PRINTED: 08/31/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDRICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
8. WING
345504 08/29/2012
NAME OF PROVIDER OR SUPPLIER STREET ADBRESS, CITY, STATE, ZIP CODE
J ARTHUR DOSHER MEM HOSP 924 N HOWE STREET
SOUTHPORT, NC 28461
X410 | SUMMARY STATEMENT OF DEFICIENGIES b PROVIDER'S PLAN OF CORRECTION : (X5}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 :
| i '
| :
- The facility is in compliance with the :
requirements of 42 CFR Part 483, Subpart B for | !
- Long Term Care Facilities (General Health i | !
. Survey). Event 1D CT7011. f
|
|
_ i
i
| ‘
|
|
|
. |
| i
! i
i
I j
! |
i l ! :
i ‘ | ;
i | |
| | 5
| | : i
| ! :
| ' '
! | : 1
i | ] :
| i . |
i \ , i
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. If deficiencies are cited, an approved plan of correction Is requisite to continued

program participation.
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K 000 | INITIAL COMMENTS ' ' K000

Surveyor: 27871

This Ufe Safety Code{LSC) survey was
conducted as per The Code of Fedaral Register
at 42 CFR 483.70(2); using the Existing Haalth
Care section of the LSC and its referenced
publications. This building is Type V construction,
one story, with a complete automatic sprinkler
syatam. Facility is using NCSBC special locking In

faciiity.
The deficiencies determined during the survey
are as follows: . ;

Iégf; NFPA 101 LIFE‘SAFETY CODE STANDARD K052 Dosher has contracted Keller’s, a
A fira alanm system required for life safefy Is fire slarm contractor b replace
Installed, tested, and mainfained in accordance the disler with a new I e that will
with NFPA 70 Natlonal Electrical Code and NFPA detect any conmunicdon

72. The system has an approved maintenance . .
and testing program complying with applicable failures. It will repory r..\uble to
requirements of NFPA 70 and 72,  9.6.1.4 the fire alarm panel (Rt is

manaed 24/7. Contrapfor will do
an annual total systeog theck and
report to Director of Int
Operations. 1t will bgjihstalled
10/30/12. 10/30/12

This STANDARD s not met as evidenced by:
Surveyor: 27671

Based on observations and staff interview at
approximately 8:30 am onward, the following
items were noncompiiant, specific findings
include: thers was no audible/visual signal at Fire
Alarm Control Panel with loss of telephone
connaction.

(ABORATORY y's ORFRO UFPLIER REPRESENTATIVES SIGNATURE TLE y )P 71 {XE) DATE
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Any doficlency statament ending with an astarsk (*) dsnotes a deficlency which the instilution mgy ba sxcused from correciin%: foviding it fa datermined that

othor sateguards provide sufficient protection fa the patients, (Ses instructions.) Exzept for nursing homes, the findings stateqspove am disclosable 90 days
following the date of survey whather or not a plan of corraction Is providad. For nursing homes, the above findings and plans ¢ forrection sre discloseble 14
dayz following the dale thess documents ara mada available to the facilty, |f deficlencles are cited, an approved plan of comeftbn Is requizite o continued

piogram participation, . . G LJ

FORM CM3-2607(02-93) Previous Versions Obsolete Event 1D:CT7021 Fadlﬂy}l{ﬁﬁw @ l§cantinuatlon sheset Page 10of3
: aq




1-3p-20i2 11:63 NURSING RDMIN 9184544712

PAGE3

PRINTED: 10/512012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
_CENTERS FOR MEDI|CARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CUIA (X2) MULTIPLE CONSTRUCTION x3) gg;% fgrf}_:\gﬁ‘f
AND PLAN OF GORREGYION IDENTIFICATION NUMBER: ABULDING  0f- MAIN BUILDING 01
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04} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CCORRECTION %9
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION HOULD BE CORPLETION
TAG - REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO YHEAPPROPRIATE
DEFICIENCY)
K052} Continused From page 1 K 052
42 CFR 483.70(a)
K 056 NFPA 101 LIFE SAFETY CODE STANDARD K 058
SS=E .
if there is an automatic sprinkler system, itis
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkier Systems, to
provide complete coverage for all portions of the
building. The system [s propery maintalned in
accordance with NFPA 25, Standard for the
inspection, Testing, and Maintenance of :
WaterBased Fire Protection Systems. Itis fully Dosbier hias contracted
supervised, There is a rellable, adequate water Sinaplex/Grinnell to rgace ane
supply for the system. Required sprinkler head in south sun roogijand to
systems are equippad with water flow and tamper I d inspect all Hedds in
switches, which are electrically connected to the ¢ eanim Cm tp -
building fire alarm system.  19.3.5 Nursing Center, Q M
inspections will be doyqby the
contractor and reportgd to the
Director of Plaut Opeldtions 11/09/12
This STANDARD ia not met as evidenced hy:
Surveyor. 27871 ‘
Based on observations and staff interview at
approximately 8:30 am onward, the following
itams were noncarpliant, spacific findings
include: sprinkier heads in recreation Centor and
HfA Convenience Genter have excess lent build
up on heads,
42 CFR 483.70%(a)
K 076 | NFPA 101 LIFE SAFETY CODE STANDARD K Q76
§8=D
Madical gas storage and adminlstration areas are
protected in accordance with NFPA 99,
Standards for Health Care Faciliias.
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K 076 | Conlinued From page 2 Ko76

{a} Oxygen storage locations of greater than

3,000 cu.ft. are enclosed by a one-hour

separation.

P " Staff has been re-cducﬂ d o the

(b} Locations for-supply systems of gieater than jimportance of staring Prygen £

3,000 cu.ft, are vented to the outside, NFPA 99 tandcs i their respectifglplace, Kull

43112, 18.3.24 : .

with full and empty Wjth empty.

Director of Nursing §pnter or
designee will monitof prith
observation on dailyypunds. 10/12/12

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

Based on observations and steff interview at
approximately 8:30 am onward, the following
items were noncompliant, specific findings
include: empty cylinders ware mix in with full
cylinders at North side nursing station,

42 CFR 483.70(a)
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