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The facility must inform the resident both orally
and in writing In a [anguage that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities during the stay in the facility. The
facility must also provide the resident with the
notice {if any} of the State developed under
§1919{e)(6) of the Act, Such nolification must be
made prior to or upon admission ana during the
rasident's stay. Receipt of such information, and
any amendments to it, must be acknowledged in
writing.

The facility must inform each resident who is
entitled to Medicaid benefits, in writing, at the time
of admission to the nursing facility or, when the
resident becomes eligibfe for Medicaid of the
items and services that are included in nursing
facility services under the State plan and for
which the residenl may not be charged; those
other iterns and services that the facility offers
and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made (o
ihe items and services specified in paragraphs ()
{i)(A} ahd {B)of this seclioh.

The facility must inform each resident before, or
at the time of admission, and periedically during
the resident's stay, of services availanle in the
fachity and of charges for those services,
including any charges for services nol coversd

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIERI/CLIA (X2) MULTIPLE CONSTRUCHON (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BULDING
B.WING A
346177 01/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MANOR CARE HEALTH SVCS PINEHURST 206 RATTLESNAKE TRAIL
PINEHURST, NC 28374
X4) 10 SUMMARY STATEMENT OF DEFICIENCIES i3] PROVIDER'S FLAN OF CORRECTION fit]
PREFIX (EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREEDL- (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION] TAG CROSS-REFERENGED FO THE APPROFRIATE DATE
DEFICIENGY;
F GO0 | INITIAL COMMENTS F 060
No deficiencies were cited as a result of the
complaint investigation Event ID# MLJV11.
r i .
F156 ‘é?g;i_?_(&?)g’é LI(;SO)‘ 483\-/1 O(b)(1) NOTICE OF F156]  The statements made on this plan
55=C ' » SERVICES, CHARGES of correction arc not an admission

to and do not constitute an
agreement with the alleged
deficiencies herein. To remain in
compliance with all federal and
state regulations, the facility has
taken or will take the actions set
forth in this plan of correction,
The following plan of correction
constitutes the facility’s altegation
of compliance, AH alleged
deficiencies cited have been or will
bre corrected by the date or dates
indicated.

Fi56

It is the practice of the facility to
provide residents both orally and in
writing in a language that the
resident understands of his or her
rights and all rules and regulations
governing resident conduct and
vesponsibilities during the stay in
the facility,

L
No one resident was cited as having
been affected by the alleged
deficient practice.

lABOlU\jY DIRECTOR‘S}

OR PROVIDERISUPPLIER REPRESEMTATIVE'S SIGNATURE
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il | }/} l’/ ps

Any deficiency statement ending with an asterisk (*) denotes a deficlency which lhe institulion may be excused from correcting providing it Is determined that
other safeguards provide sufficlent prolection lo the patients. {See fasleuctions.} Except for nursing homes, the findings staled 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 {he date these documenls are made available to the facllity. If deficiencies aro clled, an approved plan of correction is requisite to continued

program participalion,
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under Medicare or by the facility's per diem rate.

The facility must furnish a writlen description of
tegal rights which includes:

A description of the manner of protecling
personal funds, under paragraph (c} of this
section;

A description of the requirements and procedures
for establishing eligibility for Medicaid, including
the right to request an assessment under section
1924(c) which determines the extent of a couple’s
non-exempt resources at the time of
institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered available for payment
toward the cost of the institulionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbers of alf pertinent State cfient advocacy
groups such as the Slate survey and cedtification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
complaint with the State survey and certification
agency concerning resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-complience with the advance
directives requirements.

The facility must comply with the requirements
specilied in subpart | of part 48 of this chapler
refaled lo maintaining wiilten policies and
procedures regarding advance directives. These
requirements include provisions to inform and

REach resident has the potential to
have been affected by the alleged
deficient practice,
Updated contact information was
placed on the bulletin board in the
main hallway the day it was
identified.
A meeting of the Resident Council
has been scheduled for 2/22/12 at
2pm to inform them of the updated
information.

1iL
Any future updaies of state contact
information will be completed by
Administrator once facility has
been notified of those changes,

iv.
An audit will be done annuaily in
December during facility license
renewal by the Administrator, to
validaie whether any changes have
taken place related to contact
information for state agencies. To
be reviewed in the monthly Quality
Assurance Commiftee meeting in

December.
02/23/12
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pravide writlen informalion to all adult residents
concerning the right to accept or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directiva, This
includes a written description of the facility's
policies {o implement advance directives and
applicable State law.

The facility must inferm each resident of the
naime, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
wrilten information, and provide to residents and
applicants for admission oral and writlen
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT s not met as evidenced
by:

Based on observalions and staif interviews, the
facilily failed to maintain current state contact
informaticn. The findings include:

On 042372012 at 4:40pm, during a general tour
of the facility, the bulletin board localed on the
main hallway identified the state agency as
Division of Facilily Services. The contact address
for the state as well as the phone number was
outdated.

On 0172472012 at 10:00am, the contacl
information for the state agency remained the
same as an earfier observalion.
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The Administrator was interviewed on 01/26/2012
at 10:35am. She was informed that the stale
contact information did not reflect the changes
that were mads July, 2007. She relayed that she
was not sure how it was overlooked but that she
would make immediate corrections to the posting.
On 01/26/2012 at 2:55pm, the Aclivities Director
was inlerviewed. She stated that she facilitated
the Resident Council meetings and regularly
discussed with the residents, the chain of
command to address their concerns, which
included the oplion to contact the state. She
commented that she was unaware that the state
contact information, posted in the facility was
incorrect.
F 159 | 483,10(c){2}-(5) FACILITY MANAGEMENT OF F 159
55=p | PERSONAL FUNDS F159

Upon writien authorization of a resident, the
facility must hold, safeguard, manage, and
account for the personal funds of the resident
deposited with the facility, as specified in
paragraphs (c){3)-(8) of this section.

The facility must deposit any resident’s personal
funds in excess of $560 in an interest bearlng
account {or accounts) thal is separate from any of
ihe facility's operating accounts, and that credits
all inferest earned en resident's funds 1o that
account. {in pocled accounts, there must be a
separate accounting for each resident's share.)

The faciiity must maintain a resident's personal
funds that do not exceed $50 in a non-inlerest
bearing account, interest-bearing account, or
petty cash fund.

1t is the practice of the facility to
hold, safeguard, manage and
account for the personal funds of
the resident deposited with the
facility.

I
For resident #107 Resident’s
Personal Trust Fund Aceount
(RPTT) has been reduced to
$100.44, secondary to funeral
arrangements made by responsible
party. (RP)
For resident #38, the RPTF has
been reduced to $912.16 secondary
to fllilel'al arrangements made by

resident.
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The faclity must establish and maintain a system
that assures a full and complete and separate
accounting, according to generally accepted
accounting principles, of sach resident's personal
funds entrusted to the facility on the resident's
behalf.

The system must preclude any commingling of
resident funds wilh facility funds or with the funds
of any person other than anecther resident.

The individual financial record must be available
through guarierly statements and on request to
the resident or his or her legal representative.

The facility must nofify each resident that receives
Maedicaid benefils when the amount in the
resident's account reaches $200 less than the

S8l resource fimit for one person, specifted in
saction 1611{a}(3)(B) of the Act; and that, if the
amount in the account, in addition 1o the value of
the resident's other nonexempl resources,
reaches the SSI resource limit for one person, the
resident may tose eligibility for Medicaid or SS1.

This REQUIREMENT is not met as evidenced
by:

Based on policy and record review as well as
staff interviews, the facility permitted 2 of 3
sampled {Residenis # 107 and #38) residents
with frust funds accounts, who received Medicaid
benefits; bafances to exceed the $2,000.00
resource fimit. The findings include:

On 1/26/2012 at 10:50am, the Business Office
Manager and Administrative Stafl #2 were
interviewed to provide information about resident

An andif was completed by the
Business Officc Manager (BOM)
the RPTF custodian and the
Administrator to identify other
residents who may have been
affected by the aleged deficient
practice. Residents identified as
having funds greater than, equal to
or within $200 of the $2000 limit
will be corrected prior to 2/23/12.

i,
An audit of the RPTF will be done
by the BOM, RPTF custodian and
the Administrator monthly o
ensure RPTF’s remamn less than
$200 of the $2000 limit,

V.
Results of the RPTF audit will be
reviewed during the monthly QAPI

meeting.
02/23/12
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trust funds accounts. A copy of the facility's
undated policy tifled, "Resident's Personal Trust
Fund Agreement” was presenled for review, it
read, "if you receive Medicaid benefits, we will
notify you when the amount in your account
reaches two hundred and 00/100 dollars
{$200.00) less than the social security income
{S35I) resource fimit for one person and that, if the
amount in the account, in additien to the value of
your other nonexempt resources, reaches the SS] .
resource limit for cne person, yolu may lose
eligibility for Medicaid and SS1."

1. Resident #107 was admitted to the facilily on
6/20/2009 and was later re-admitted on 2/7/11. A
copy of Resident #107's Resident Trust
Statement, dates 07/01/2001-01/25/2012 was
presented by the Business Office Manager for
review, Resident #107 received a monthly income
from his social security check for $1,228.00. His
personal medicat liabilily (PML} was $784.15 on
08/03.2011; $783.00 on 09/02/2011, then it
reduced to $3056.00 for the remaining months.

Resident #107 trust funds batance on 10/04/2011
was $2,5791.58 afler his PML was deducted from
his account. His balance on 11/07.2011 was
$3,218.42 after his PML was deducted from his
account. His balance on 12/02/2011 was
$4,441.19.

On 01/26/2012 at 11:13am, the Adminisirative
Staff #£2 explained that she was responsible for
reviewing the monthly trust funds account and
then she will notify the Business Office Manager
whenever the account nears $1,500-$1,800, per
the medical office's instructions. The Business
Office Manager will then make a call to the
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Responsible Parly (RP} and notify them of the
balance and ask if they can spend down the
account, basad on the resident's needs, in order
{o maintain Medicaid eligibility.

The Administrative Staff #2 continued saying that
she had made a call o a family member of
Resident #107 and told her that his account was
over $3,000.00. The Resident Trust Statement,
reflected that a payment was made on Resident
#107's behalf for $1,1988.00 on 12/5/2011,
reducing his balance to $3,243.18. She staled
that they continued to have discussion with the
RP whe decided to purchase a funeral plan for
him as well.

The Trust Statement reflectad that another
deposit was made to Resident #107's account on
01/03/2012 for $1,272.00, raising his balance fo
$4,510.863. On 0171272012, a check was sent o
fhe funerat home for $3,243.19, reducing his
balance to $1,267 .44,

2. Resident #38 was admitied to the facility on
$8/17/2004. A copy of Resident #38's Resident
Trust Statement, dates 11/01/2011 to 01/26/2012
was presented by the Business Office Manager
for review. Il revealed that Resident #38 received
a monthly income of $1,067.82, $1,078.00 and
$282.00, tolaling $2,427.82.

On 111032011, her balance was $2,575.66
before a PML payment of $2,388.00 was applied
on 111072011, On 1210212011, her balance had
reached $2,587.08. Her PML was reduced to
$252.00 on 12/05/2011, reducing her balance o
$2,335.08. In January, 2012, her social security
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income was reduced to $2,284.62 a month. On
01/04/2012, she had $4,339.41 in her account. A
PML payment for $2,091.48 was made on
111072012, reducing her bafance o $2,247.93,
On 01/26/2012 at 10:50am, an interview was
conducted with the Business Office Manager.
She explained that started working as the
Business Office Manager on 11/28/2011. On
01/20/20112, she contacted the Medicaid
caseworker and discussed Resident #38's
account balance and verified that it needed to be
spent down. She stated that she was advised to F160
contact Resident #38's family member and
inguire about her medical bills. She spoke to a It is the practice of the facility to
family member on 01/24/2012 whe stated that upon the death of a resident with a
she had unpaid medical bills that he would bring personal fund deposited with the
in, so that they could be applied fo her account. facility, the facility must convey
She shared that she was hoping to meet with the within 30 days the resident’s funds
family member soon. to the individual or probate
F 160 | 483.10(c)(6) CONVEYANCE OF PERSONAL F 160 jurisdietion administering the
5$=0 | FUNDS UPON DEATH resident’s estate.

Upon the death of a resident wilh a personal fund
deposiled with the facility, the faciily must convey
within 30 days the resident's funds, and a final
accounting of those funds, to the individuat or
probale jurisdiction administering the resident's
estate.

This REQUIREMENT is not me! as evidonced
by.

Based on record review, policy review and staff
interviews, the facifily failed to convey resident
frust funds within 30 days, after the death of 2 of
3 residents (Residents #5 and #128). The
findings incfude:

L
Resident #6 chieck was mailed to
the Moore County Clerk of Court,
sent back to the facility with
instructions to send if to
Montgomery County Clerk of
Court. The check was then senf.
Resident #128 check was sent to the
Moore County Clerk, sent back to
the facility with instructions to send
it to Harnett County CSC in
Lillington, NC, The check was then
sent.
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A copy of the facilily's undated Resident Personal
Trust Fund Agreement, staled that "Upon your
discharge or dealh, the balance of your account
will be promptly released to the private paity or
public agency required by law."

1. A record review was conducted with the
Business Manager and it revealed that Resident
6 was admitted to the facility on 10/01/2010. On
10/2G/2011, she expired in the hospital, leaving
$535.68 in her resident trust funds account. A
check for $535.68 was sent to the clerk of courts
on 1/10/2012, payable to her estate.

On 01/26/2012 at 10:45am, the Administrative
Staff #2 was interviewed. She slated that when a
resident dies with a resident trust funds account,
she contacts the family and 1sfls them that they
must produce a death certificate so that she can
submit it with {he refund check {o the clerk of
courts. She shared that the local clerk of courts
will send back thefr check if it is not accompanied
by a death certificate. Therefore she explained,
that there was no limeframe for conveyance of
funds because it all depended on how fast the
family can produce the death certificate,
regardiess if the resident died in the facility or not.

On 01/26/2012 at 2:40pm, the Administrator was
interviewed. She staled that residents with trust
funds must have their funds conveyed within 30
days from the dale of death.

2. A record review was conducted with the

Business Manager and it revealed that Resident
#128 was admitied to the facility on 10/10/2011.
On 1212012011, he expired at the facilily, leaving

'
Il. ‘2' [‘ i‘;ﬂ
An audit was conducted on %Lll

by the BOM and Administrator to
determine if other residents had
been affected by the alleged
deficient practice and any issues
were addressed.

I,

An audit will be conducted monthly
by Administrator and BOM to
ensure compliance with policy to
convey funds within 30 days of
discharge or expiration

IV,
The BOM will report monthly to
the QAPI Committee the results of
conveyance of funds.

02/23/12
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$ 50,86 in his resident trust funds account. A
check for $59.86 was sent 1o the clerk of counts
oh 1/23/2012, payable to his estate.

On 0172612012 at 10:45am, the Administealive
Staff #2 was interviewed. She stated that when a
resident dies with a resident trust funds account,
she contacts the family and felis them that they
must produce a death cerlificate so that she can
submit it with the refund check fo the clerk of
courls. She shared that the local clerk of courls
will send back their check if it s not accompanied
by a death certificate. Therefore she explained,
that there was no timeframe for canveyance of
funds because it all depended on how fast the
family can produce the death certificate,
regardless if the resident died in the facllity or not.

On 01/26/2012 al 2:40pm, the Administrator was
interviewed. She stated that residents wilh trust
funds must have their funds conveyed within 30
days from the date of death.

F 161 | 483.10{c)(7) SURETY BOND - SECURITY OF
g5=p | PERSONAL FUNDS

The facilily must purchase a surely bond, or
otherwise provide assurance salisfactory to the
Secretary, to assure the secusily of all personal
funds of residents deposited with the facility.

This REQUIREMENT s not met as evidenced
by:

Based cn record review and staff interviews, the
facility falled 1o ensure that the surety bond for the
resident trust funds account had adequate
coverage. The findings include:

o PROVIDER'S PLAM OF GORRECTION x5
PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
- DEFICIENGY)
F 160
F161
F 161
It is the practice of the facility 1o
maintain s swrety bond to assure
the security of all personal funds of
residents deposited with the
facility.
L
No one resident was identificd as
having been affected by the alleged
Frciily ID: 923320 if continuation sheet Page 10 of 26
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On O1/26/2012 at 10:45am, & record review was deficient practice.
conducted wilh the Businass Office Manager and
the Adminisirative Staff #2. A copy of the current IL
Surety Bond was reviewad and it revealed that Each resident had a potential to
the resident trust fund was listed as obligee. The have been affecfed by the alleged
bond hadt an increase on 07/01/2009 from deficient practice.
$25,000.00 to $35,000.00. H was also renewed
on 09/01/2011. 111.
A new surety bond has been
The Business Manager shared that she was hired obtained on 2/8/12 in the amount of
on 11/28/2011 as she produced coples of the $50,000 to ensure resident funds
November, 2011 through January, 2012 financial are protected, _
summaries of resident trust fund for reviev;, A The Administrator and BOM will
Resident Trust Funds bank statement, with dates . . ,
ranging from 14/30/2011 through 12/30/2014, had ;ﬁ‘g:ﬁ‘; ;ﬁf{‘)’l‘::::sl’(;‘('ﬂ:‘;t"f}:'c‘:é'{:Eﬁl‘et"
a ledger balance with sums totaling $35,869.11 to amount of the surety bon; d
$45,568,93. )
A Resident Trust Funds Account Reconciliation X 1V,
report, dated 12/31/2011 revealed that the total ﬁq}:;}‘c‘;“aﬁgtﬁﬁg‘;ﬁ aceount
amount racefved was $41, 376.87. will be reviewed during the
The Residant Trust Sumimary Report, dated QAP meeting to ensure adequate
01/25/2012 documented that the account had a monitoring.
balance of $29,287.71, howsver during the :
month; it had a total of cash receipis of 02/23/12
$46,219.04 and disbursements of $48,405.62.
The Administrative Staff #2 stated during this
review that residents who are new admissions
are strongly encouraged to open up Resident
Trust funds accounts, so there had been an
increase in aclivity since the last rider to increase
the bond. She stated thal she would relay lo the
Administralor that another rider might have lo be
issued in order to Increase the funds covered in
the Resident Trust account.
F 164 | 483.10(e), 483.75{))(4) PERSONAL F 164

FORM CMS-2567(02-89) Pravious Versions Obsolete

Event [D: MLJV13

© Facilily §0: 923320

I conlinuation sheet Page 11 of 26




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

PRINTED: 02/09/2012
FORM APPROVED
OMB NO. 06638-0391

FORM CMS-2567(02-99) Previous Versiens Obsolele

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORREGTIGN IDENTIFICATION NUMBER: COMPLETED
A BUILDING
C
345177 e 01/26/2012
NAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P GODE
MANOR CARE HEALTH SVCS PINEHURST 206 RATTLESNAKE TRAIL
PINEHURST, NC 28374
(*41b SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTIGN )
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR1.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Fiod
F 164t Continued From page 11 F 164
$5=D | PRIVAGY/CONFIDENTIALITY OF RECORIDS It is the practice of the facility to
) ‘ , provide personal privacy to include
The resident has the right to personal privacy and accommodations, medical
confidentiality of his or her personal and clinical treatment writte’n and telephone
)
Fecords. communications, personal care,
Personal privacy includes accommodations, V'Si.tds’ atud .mcctmgs of family and
meadical treatment, written and telephone restdent groups.
communications, personal care, visits, and 1
meetings of family and resident groups, but this ] . d !
does not require the facility to provide a private Aide that provided care to
room for each resident, resident#104 was in-serviced ‘1:1 by
the ADNS on 1/26/12 on providing
Except as provided in paragraph (2)(3} of this privacy while performing care.
section, the resident may approve or refuse the
release of personal and clinical records lo any IL
ingdividual outside the facllity. Each resident has the potential to
be affected by the alteged deficient
The resident's right o refuse release of personal practice.
and clinical records does not apply when the
resident is transferred o another health care 111
institution; or record release is required by law. In-service training was completed
for certified nursing assistants
The facility must keep confidentiat alt information prior to 2/23/12 by the ADNS on
centained in the resident’s records, regardless of providing privacy while
the form or storage methods, except when performing care. All nursing
release is required by transfer to another assistants were in-serviced,
healthcare institution; law; third party payment
conlract, or the resident. The ADNS or Assistant Director of
Nursing will perform random
. . rounds {of actual care being given
This REQUHREMENT is not met as evidenced on all slgil‘ts to include we eifeﬁ ds )
by:
Based on observation, staff interview and record
review, the facility failed to provide privacy during
an observation of urinary catheter care for one (1)
of three (3) residents (Resident #104). Findings
included:
EventID:MLIVTE Faciily ID; 923320 )f continuation sheet Page 12 of 26
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Resident #104 was originaily admilted to the
facility 05/40/2011. Cumulative diaghoses
included: Dementia without behavioral
disturbance, anxiety and deprassion,

A Quarterly Minimum Data Set (MDS) dated
1711172 indicated Resident # 104 had a urinary
catheter. Extensive assistance was required for
bed mobility, personal hygiene and toilet use.
Total dependence was required for dressing and
bathing.

During an observalion on 1/26/12 at 1012 AML,
Nursing Assistant (NA} #3 was chserved
providing urinary catheter care for Resident #
104. The resident lived in a private room. There
was one window in her room that had blinds and
was facing the front entrance of the property.
There were no vehicles noled at the main
entrance at the beginning of the procedure. NA
#3 pulled back the covers, opened the incontinent
brief and exposed {he perineal area and urinary
catheter. The window blinds remained open
during perineal/ catheter care. Atthe completion
of the procedure, there was one car noted at the
main enfrance of the facility with the vehicle
facing Resident #104’s window. On completion
of perinealf catheter care, NA 13 was asked
regarding the window blind being cpen during
perineal care. She staled she should have
closed the blind but just forgot.

On 1/26/2010 at 1:45 PM, the Director of Nursing
confirmed that the window blind should have
heen closed when care was given.

F 226 | 483.13{c) DEVELOP/IMPLMENT

g5=p | ABUSENEGLECT, ETC POLICIES

F 164

F 226

weekly for two (2) weeks, then
monthly for three (3) months. An
audit too} was developed for the
purpose of patient care with
privacy.

1v.
The Human Resource Director will
report annually in December on the
completion of Resident’s Rights in-
service training by staff. Resulis of
audits will be reviewed in monthly

QAPI meeting.
02/23/12
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The facllity must develop and implement written
policies and procedures that prohibit
misireatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT s not met as evidenced
by:

Basad on record review, and staff interview, the
{acility failed to investigate and to report an
allegation of misappropriation of resident's
property for 1 {Resident# 74} of 4 allegations of
abuse, neglect and misappropriation of resident's
properly reviewed. The finding includes:

The facility's policy on abuse, neglect and
iisappropriation of resident's property dated
07402199 was reviewed, The policy under
investigation read in part, “The administrator and
the abuse prevention ccordinator ase to be
responsible for the inilial reporting, investigation
of alleged violations and reporting of resulls to the
proper authorilies. The center must have
vidence that all alleged viotations are thoroughly
invesfigated, and must prevent further potential
abuse while the investigation is in progress’”.

Resident #74 was admilled to the facility on
12443111 and was re-admitted on 12/26/11 with
multiple diagnoses including Cerebrovascular
Accident {CVA), Hypertension, Diabeltes Mellitus
and Congestive Heart Failure.

The MDS assessment dated 12/20/11 indicated
thal Resident #74's cognitive status was intact
and had no behavior problem.
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It is the practice of the facility
develop to and implement written
policies and procedures that
prohibit mistreatment, neglect and
abuse of residents and
misappropriation of resident
property.

L
Report and investigation submitted
to state agency on 1/30/12,

1L
Each resident has the potential to
be affected by the alleged deficient
practice.

ADNS and Administrator will
investigate any allegations of abuse,
neglect and mis-appropriation of
funds will be invested and
submitted to the state per reporting
guidelines.

111.
A review of the facility and
state/federal regulations on Abuse
and Neglect Policy and Procedure
has been reviewed by the
Administrative Staff to ensure
understanding of reporfing
requirements. In-service of all
administrative staff was compieted
on 2/15/12 by the Administrator
and ADNS.
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On 01/24/12 al 10:00 AM, Resident #74 was
interviewed. She slaled that she had lost money
a waek and a half ago and she had reported i to
the office. She further stated thal the facility had
informed the police who came and interviswed
her. She added, "] want my money hack.”

Review of the concern form compieled by the
facility revealed thal on 01711112, Resident #74
had reported that she was missing $700 from her
drawer that her sister had given her on 011091 2.
The form indicated that the police department
was notified, The form did not indieate that the
allegation was reperied nor was investigated.,

On 01/26/12 at 8:03 AM, the Director of Nursing
was interviewed. She stated thal she did not
reporl the altegation to ihe state and she did not
do an intermal investigation. She further indicated
that she had reporled i to the police and the
police would do the investigation.

On 01726012 al 9:50 AM, the social worker was
inlerviewed. She staied thal she was aware of
{he resigent's allegation about the missing money
and that the police was notified. She further
stated that the facility did not do the internat
investigafion because the police would do it. She
also indicated that the administrator and the
Direclor of Nursing were responsibie for the

reporiing.

On 0412612 al 10:05 AM, interview with the
adminisiralor was conducled. She slated that
she should have reported the allegation of
misappropriation of resident's property to the
state bul did not. She also stated that she had

Investigations will be reviewed
monthly during the QAPI meeting.

02/23/12
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reported the aflegation to the police and the police
would do the investigation by interviewing the
staff members.
F 241 | 483.15(a) DIGNITY AND RESPECT OF F 241 F241
s5=p | INDIVIDUALITY

The facility must promote care for residents in a
mannar and in an environment that maintains or
enhances each resident's dignity and respect in
full recognitions of his or her individuality.

This REQUIREMENT s not mel as evidenced
by:

Based on record review, observation and staff
interview, the facliity failed to promote dignity
while dining by allowing resident to pick up food
from the floor and to feed self with a dirty spoon
for 1 (Resident # 64) of 2 sampled residents. The
findings include:

Resident #64 was admitted to the facility on
02/24/09 with multiple diagnoses including
Huntington's chorea, a neurodegenerative genetic
disorder that affects muscle coordination. The
guarterly Minimum Data Set {MDS) assessment
dated 14/20/1 1 indicated that Resident #64 had
moderate cognitive impairment, needed

extensive assist with eating and no behavioral
symploms and no rejection of care noled.

The care plan dated 12/20/11 included (prablem)
ADIL {activily of daily living) self care deficit as
evidenced by need for assistance relaled to
disease process, {goal} will receive assistance
necassary to meet ADL needs AEB {as
pvidenced by) clean, neat well dressed

It is the practice of the facility to
promote care for residents in a
manner and in an environment that
maintains or enhances each
resident’s dignity and respect in
full recognition of his or her
individuality.

L
Resident #64 was evaluated on
2/21/12 by SLP. Diet downgraded
to Pureed diet with thin liquids.
Sereened by OT on 2/22/12 with
recommendations for short and
long term goals for increased
independence in ADL self- feeding,
Prior to completion of therapy
services, staff will be trained by
therapy on resident’s needs for
continued independence in ADL
self-feeding.

1L
Prior to 2/23/12, other residents
(needing extensive assistance with
meals) that have the potentiai to
have been affected by the alleged
deficient practice, have been
reviewed by therapy and nursing
and appropriate assistive devices
have been put in place.
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appearance thra next review and {approaches)
assist with daily hygiene, grooming, dressing, oral
care and eating as needed.

On 01/23/12 at 5:10 PM, Resideni #64 was
observed sitling on a broda chair on the front
table of the dining room. She was cbserved to
have continuous involuntary movements of her
upper and fower extremities, Her funch tray was
in front of her with a can of soda and a gass of
water. She was observed lo spill the whele glass
of water on the table (table cloth was wet).
Resident #64 was frying to feed self but was
having difficulty picking up the spoon. She was
able to feed self but most of the food was spilled
1o the table and to the floor. 1t was observed that
her spoon fell on the floor several times and she
picked it up and she fed herself again with same
spoon. There was no staff member observed to
supervise the resident during the whole dining
observation.

On 01123112 at 5:56 PM, NA #1 {nursing
assistant) was interviewed. She staled that
Resident #64 was able to feed herself but was
spilling food on the floor every meal due to the
involunlary movements. NA #1 stated fhat there
was no staff member assighed to
assis/suparvise the resident because she did not
want to be fed,

On 01/24142 at 12:00 PM, Resident #64 was
observed during lunch. She was sitling on a
witeelchair on the front table of the dining room.
Her funch tray was in front of her with a can of
soda and a glass of tomato juice. She was
abserved to have continuous involuntary
movements of her upper and lower exlremities.

experience.

1v.

2/23/12

Staff has been in-serviced by ADNS
on dignity and respect for
individuality, and the needs of
resident #64 during the dining

- Dining room observations will be
completed and documented daily
by Administrative Staff daily for
two (2) weeks, then two (2) times
weekly for two (2) weeks, then
monthiy for three (3) months.

ADNS will bring resulfs of the
dining observations to the monthly
QAPI meeting for review.
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She tried to feed herself but had difficully
grabbing the spoon. When she was able to grab
the spoon and fed herself most of the food spilled
to the table and to the floor. She was observed
several times to pick up food from the floor and
put it in her mouth. It was also observed that her
spcon fell 1o the floor at least five times and she
picked it up and used it to feed herself. She was
observed to spill her tomato juice on her tray. On
ane occasion, a staff member who was feeding
anothar resident on the near table saw her
picking up spoon from the floor, she went to
remove the dirty spoon and gave her a new one.

On 01/24/12 al 12:41 PM, NA#2 was
interviewad. She stated that the resident was
able to foad herself and did not want to be fed.
She also stated that she has always spilled
tood/drink and has picked up food/spoon from the
floor.

On 01/26/12 at 2:54 PM, the MDS Nurse was
interviewed. She staled that she had observad
Resident #64 oating in the dining room during
meals and she acknowledged that it was notina
dignified manner. She spitled food everywhere.
She staled that she would discuss it in the
morning meeting and see what could be done o
maintain her dignity while allowing her to eat
independently.

F 318 | 483.25(e)(2) INCREASE/PREVENT DECREASE
as=n | IN RANGE OF MOTION

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of molion receives
appropriate treatment and services to increase
range of motion andfor fo prevent further

F 241

F318

1t is the practice of the facility
based on the comprehensive

Faig!  assessment of a resident, the facility
must ensure that a resident with a
limited range of motion receives
approepiiate treatment and services
to inerease range of motion and/or
to prevent decrease in range of
motion.
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decrease inrange of motion.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and siaff
inlerviews, the facility failed to maintain
therapeutic interventions for 1 {Resident #122) of
3 residents, identified with conlrackures.

The findings include:

Rasident #1122 was admitted to the facility on
811212010 with the following cumulative
diagnoses: muscle weakness, cerebrovascular
accident and diabstes mellitus type #. On his
quarterly Minimum Data Set (MDS} dated
11/15/2011, he was coded as having memory
problems wilh moderate impaiment in cognitive
skilts for decision making. He also had weakness
on one side of his upper and lower extremities.

On 12312012 at 4:47pm, Nurse # 4 was
interviewed. She stated that Resident #122 had a
contracted left arm and that he did not wear a
splint and that he used to receive therapy.

On 4/25/2012 al 9:00am, Resident #122 was
observed lying in bed; a splint was nof present on
his teft arm.

On 1/25/2012, a record review was conducted,
and revealed that on 8/31/2016 an Occupational
Therapy Consultafion Evaluation was completad
and assessed Resident #122 as having a
contracture on his left finger, and and elbow.
The recommendation was for him to receive
occupational therapy to address the problems

Monthly an 802 Matrix will be

Resident#122 has been evaluated
by the therapy department and is
now on the therapy department
caseload.

IL
An awdit was completed prior to
2/23/12 on residenis to identify
those with contractures. Residents
identified with contractures have
been screened by therapy and
picked up for treafment as ordered.

11l
Admissions are reviewed in the
Morning Meeting by the
Interdisciplinary Team. The
Director of Rehab or designee will
evaluate any resident identified on
nursing 24 hr report as having
difficulty with Range of Motion
and sereenfevaluate as appropriate.

Iv.

reviewed during the QAPI meeting
to assist in identifying residents
with new issucs in ROM. Residents
were placed on a Restorative
program as appropriate,

02/23/12
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with his left side weaknass in order fo maximize
his functional return to independence. The plan of
care, inciuded thal Resident #122 would tolerate
a loft wrist splint for 4 hours a day.

On 9/14/2010, an Occupational Therapy (OT)
Summary was completed on Resident #122, it
read that Resident #122 received occupational
therapy three times a week before having left
elbow fracture and a sfing placed for protection.
Resident #122 was placed on hold for therapy as
of 911372010, Therapy would await the resulls of
his orthopedic visit on 9/16/2010, to learn of any
restrictions for therapy. On 9/21/2040, the OT
summary reparied that Resident #122 left arm
was placed in a casl and had an ace handage
wrap applied. The recominendation was for him
lo recelve no therapeutic interventions for two
weeks until his next orthopedic appointment.

On 9/28/2010, the OT Summary reported that
Resident #122 would continue to recaive no
therapeutic interventions, since the orthopedic
surgeon had restricted the use of left upper
exiremities until the next appeintment. Resident
#1972 was noted to be making good progress with
solf-feeding and Activities of Daily Living transfers
with reminders, and was discharged from therapy
on §/29/2010.

A Physician ' s Progress Nofe, dated 10/6/2011
revealed that Resident #122 had contractures
present on his left upper extremity.

A Care Pian, dated 12/2/2011, identified that
Resident #122 was at risk for pain refated to a
contraciure of his feft hand. Interventions to be
used included, pain control with medication and

A BUILDING
B. WING lC
348177 01/26/2012
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
205 RATTLESNAKE TRAIL
MANOR CARE HEALTH SVCS PINEHURST
PINEHURST, NC 28374
ROl SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (%6)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMAHON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 318 | Continued From page 19 F 318

FORM GMS-2667(D2-99) Previous Versions Obsolete

Evanl (E:MLIVIT

Facifiy I 923320

[ continuation sheet Page 20 of 26




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 02/09/2012
FORM APPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER: COMPLETED
A BUILDING
B. WING c
345177 ) 01/26/2012

NAKE OF PROVIDER OR SUPPHIER

MANCOR CARE HEALTH SVCS PINEHURST

STREET ADDRESS, GITY, STATE, ZiP CODE
206 RATTLESNAKE TRAIL

PINEHURST, NG 28374

x4 1B SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY #UST BE PREGEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION}

F 318 Continued From page 20

reporting any signs of pain to the physician. He
would receive physical andfor occupational
therapy evaluation and treatment, per orders.

On 1/28/2012 at 10:11ain, the Administrative
Staff #3 was interviewed. He shared that
Resident #4122 had a left finger conlracture but
was right hand dominant. He stated that his
original goal during therapy in 2010 was to
strengtiven his self feeding skills. At the lime that
he was enrclled in therapy, he was seeing the OT
therapist 3x a week until he sustained a left elbow
fraciure, then it was suspended because the
orthopedist recommended thal he have no upper
extremity motion. He relayed that afler the
fraclure healed; it wouid be the responsibility of
the nurse to notify therapy of any decline in his
functional abilities.

Administrative Staff #3 continued, siating that
when Resident #122 began therapy in 2010,
there was no baseline measurement taken lo
determine the extent of his contractures. If a new
OT assessment determined that Resident #3122
s coniracture worsened, then therapy would apply
the splint.

On 1/26/12 at 5:30pm, ancther observalion was
made of Resident #122. He was in bed, being fed
by Nurse Aide # 4. Resident #1122 held a rolled
washcloth in his left rand. The nurse aide stated
that he works with Resident #7122 aboul lwice a
weak and had never seen him with a rolled
washclolh or any type of device, ptaced in his
hand. He shared thal Resident #122 fingers on
his left hand are usually contracted.

F 332 | 483.25(m){1) FREE OF MEDICATION ERROR
ss=p | RATES OF 5% OR MORE
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The facility must ensure that itis free of
medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by:

Based on recerd review, observation and staff
interview, the facility failed to maintain thelr
medication error rate 5% or befow by not
following the doctor's orders. There were three
errors of 55 opportunities reslting to 5.45 % error
rate. The findings include:

1a. Resident #143 was admitted to the facilily on
1242211 with muliiple diagnoses including
Diabeles Mellitus. On 12/22/11, the attending
physician had ordered " Novolin 70/30 - inject 5
unils SQ (subcutaneous) with supper for Diabeles
Mellilus, The administration time fisted on the
MAR (Medication Administration Record) was
5:30 PM.

On 01126012 al 4:13 PM, Nurse #1 was observed
{o prepare and to administer Novolin 5 units SQ
o Resident #143.

On 01125/12 at 5:05 P, Nurse 1 was
interviewad. She stated that the resident had not
had supper yet when she administered the
insulin. She stated that the supper cart was
scheduled to arrive on the floor around 5 PM.
She further indicaled that she can administer the
medicalions 1 hour before and 1 hour after the
scheduled time.

1t is the practice of the facility to
ensure that it is free of medication
error rates of five percent or
greater,

1.
Medication times weve corrected
for Resident’s #143 and #61 per
physician’s orders. Medication
error forms were completed for
Resident’s #143 and #61.

IL
An audif of mediations and
administration times was
conducted on 1/27/12 by the
pharmacy consultant and
recommendations were given to
acddress with the physician.
Pharmacy consultant to evaluate
medication administration times
upon monthly visits, MD orders are
reviewed in the Morning meefing.

I
Nursing staff were required as in-
service training to watch the
Medication Administration video
prior to 2/23/12, ADNS to cusure
that all nurses have seen video and
that all new nurses wateh the video,
Video includes training on
administering oral medications, eyc
meds, inhalers, patches and
medications via G tube,
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1b. Resident #143 was admitted to {he facllity on
1222111 with multiple diagnoses including
Diabetes Mellitus, On 12/22/11, the attending
physician had ordered Actos 45 mgs {milligram) 1
tabtet by mouth everyday with dinner for Diabetes
Mellitus. The administration time fisted on the
MAR was 4:30 PM.

On 0125112 at 4:14 PM, Nurse #1 was observed
to prepare and to administer Actos 45 mgs 1
tahiet to Resident #143 with water.

On 04425112 at 5:05 PM, Murse #1 was
interviewed. She stated that the resident had not
had supper yet when she administered ihe Aclos.
She stated thal the supper cart was scheduled to
arrive on the floor around & PM. She further
indicated that she can administer the medications
1 hour before and 1 hour after the scheduled
time.

2. Resident #61 was admitted io the facility on
04/26/11 with muitiple diaghoses including
overactive bladder. On 12/05/11, the attending
physician had ordered Oxybutynin {for overactive
bladder) 10 mgs 1 lablet by mouth everyday
{separate from Potassium by 2 hours}.

On 1211511, the attending physician had ordered
Klor-con (for Hypokalemia) 20 meq {mill
equivalent) 2 tablets by mouth in the morning and
1 tablet by mouth at dinner fime {separate from
Oxybutynin dose by at least 2 hours).

On 01/26/12 at 8:22 AM, Nurse #12 was observed
during the medicalion pass. Nurse #2 was

(x4 1D SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PLAN OF CORREGTION x5)
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TG REGULATORY OR LSG IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENSY)
F 332 Continued From page 22 F 332

ADNS, DCD, or RN Supervisor will
observe medication passes with
nurses on each shift, Medication
pass QAPI audit tool will be used.
5 Random audits (night/day shift,
weekdays/weekend included) will
then be conducted weekly for two
(2) weeks, then monthly times three
(3) months, then yearly prior to
evaiuation to ensure compliance
with medication pass policy.

v,
ADNS or designee wili report
medieation errors to the QAP
Commitiee monthiy for evaluation

of need for continued monitoring,
02/23/12
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observed to prepare and to administer the
resident's medications inciuding Klor-con and
Oxybutynin,

On 01/26/12 at 8:30 AM, Nurse #2 was
intarviewed. She acknowledged that she was not
aware of the order to administer the Klor-con and
fhe Oxybutynin separately by 2 hours apart. She
stated that she would change the timing on the
MAR and she would notify the doclor of the ervor.
483.60(a)(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals o ils residents, or obtain
{hemn under an agreement described in
§483.75(h) of this part, The facility may permit
unlicensed persennel fo administer drugs if State
jaw permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceulical services
{including procedures that asswo the accurale
acquiring, receiving, dispensing, and
administaring of all drugs and biologicals) to meet
the needs of each resident.

The facility must employ or obtain the services of
a licensed pharmacist who provides constiltation
on all aspects of the provision of pharmacy
services in the facility.

This REQUIREMENT is notmet as evidenced

by:
Based on observation and staff interview, the

F 332

F 425

F425

1t is the practice of the facility
provide pharmaceutical services
(including procedurcs that assure
the accurate acquiring, receiving
dispensing and administrating of
all drugs and biologicals) to meet
the needs of each resident.

L
No one resident was identified as
having been affected by the alleged
deficient practice.

1L
Each resident has the potential to
have been affected by the alleged
deficient practice.
Expired and uniabeled vials of PPD
solution disposed of upon
notification of findings. A review of
the med carts and med room did
not reveal any other issues.
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facllity failed to discard a multidose vial of a
tuberculin diagnostic agent thity (30) days after
opening and failed lo date a multidose vial ofa
tuberculin agent when it was apened in one (1} of
two {2) medication storage rooms. Findings
included:

A Facility Medication Expiration Monthly
Inspection Report read in part "#12 PPD (Aplisol}
30 days after opened.”

On 1252012 at 11:00 AM., the rafrigerator on
the Masters/ Heritage nursing unit was inspected.
Observalion revealed one mullidose tubsraulin
{PPD) vial opened and dated 12/11/2011 and one
opened, undated vial of PPD.

PPD is a diagnostic agent used as a skin test for
tubarculosis. The manufacturer's product
information for storage requirements read in part
np vial of PPD which has been enlered and in use
for thirly {30) days must be discarded.” The
manufacturer's label on the PPD vial read
"Discard opened product after 30 days.”
Oxidation and degradation may occur after 30
days resulting in reduced potency and possible
inaccurate test resulis.

On 112512012, at 11:10 AM, Nurse #3 slated the
facility poticy is to date vials when they are
opened and there should have heen a date on the
vial when it was opened. She further indicated
the vial daled 12/14/2011 should have becn
discarded,

On 12512012 at 11:15 AM,, Administrative staff
#1 stated tuberculin vials should be dated when
opened and discarded 30 days after opening.

{X441D SUMMARY STATEMENT OF BEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTICON (X5}
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F 425 1H.

Nursing staff were in-serviced by
ADNS prior to 2/23/12 for labeling
newly opened muiti dose vials and
dating as well as time frame for
usage prior to disposal.

ADNS, DCD or RN Supervisor will
complete an audit for expired
medications on each medication
cart and in medication rooms daily
for two (2) weeks, then weekly for
two (2) weeks then once monthly
for 3 months,

V.

Results of the audits will be
reviewed by the QAPT Committee
for further need of continued

monitoring.
02/23/12
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i€ 018 | NFPA 1017 LIFE SAFETY CODE STANDARD Ko18

S8=E
Dooars protecting corridor openings In other than
required enclosuras of vertical openings, exits, o
hazardous areas are substantiat doors, such as
those constructed of 1% Inch solid-hondet core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke. There Is
no impediment to the closing of the doors. Doors

The statements made on this plan
of correction are not an admission
to and do not constitute an
agreement with the alleged
deficienctes herein. To remain in
compliance with all federal and
state reguiations, the facility has
taken or will take {he actions set
forth in this plan of correction.
The following plan of correction

- arevrovldedwith-afmean&suitame--fer-keeping
the doar closed. Dutch doors mesting 19.3.6,3.6
are permitted.  19.3.6.3

Raller latches are prohibited by CMS regulations
in all health care facillties.

This STANDARD is not met as evidenced by:
Surveyor: 27871
Based on observations and staff interview at
approximately 8:30 am onward, the following
itemns were noncompliance, specific findings
include: residents bedroom doors 129 and 133
would not close and latch for smoke tight seal.
Also door to bedroom 131 had gap at top of the
door between the door and it's frame.

42 GFR 483,70(a)

NFPA 101 LIFE SAFETY CODE STANDARD K025

K 025

S8=E
Smoke barriers are constructed to provide at

of compliance, All atleged
deficiencics cited have been or will
e corrected by the date or dates
indicated.

X018

Criteria One:

What corrective action{s) will be
accomplished by the facility te
correct the alleged deficient
practice;

Doors for resident room numbers
129,133, and 131 have been ordered
and will be replaced as soon as they
are received,

Criteria Two3

How you will identify other life
safety issues having the potential fo
affect residents by the same alleged
deficlent practice and what
corrective action will be taken;

An audit has been completed on all
resident room doors. Any area of
concern will be corrected.

constitutes thefaeility’s allegation ——

TRORATORY DIREGTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S BIGNATURE

A il i) Bdneriaiate.)

TTLE

e 9

(X6) DATE

H/ 2

ay deficlency statement ending with an asterisk {*) denoles a deficlency which the Institution

her safeguards provide sufficlent proteclion to the patients. (Gee Inslrugtions.) Except for nur
llowing the date of survey whether or not @ plan of correction s provided. For nursing homes,
1ys following the dale these documants are mads avaliable to the facllity. 1f deficlencles are ¢ie

ogram pardicipation.

may b
sing homaes,
the above findlngs and plan

o excused from correcting providing It is deteimined that
the findings stated above are disclosable 80 days
s of correctlon are disclosable 14
d, an approved plan of correction Is requisite te continued
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: Criteria Three:
K 025 | Continued From page 1 K025 What measures will be put info
least a one half hour fire resistance faﬁng in p[ﬂce or what systemic changes you
accordance with 8.3. Smoke barriers may will make to ensure that the alleged
terminate atan atrium Wa“. Windﬂws ale deficient p]*acﬁce does nof recur;
protected by fire-rated glazing or by wired glass
panEIS and Siee[ fl‘ames. A minimum of two An audit will be co‘“p!cted
separate compartments are provided on each quarterly by the Maintenanee
floor. Dampers are not required in duct Divector to identify doors with
peﬂeifaﬁons Cf Smoke bal‘f‘iers E!‘t fuliy ducted gl-eatel- than 1/8 gap in closuie,
heating, ventilating, and air conditioning systems.
N 19_37T3,_19_3._?=5,?9.1.6.6:19.146'4 ) T Cyiteria Four: -
How the corrective action(s) will be
mentiored fo ensurc the alleged
deficient practice will nof recur,
j.e., what qualily assurance
This STANDARD is not met as evidenced by: program will be put into place;
Surveyor; 27871
Based on observations and staff interview at The quarterly audit will be added
approximately 8:30 am onward, the following fo the monthly Quality Assurance
items were noncompliance, specffic findings and Assessment Committee (QAPL)
include: smoke barrier had unsealed openings in to be review and further follow up.
wall which were not seal to maintain the
construction rating(on half hour) of building. An extension of 8 weeks
Locatlon of smoke barrier is at room 113 and has been requested for
114, completion of K018,
42 CFR 483.70(a}
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038
88=F
Exit access Is arranged so that exits are readity K025
accessible at all times in accordance with section X
71, 1921 Criteria One;
What corrective action(s) will be
accomplished to correct the alleged
deficient practice;
Smoke barriers at room 113 and
This STANDARD is not met as evidenced by: 114 have been sealed as of 2/28/12,
Surveyor, 27871

I CMIS-2667{02-90) Pravious Versions Obsclela
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CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES X1 PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCGTION ()'(3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED

) A, BUILDING o1 - MAIN BUILDING 01
) B. WING
345177 02/24/2012

NAME OF PROVIDER OR SUPPLIER
MANOR CARE HEALTH SVCS PINEHURST

STREET ADDRESS, CITY, STATE, ZiP CODE
205 RATTLESNAKE TRAIL
PINEHURST, NC 28374

PROVIDER'S PLAN OF CORREGTION

if there is an automatlc sprinkler system, It Is
installed in accordance with NFPA 13, Standard
for the Instaliation of Sprinkler Systems, to
provide complete coverage for all porilons of the
bullding. The system is properly maintained In
accordance with NFPA 25, Standard for the
Inspection, Tesling, and Maintenance of
Water-Based Fire Proteciion Systems. [t s fully
supervised. There is a reliable, adequate water
supply for the system. Reguired sprinkler

systems are equipped with water flow and tamper '

switches, which are electrically connected to the
huilding fire atarm system,  18.3.5

This STANDARD is not met as evidenced by:
Surveyor: 27871

Based on ohservatlons and staff interview at
approximately 8:30 am onward, the following
itemns were noncompliance, specific findings
include: tamper switch failed to give an
audile/visual signat at fire control panel on
test{riser roomy). .

42 CRT 483.70(a)

(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D {8)
PREFIX (EAGH DEFCIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGY)
K 0381 Continued From page 2 ‘ K 038 Criteria Two!
‘Based on observatlons and staff interview at How you will identify other life
approximately 8:30 am onward, the following safety issucs having the potential to
itlems were noncompliance, specific findings affect residents by the same alieged
include: facility does not mest requirements for deficient practice and what
Delayed Egress locking system. Facility does not corrective action will be taken;
have the capability of unlocking doors by a signal : .
at nurse station. Surveyor and Maintenanece
Dirvector did a walk through to
42 CFR 483.70(a) jdentify other unsealed smoke
K056 | NFPA 101 LIFE-SAFETY-COBE STANDARD—| - ~K-056 barrfers, None were found. 3
88=F

Criteria Three:

What measures will be put into
place or whai systentic changes you
will make to ensuyre that the alleged
deficient practice does not recur?

A yearly audit of all smoke wall
systenis will be condueted by the
Maintenance Direclor. Any
penetrations will be sealed fo
ensure maintenance of smoke wail
sysfem,

Criteria Four:

How the corrective action(s) will be
mounitered to ensure the alieged
deficient practice will not recur,
i.e,, what quality assurance
program will be put into place;

The yearly audit of the smoke wall
system will be reviewed hy the
QAPI committee for further follow

up.
479/12
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PRINTED: 02/24/2012
FORM APPROVED
OMB NO. 0938-0391

Means of egress are continuously maintained free
of all obstructions or impediments to full Instant
use In the case of fire or ofher emergency. No
furnishihgs, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD s not met as evidenced by:
Stiwveyor, 27871

Based on observations and staff interview at
approximately 8:30 am onward, the followlng
items were noncompliance, specific findings
inciude; storage of wheelchairs and chairs were
in corrldor reducing width of exit egress fo exit
access(rehab. half)

42 CER 483.70(a)

CENTERS FOR MEDICARE 8 MEDICAID SERVICES
| STATEMENT GF DEFIGIENGIES {X1} PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION X3} ggg&% fEUTIE\{}EY
Al N
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER A BUILDING 01 - MAIN BUILDING 01
, WING
345177 B WiN 02/24/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2056 RATTLESNAKE TRAIL
MANOR CARE HEALTH SVCS PINEHURST PINEHURST, NC 28374
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES n PROVIDER'S PLAN OF CORREGTION X6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
Conlimusd 1% 4
K 072| NFPA 101 LIFE SAFETY CODE STANDARD K072 ERALA LD . /ﬂ? i
58=E

FORM CMS-2567(62-99} Previous Versions Obsolsle

Event ID:MLIV21

Facllily 1D: 923320
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Ka38

Criteria One:

What corrective action(s) will be
accomplished by the facility to
correct the alleged deficient
practice;

We have contracted with South
Med for hard wired control
switches to be placed at each .
nuarse's statjon. .o

Criteria Twe:
Hovr you will identify other life -
safety jssues having the potential to
affect residents by the same alleged
deflcient practice and what

. corrective action will be taken;

For further security meagores a
wireless trangmitter and controlier
wilt be placed at the reception desk
to control access to the building,

. : Criterfs Thres
‘ ) What measures will ba pul into
place or what systemic changes you
will malke to engure that the alleged
defictent practice does not recur?

New panic bars have been added on
- all resident halls to prevent
entrance {rum the outside,

Criteria Four:

How the corrective action(s) will be
monitored to ensure the allogad
deficient practice will not recur,
i.e., what quality agsurance
program will be put jnte place;

Al doors are sudited weekly by the
Maintenance Director for
operation und proper release, The
audits will be reviewed monthly
during the QAPI meeting for
further follow up.

419112
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K056

Criterie One: ,
What corrective action(s) will be
accomplished by the facilify to
correct the alleged deficient |
practice;

Simplex Grinne) has been
contracted to replace the faulty
tamper switch,

Criteria Two: .
How you will identify other life
safety issues having the potentis! lo
affect residents by the sgame alleged
deficient practice and what
corrective action will be talen;

‘An audit was done by the
Maivtenance Director and Simpex
Grinnel Reépresentitive to ensure
that all safety deyices were working

properly.

Criteria Three:

What measures will be put into
place or what systemic changes you
will tiake (0 ensure that the
_alleged deficient practice does not
recur?

Mainfenance Pircctor to engure the
items are checked during the
quarterly and annual sprinller
inspections. Both paviies will be
required to sign off items have been
checked,

Criteria Hour:

How the corrective action(s) will be
monitored fo ensure the alleged
deficient practice wili-not reeur,
i.o., what quality agsurance
‘program will be put into place;

Resuits of quarterly and annual
sprinider inspections are to be
reviewed by the QAPT commitice
to ensure compliance,

4/9/12
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K072

Criteria Qne:

What corrective action(s) will be
accomplished by the facility to
correct the alleged deficient
practice; .

" Al devices were removed (rons the
corridor.

Criteria Two: Co

How you will identify othor Jife.
safety issues having the potentisl ¢o
affect residents by thie same alleged
deficien( practice and what

© torrective action will be taken;

A walk through of the building by
the Surveyor and Maintenance
Director did not reveal any other
-areas reducing width of exlt egress
fo exit access, :

Criteris; Three:

What measures will be-putiuto.-.

place or what systemic changes you
will make to ensure that the alleged
deficient practice does not recur?

In-gervice traning for facility staff
will be completed prior to 4/9/12 on
keeping corridors free of
obstructions.

Monitoring of the back hall will be

. added to the daily maintenance
cheel Jist of doors to ensure the
alleged deficient practice has
resolved.,

Criteria Four:

How the correcfiva action(s) will be
monttored to ensure the alleged
deficient practice will not recur,
i.e., what quality sssurance
program will be put into place;

Maintenance Director will bring to
the monthly QAP meeting the
results of the hall monjtoring for
review

4/9/12 -




