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STANDARD DiSCLAIMER:
ITIAL F 000
F000 INITIAL COMMENTS The Plan of Correction for this alleged deficient
practice is provided as a necessary requirement
No deficiencies were cited as a result of the of continued participation in the Medicare and
complaint investigation survey of 12/20712. Event Medicaid program(s) and does not, in any
' ID# 5XYD11 manner, constitute an admission to the validity of
j ) the alleged deficient practice(s}.
F 241, 483.15(a) DIGNITY AND RESPECT QOF F 241,

$S8=D  INDIVIDUALITY
Resident #'s 57 currenlly has a signed consent
acknowledging the facility may post medicat

The facility must promote care for residents in a ‘ oot 4
information, in a coded format (e.g. 'care b?ar‘),

manner and in an environment that maintains or i in the resident's room, Resident #72 dischjrge d

enhances ??Ch res-ident's di.gni‘ty' and respect in ! from the facility to an Assisted Living Facili y on
full recognition of his or her individuality. i : 01/02/2013.

For those residents having the potential to be

This REQUIREMENT is not mat as evidenced . ; affected by the same alleged deficient practice,
all residents andfor their responsible party

by: . . . . received a Consent and Acknowledgement for
Based on observations, resident interview, Postings Related to Resident Care by mail.
medical record review and staff interviews the Individuals for whom the facility has not recéived
facility failed to obtain consent for posting of the updated Consent and Acknowledgement, the
medical information of residents before posting postings have been removed. To ensure

the information in the residents ' rooms. The compliance, the Admissions Director shall ensure
a resident andfor a responsible party's consent

information provided care information regarding and or declination is obtained upon admission,
code status and fall risk for two of five sampled Resident Room Postings shall only be used in
residents for dignily. (Residents # 57 and 72.) rooms where eilher the resident or their

responsible party has given appropriate consent

in the Resident’'s Record such that facility -staff
are aware of the consent on file. The Social

1. Resident # 57 was admitied t the facility on Worker and/or designee shall audit ali in-house

10/2/2010 with diagnoses including Dementia. resldent's fites to ensure the appropriate consent
Review of the Minimum Data Set dated 8/2012 for posting is on file and shall ensure the consent
revealed severe memery impairment, is on file prior to posting for newly admitted
residenis using the Consent and
Observations on 12/18/12 at 1149 AM revealed _ éck')OW'edgem;m _for Poslings Related to

Resident # 57 had a picture outline of a teddy esident Care Audit Taol.
bear posted above her bed. On the bear was a \ The Soclal Worker shall report all discrepancies
heart with a fine through it in red and a yellow star 1 related to the Consent for Posting with the
. on the left lower corner. | ; Quality Assurance Commiltes maonthly for three
i ! months, and gquarterly thereafter to ensure

: Medlcal record review for Resident #57 did not ‘ compliance.

LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REFPRESENTATIVE'S SlGNATUREm Lg/ TILE .(XB) DATE
% Aopdel OI! JI‘/ I

Any deficiency statement ending with an asterisk (*} denoles a deficiency which the |nsmubon may be excused from correcting providing it is determined that
other safeguards provide sufficiant protection to the patients . {(See instructions.) Except for nursing homes, the findings stated above are disctosable 0 days
following the date of survey whether or not a plan of carrection 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 1o continued
program participation.
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F 241 Continued From page 1

provide documentation of obtaining permission
" from the resident or responsible party for posting
of information in the resident' s room.

interview on 12/18/12 at 11:55 AM with aide #1
revealed the bears were posted to give them

. information about the resident. The heart with the

| line through it meant the resident was a Do Not

i Resuscitate. The yeltow star informed staff the

i resident was a fall risk.

|

|

¢ Interview on 12/19/12 at 1:20 PM with the

' admissions coordinator revealed a letter was
given to the residents and/or their responsible
parties during the admission process. This letter
indicated information would be dispfayed in their
room. The letter was dated August 1, 2009 and
signed by the administrator.

The letier regarding posting of information in
residents ' rooms was reviewed. The letter
informed the resident/responsible party * As you'
ve noticed, the postings are coded using certain
colars, markings andfor symbols s0 as to protect
your or your loved one ' s privacy. These same
colors, markings and/or symbols provide our staff
with useful information. As always, if you have

- questions about the information provided through

- these postings, or should you elect the facility not

" to use such postings for you or your loved one;

. please do not hesitate to contact ... "

Interview on 12/20/12 at 12:30 PM with the

Administrator revealed a letter had been given to
. residents andfor their responsible party. Signage
| would be posted, and if a resident or responsible
| parly did not want it used, they were to let the

Social Worker or Administrator know. The letter

F 241
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F 244 Continued From page 2
was given during the admission process. When
asked if permission had been obtained for
Resident #57 from the responsible party before
the signage was posted, he answered "no. "

| 2. Resident #72 was admitted to the facility on

| 5/8/12 with diaghoses including Alzheimer ' s
Dementia. Review of the Minimum Data Set

| (MDS) dated 10/30/12 revealed Resident #72 had

" memory impairment.

Observations on 12/18M12 at 12:15 PM revealed
Resident #72 had a picture outline of a teddy bear
posted above his bed. On the bear was a heart
with a line through il in red and a yellow star on
the left lower corner.

Medical record review for Resident #72 did nof
provide documentation of obtaining permission
frorn the resident or responsible party for posting
of information in the resident ' s room.

interview on 12/18/12 at 11:55 AM with aide #1
revealed the bears were posted 1o give them
information aboul the resident. The heart with the
fine through it meant the resident was a Do Not
Resuscitate. The yellow star informed staff the
resident was a fall risk.

Interview on 12/19/12 at 1:20 PM with the

admissions coordinator revealed a lefier was

given fo the residents and/or their responsible

parties during the admission process. This letter

indicated information would be displayed in their
. room. The letter was dated August 1, 2009 and
: signed by the administrator.

F 241
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The letter regarding posting of information in ;
residents ' rooms was reviewed. The letter :

. informed the residentfresponsible party " As you’

: ve noliced, the postings are coded using certain

- colors, markings and/or symbols so as to protect

* your or your loved one ' s privacy. These same

: colors, markings and/or symbels provide our staff

_with useful information. As always, if you have

" questions about the information provided through ‘
these postings, or should you elect the facility not ‘

|

! to use such postings for you or your loved one;

|
i please do not hesitate fo contact ..., " ! ' [
i |
Interview on 12/20/12 at 12:30 PM with the
Administrator revealed a letter had been given to
residents andfor their responsible party. Signage
would be posted, and if a resident or responsible
party did not want it used, they were {o let the
Social Worker or Administrator know. The leiter
* was given during the admission process. When
- asked if permission had been obtained for
Resident #72 from the responsible party before
the signage was posted, he answered " no. "
F 431 483.60(b), {d}, (&) DRUG RECORDS, F 431
ss=p LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconcited.

. Brugs and biologicals used in the facility must be
labeled in accordance with currently accepted

FORM CMS-2567(02-99) Previous Versions Obsolete EventiD:5xXYD11 Facihly 1D: 853465 If continuation sheet Page 4 of 6
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F 431 Continued From page 4 F 431
- i . F 431
professional principles, and include the
appropriate accessory and cautionary STANDARD DISCLAIMER:

- instructions, and the expiration date when

h This Plan of Correction is prepared as a
applicable.

necessary requirement for continued
participation in the Medicare and Medicaid
programs and does not, in any manner,
constitute an admission {o the validity of
the alleged deficient practice(s). I

In accordance with State and Faderal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnel o !
have access to the keys,

No residents were specifically identified aé
having been affected by the alleged
The facility must provide separately locked, deficient practice.

permanently affixed compartments for storage of :

! controtled drugs listed in Schedule || of the

Comprehensive Drug Abuse Prevention and
Control Act of 1978 and other drugs subject to

For those residents having the potential t6
be affected by the same alleged deficient
practice, the narcotic storage lock box has

been permanently affixed to the 300 hall
medication cart. Additionally, the Directol
of Nursing andfor her designee shall verify
the narcotic lock box of each medication
cart is securely fastened i{o each
medication cart by completing a physical
inspection of the each cart weekly for 4
weeks, monthly for three months, and
quarterly thereafter. Any narcotic lock box
identified as not being permanently
affixed/secured to a medication cart shall
be repaired by the Maintenance staff.

abuse, except when the facility uses single unit
package drug distribution systems in which the
guantity stored is minimal and a missing dose can

be readily detected,
01/1%3/13

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interviews the
facility failed to maintain a secured narcotic
storage lock box within the medication cart. The
narcotic storage lock box was nol permanently
attached to the medication cart drawer for one of
two medication carts. (300 hall medication cart)

The Director of Nursing shall report any
identiffied inconsistencies fo the QA
committee monthly for three months and

. quarterly thereafter.
The findings were:

On 12/20/12 at 2:20 PM the inspection of the }
stored medications was conducted. The 300 hall ; 1
medication cart was unlocked by nurse #1. While !
chacking the locked storage for controtled

i
Event 1D:5XYDH

FORM CMS-2567(02-89) Previous Versions Obsolele Facilily ID; 953485 ¥ continuation shesl Page 5ol B




PRINTED: 01/08/2013

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 CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
8. WING ¢
345288 ' 12/20i2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
1404 S SALISBURY AVENUE
MAGNOLIA ESTATES SKILLED CARE
SPENCER, NC 28159
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ‘ x5}
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHGULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENEY)
;
F 431: Continued From page 5

- narcofics, the lid was checked to ensure it was
locked. The lid remained locked, but the entire

- contents of the narcotic box insert could be pulled
out of the storage drawer. The locked insert did
not have a sealed bottom and medications could
be removed from the bottom.

Nurse #1 was interviewed at the time the narcotic
- box insert was found not securely attached to the
" medication cart. Interview with nurse #1 revealed
she was not aware the narcotics were not
secured and could be removed from the
medication cart.

" The Director of Nursing was informed on
12/20/12 at 2:25 PM of the findings on the 300
hall medication cart. Interview with the Director of
Nursing revealed she was not aware there was a
problem and called the maintenance department
to check the cart and make repairs.

Interview with nurse #2 on 12/20/12 at 2:30 PM
revealed she was not aware of any routine
checks made on the medication caris,

Interview on 12/20/12 at 2:35 PM with the
Director of Nursing revealed no definite routine
maintenance checks were performed on the
medication carls.

The Administrator provided verbal information on
12/ 20/12 at 2:40 PM that the medication carls
were routinely checked by their pharmacy. No
_ further information was provided as to when they
I were last checked.

F 431

FORM CMBS-2567(82-99} Previcus Versions Obsolete Event ID:6XYG11

Facility 1D; 853465 If continuation sheet Page 6of 6




DEPARTMENT OF HEALTH AND HUMAN SERVICES AH
CENTERS FOR MEDICARE & MEDICAID SERVICES "A" FORM
STATEMENT OF ISOLATED DEFICIENCIES WHICH CAUSE PROVIDER # MULTIPLE CONSTRUCTION DATE SURVEY
NO HARM WITH ONLY A POTENTIAL FOR MINIMALHARM A. BUILDING COMPLETE:
FOR SNFs AND NFs 345288 B, WING 12/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1404 S SALISBURY AVENUE
MAGNOLIA ESTATES SKILLED CARE SPENCER, NC
D
PREFIX
TAG SUMMARY STATEMENT OF DEFICIENCIES
F 156 Continued From Page 1

for his or her care.

The facility must prominently display in the facility written information and provide to residents and

applicants for admission oral and written 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 is not met as evidenced by:

Based on record review and staff interviews, the facility failed to provide required liability and appeal notices

for ene of three sampled residents (resident # 12).

Findings include:

Resident # 12 was admiited on 09/04/2012. The facility was able to provide docomentation that resident#12

received an approved Notice of Medicare Non-coverage letter that notifies the resident Medicare services

were ending, and her right to appeal; but could not provide documentation that resident#12 received a Denial

Notice or SNF ABN (form CMS 10055); required for a resident staying in a Skilled Nursing facility

transferring to Medicare B services (part A benefits remaining).

In an interview on 12/20/12 at 4:30pm, the business office manager stated that she did not complete the

required Appeals and beneficiary notice for the resident.

In an interview on 12/20/12 at 4:30pm, the Administrator indicated it was his expectation for the residents to

receive the required appeal and liability notices.
031099
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F 000, INITIAL COMMENTS F 000
No deficiencies were cited as a result of the
complaint investigation survey of 12/20/12. Event
ID# 5XYD11.
1
|
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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K000

K 0561
§8=D

INITIAL COMMENTS

Surveyor; 02249

This Life Safety Code{L.SC) survey was
conducted as per The Code of Federal Register
al 42CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This building is Type Ii (222)
construction, iwo storles, with a complete
automatic sprinkler system,

The deficiencies defermined during the survéy
are as follows:; )
NFPA 101 LIFE SAFETY CODE STANDARD

A fire alarm system with approved components,
devices or equipment is Installed according to
NFPA 72, National Fire Alarm Code, to provide
effective warning of fire in any-part of the buliding.
Activation of the complete fire alarm system Is by
manual fire atarm initiation, automatic detection or
extinguishing system operation. Pull stations in
patient sleeping areas may he omilted provided
that manual pull stetions are within 200 feet of
nurse's stations. Pull statlons are located in the
path of egress. Electronic or written records of
tests are available, A reliable second source of
power is provided. Fire ajlarm systems are
maintained In accordance with NFPA 72 and
records of maintenance are kept readily avallable.
There is remofe annuncialion of the fire alarm
system to an approved central station.  19.3.4,
9.6

K000

K 061

MBO%;OﬁS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
!
4 ] JUL\/ ﬁzbmwm‘rmﬂ

(X8) DATE

\23}20%

Any deficlency statéf&;ne anding with an asterisk (*) dencles a deficlency which the Institution may be excused from correating providing it is determinad that
other safeguards provide sufficlent pratection lo the patlents. (See Instructions) Except for nursing homes, the findings staled above are disclosable 90 days
following the dale of survey whether or not a plan of corfeclion Is providad, For nursing nomes, the above findings and plans of correction are disclosable 14
days following {he date these documents are made avallable to the facllity. If deficiencles are cltad, ah approved plan of correction is requlsite lo conlinued

pragram pantaipation,
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K051 | Continued From page 1 KOst s
No resldents were specliically identified
having boen atiasted by this alleged doﬁciznt pmc{?co.as
For those residenta having the petentizl to
‘ ba affecied by lhe same allaged deficlent practice, ihe
This STANDARD s not met as avidenced by: Sotloisust signaiing dovce bataen fooa 303 and
- R fapalredir I
Surveyor, 02249 . functlonlng properly. pTo en;ﬁ':cr:‘;mp?l;?\c;sangujg:‘;gle)r’
Based on observation, on January 11, 2013 at funclloning, the Maintenance Olractor shall complae
approximately 10:00am onward, the audiovisual weekly i?,’;,“mﬁn{gﬁ, el slanaling pavles for 4
! ’ . ) eroaflar.
signaling device did not function forthe fire alarm Dicetor shall resord the fests on e atglsir:r?::;
system - chime is located on the wall between pgnafing davice log for 4 vieeks, Subsaguent tests of
sual signalin 's functoni It
rooms 303, and 305. documented on the Maln%sh:n:: Dfrcttoro': ;‘i,:;,ﬁ, ﬂ?:
alarm/drifl report log(s),
42 GFR 483.70(a) _ The Maintenanse Dlrecter shail present to
. ) A ihe Qualily Asturance Committee the negatlve findin 2
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 0B2| ichiad 1o Bl pian f catocton mantly for trga |
- months and quarterly thereaftar,
§8+D
Required automatic sprinkier systems are K062 :
continuously maintained In reliable operating having beon emisents Were specifiostly Identliad as
condition and are inspected and tested For lf\:sa gasl:feﬁtse gﬁ:ﬁ?ﬁzﬁ?he: lf;;ﬂ:fﬁ' ta
periodically, 19.7.8, 4.6.12, NFPA 13, NFPA be affecied by the same sliegad deficiant praciice, the
55 9.7.6 :ggnk!ﬁfbhaat sepsltLvo Iztemem located In the shower
y Vel room 85
rapafradfreplaced. To eniur?gg‘mpn?n%a ::g prlc,);zrr'
funciloning, the Maintenance Diractor ahall complele 8
100% Inspeciion of all the aptinkiss haads In the faclfity
) lo ¢nsure thelr hsat sensltive alements are fea from
This STANDARD is not met as evidenced by: palnt, sle, Any elements identifiad us belng affacted by
Sureyor: 02249 %T:gztsrhag i?perep:j:te‘dln;eplaced. The }r.?adn!euanoe
' ] ¢tol shak record tha Inzpeci n $
Based on obServat(on. on January 11' 2013 at Inspastion Log, 3ubsaquenlpmfsn‘:i'\‘lg)!nzp;o;on: r;:;[;;aé
approximately 10:00am onward, there is paint on “| ke meat serisllva dlcmfents ahell bo conducled
A anan 4
the sprinkler heat sensitive element - located In on the Spiinklor Inepecilon Ez;n ohall oo dosumentes
the shower and tub room beside room 100. The Malnlenance Director shall present o
:2;: &L{ia{lty lﬁ‘srsur?me {Commlufc {he negatlve findings | 02/25/13
g ¢ lhls plan of correstion monthly for thras
42 CFR 483.70(3) manths and quanterly thesesfiar,
K 071 | NFPA 101 LIFE SAFETY CODE STANDARD Ko7}
55=D
Rubblsh Chutes, Incinerators and Laundry
Chutes:
(1) Any exisling linen and frash chute, including
pneumatic rubbish and linen systems, that opens
directly onto any corridor is sealed by fire resistive
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with a fire door assembly having 2 fire protection
rating of 1 hour. All new chutes comply with
section 9.6.

(2) Any rubbish chute or linen chute, including
pheumatic rubbish and linen systems, Is provided
with automatic extinguishing protection in
accordance with 9.7,

{3) Any trash chute discharges into a trash
coliection room used for no other purpose and
protected in accordance with 8.4,

(4) Existing flue-fed Incinerators are sealed by fire
resfstive construction to prevent further use,
19.5.4, 8.5, 8.4, NFPA 82

This STANDARD s not met as evidenced by:
Surveyor; 02249 '

Based on observation, on January 11, 2013 at
approxXimately 10:00am onward, fire door jatch is
faped to prevent latching of faundry chute door.
Lalch Is located in chute terminal room on the
basemant level,

42 CFR 483,70(a)

Ideniified as having been affected by this alleged
oF  deficient practlce.

For those vresidenis having the
potential to be affected by the same alleged
deflclen! practice, the latch, Jocated in the chute
terminal room on the basement tevel, has been
repaired. All Leundry personnel have been
inservicad on the importance of not laping the
iateh In the open posifon. Toe ensurs
compliance, the Environmental Services Dirgclor
shall do dally Inspactions of the laleh 1o ensure It
" I3 not tapes or otherwise wedged In the open

posiion.  Such dally observations shall be
decumented on the Chule Terminal Laich log.
Such observations shall be made dally fur 2
weeks, and weekly on an on-going basis to
ensure staff complfance,
. The Environmental Services' Director
;shall prasent to tha Quallly Assurance
i Committee the negative findings related to this
i plan of gorrectlon  monthly for three months and
quartarly thoraaftar.

(X4}1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMpLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) YAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
K071 | Continued From page 2 K071
construction to prevent further use or is provided K071 ! 02/26/43
No residenls wers  speoifioally
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