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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
8. WING
345504 09/29/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP GODE
924 N HOWE STREET
J AR D ER MEM
THUR DOSH HOSP SOUTHPORT, NC 28461
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFEIX {(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)
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).
LABORATORY DIRECTOR'S OR PROVINER/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
otner safeguards provide sufiicient 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 nussing homes, the above findings and plans of correction are disclosable 14
days foflowing the date these documents are made avaitable {o the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-89) Previous Versions Obsolete Event 1D:80P811 Facility 1D: 20000003 If continuation sheet Page 1 of 1



18~25-2811 18:18

NURSING RDMIN 91084544712

%‘..." :

PRGEZ

et on M. PRINTED: 10/$3/2011
) yDEPARTMENT OF HEALTH AND HUMAN SERVICES ! Lt wn A FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES j . OMB NO. 0938-0391
STATEMENY OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGUIA (X2) MULTIRLE CONSTRYCTION L {X3) DAYE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: Lt - . COMPLETED
A BUILDING . - D1 « MAIN BUILDING 01
345504 8. WING 10/12/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CGITY, STATE, 2IP CODE
J ARTHUR DUSHER MEM HOB 024 N HOWE: ATREET
RTH HER MEM HOBp SOUTHPORT, NC 28461
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUSY BE PRECEDED AY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENGY)
K 147 | NFPA 101 LIFE SAFETY GODE STANDARD K 147( Durlng the admission process
SS=E — . residents and tamily will be
ectrical wiring and aquipment is In aceardance informed of the safety standards
th
with NFPA 70, Natlonal Electical Code. 912 | involving electrical devices. The
use of thess multi-flug devices will
, ) . be monitored by staff and
th?v 2;3%)%};[1) is not met as evidenced by: removed upon discovery, Staff
Based on observations and staff interview at has been instructed to he aware of
z:pproxlmatety 9:30 am onward, the following jtems ox top of wall xaounted
iterms were noncompliant, specific findings d to remove
Include: multi piug devics is being used in room fluoxescont ﬁxture.s - ?“ b
1082 for TV to plug Into it- Also objects are on same, Both these items will be
overhead light fixture In bisdroom 1075. b imcluded jo zafety rounds and
v e e s e b o -—— ro oned to the Snf'e Commi“Ee 19/30{11
42 CFR 483.70(a) P v .
K211 NFPA 101 LIFE SAFETY CODE STANDARD K211
SS<E ' Alcohol Based Hand Rub
Whare Alcchol Based Hand Rub (ABHR) dispenser has been removed from
dispensars are installed in a corridor: the Solled
o The corvidor Is at least 6 feat wide over the light switch fn the Soll 10/13/11
6 The maximum individual fluid dispenser Holding Room
capacity shall be 1.2 litars (2 litara in suites of
roomes} co
o The dispansers have a minimum spacing of 4 ft
from each other
0 Not more than 10 gallons are used in a single
smoke corpartment outside a storage cakinet,
o Dispensers are not Installed over or adjacent o
dn ignition source,
o If the floor Is carpeled, the building Is fully
sprinklered.  19.3.2,7, CFR 403.744, 418.100,
460.72, 482.41, 483,70, 483,623, 485,623
/L,ABoRATonY DIRECTOR,3 OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TITLE (X0) DATE
NS W oy 94 LAV O PEAATIONS DidEcToR G

¥ deflclancy slatum_anl ending wilth an asterisk (*) denotes a deficiency which Lhe Inatitulion may bs pxcased from conncling providing d is determ/nad that
other aafeguardes provide sufficlont protaction lo the patianty, (Sow Inatnrctions,) Excapt For nursing homaa, tho findings stated above are disclosablo 80 days
following the date of survey whelher of nat a plan of comecilon s pravided. For nursing hemes, the above findlage and plans of comeclion ars dlsclosable 14
days following the data thase documents are made avallabie to tho facillty, if deficlanclas are cited, an eppraved plan of corvection le raguisile to contlnuad
program panicipalon, )
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BYATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:

45504

(@) MULTIPLE CONGTRUCTION (M3} DATE SURVEY
i COMPLETED
A. BUILDING 0% - MAIN BLILDING 04

B.WING,__ |

10112/2011

NAME OF PROVIDER OR S8UPPLIER
J ARTHUR DGBHER MEM HQSP

o) I
PREFIX
TAG

STREEY ADDRESS, CITY, STATE, ZIP CODE
824 N HOWE STREET

SOUTRPORT, NC 28464

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMAYION)

K211

D PROVIDER'S PLAN OF CORRECTION 7,559

PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

OEFICIENGY)

Continued From page 1

This STANDARD Is not met as avidenced by:
Surveyor; 27871
Based on observations and staff Interview at
Approximately 9:30 am onward, the following
items were noncompliant, specific findings
include: an alcohol based hand rup was located
with six inchea of the light switches int the Soilad
Holding rovm across from nurse station on south
hall.,

42 CFR 483.70(a)
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