {rom room 506 have
been changed fo single
motion release handles as
of 08/08/2011 by facility
maintenance staff.

All other door handfes
have been checked and will
be replaced with single
motion release handles by
facility maintenance staff
as indicated by 09/02/201 1.
Maintenance staff will be
retrained regarding need
for single release handles
on doors throughout the
building by the
administrator as of
09/02/2011,

The Mainienance
Supervisor or designee will
chieck door handles weekly
for four weelks to enswre

0 leize||

Y



they are properly working.
Findings from these rounds
will be monitored for
completion via the Safety
Comunittee monthly for
one month and follow up
as deemed necessary and to
determine the frequency
and/or need for continued
monitoring

1143 64 \5},\10 W

a. The generator has been
serviced by Covington
Spectrum as of 07/27/2011
and the time delay transfer
{o emergency has been
adjugted,

b. The generator was
inspected by Covington
Spectrum as of 07/27/2011
with adjustments made
accordingly.

¢. Facility Maintenance staff
will be retrained as of
09/02/2011 on
requirements for
emeigency transfer off
power for the generator,

d. Facility Maintenance Staff

~will check the generator
weekly for four weeks to




ensuye emergency transfer
of power occurs within
10sec of loss of powen,
then monthly thereafier.
These findings will be
reviewed ip the Safety
Committee meeting
monthly for three months
and follow up as deemed
necessary and 1o determine
the frequency and/or need
for continued monitoring.



