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Bagad on (ha comprehensive ssaessment of 2
residant, the faclity must ansure that a resident
vith & limied ranga of motlon recelves
appropriats hreatment and sarvieas fa increase
range of matlon andfor ta prevent further
decrease fn tange of motlon.

This REQUIREMENT Is not met as avidanced
by: ;
Based on thsarvation, racard raview and slaff
interviaws, tha facility failed to provide range of
motion and spliat application as ordered for 2 of 3
sampled residants (#96, #14) reteiving
restorative rehabilitation,

The Andings Include:

1. Residant #45 was admillad to lhe facility on
DE/14/08 with a diagnosis of Hemiplegla, The
gliartstly Minlmurm Oala Set dated 4/8/11
ravealed Resident #06 was 16 recelve Ranga of
motion (ROM) active for 4 days a week, no splint
or braca, According to the MBS, the resident
uppar and lower extremities had funetianal

iimitations,

The physiclan order dated 1/10/11 tevesled
Rasldant #06 was to recelve restorative pragram
far e Jower extremitics.

Tha care plan datad 4/7/11 revealed thera ware
no Interventions for restarative.

The physictan's order dated 5/9/11 ravegled

of deficlencies. The plan of correction is
prepared and/or executed because itis
vaquired by provision of Federal and State
repulations.

Residents #96 and #14 received
range of motion and spling
apphication-immediataly as-ordered-
for restorative tehabilitation,
Current facility residents were
raviswed to ensure that residents
with orders for range of motion and
splint apiplication are teceiving

' yastorative rehabilifation servicos ag
ordered by the physician,
Nursing staff was re-educated that
1esidents with orders for resiorative
taliabilitation for rangs of motion
and splint application are to receive
services per the physician's orders.
Tocurpentation of reatorative
rehabilitation for rangs of motion
and aplint application is to be
completed daily by nursing staff.
DON/Designee will conduct Quality
Improvement (QY) monitoring of this
standard 5 x weekly for 4 woeks,
then 3 x weeldy for 4 weeks, then 1
x weeldy for 4 woeks, and then 1%
monthly for 9 months,

L

6/23

TAFVE'S SIGNATURS
0 .

@TUQRWUWQ ER ﬁnesa
o) Ve

Aeunis

T

]
fitn el

ny daftatancy statamy pding with an agfersk (*} denales 8 doficinncy which Lhe [sltulian may be axcusat from correcling praviding It it dafarmined Lhat
q to iho petien}s, {See Inatruations.} Exsept for nurting homes, ihe Aindings latsd abava Are disclaaable 86 dayd

Tae provida sufficlant protectin
following the date of suréay whether sr nolg plan of core
days falcwing tho dale these documents @ made 8y
progran parisipallan,

Evenl 10:HV@4H]

FORM SMB-2067(02.89) Pravious Verslons Qbeiatn

on Is providsd. For nureing homes,
& 1o the facdfly, i deficlenclas ara alled, en spproved plan of gormelin

Fedliiy 17 $23004

{ho ahovn findlgs ang plans af corfeelion are dlgclosstie 14

A & taguinile to continued

if conlinuatlan sheat Page 1 of §



PRINTED: 08/02/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES {X1) PROVICER/SUPFLIERICLIA (%2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
WING C
B,
345403 05/26/2011
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
’ 6590 TRYON ROAD
CARY HEALTH AND REHABILITATION
CARY, NC 27518
4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION sy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX {FACH CORRECTIVE ACTIGN SHGULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATEON) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 318 | Continued From page 1 F318| 4, DON/Designee will report resulis of

Resident #96 was 1o begin the restorative
program for spiint schedule and management.

On 5/25/11 at 4:15 pm, Nurse Assistant (NA) #4
revealed Resident #96 received ROM from
Resforative aide. NA#4 revealed she only rubbed
the resident's feet and kept her feet floated and
fumed from side o side.

On 5/26/11 at 9:30 am, Nurse #2 was unaware
that Resident#96 received ROM. She stated the
restorative aid does it for the residents.

Resident #96's restorative care sheet for the
month of May revealed 5 out of 26 days the
resident received passive (staff assist resident
with weight bearing) for 15 minutes {mins} and
splint for 5 mins, April revealed the resident
received ROM active (resident completes
independently/without assistance) for 15 out of 30
for 15 mins, March revealed he resident received
ROM 7 out of 31 days for passive for 15 mins,
February revealed the resident received 6 out of
28 days passive for 15 mins, and January
revealed the resident received ROM 6 out of 31
days passive for 15 mins.

On &8125/11 at 4:11pm, the resident was observed
sleeping in her bed. Her right hand was
contracted. The resident did not have a splint on
her hand and had a cushion under her fest.

On 5/26/11 at 9:36 am, Resident #96 was
observed in her room with sleeves on hoth of her
arms, There was no splint in place.

On 5/26/11 at 12:55pm, the Restorative aide
reveated Resident #96 received ROM and a

and/or revision.

QI monitoring to the Risk
Management/Quality Improvement
{(RM/QT) Committee nonthly x 12
months for continued compliance

5. Date of Completion 6-23-11.
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L

splinl, The testorative aide reveated there was
no resident who received restoralive dally.
Restorative aid revealed she does not see the
orders, but she thought the resident received
restorative dally. Restorative aide revealed the
resident was supposed lo wear the hand splint
daily for at least 4-6 hrs a day. The restorative
aide stated she informsd the Director of Nursing
{DON) about her concerns about being short of
staff for restorative, Restorative aide revealed the
DON was looking for someone. Restorative aide
stated she told the DON about being behind when
GON started working at the facility. Alde revealed
the other restorative nurse was out on maternity
loave. She stated "even before that we were shart
staff because they pulled me on the floor.” She
revealed now she does not go on the floor. Aids
revealed the manths of Noverber through
December there were additional aides, but since
this year came In there had been insufficient staff.

On 5/26111 at 1:13 pm, Restorative aide revealed
it was difficult to be in two places at one time. She
revealed the previous restorailve order was for
Resident #86 legs. She revealed the order dated
5/9/11 was for the resident's splint. The aide
revealad the resident received restorative for their
legs and hands. She stated she had not used
splint on Resident #36 today because she did not
have fime.

On 5/26/11 at 3:10 pm, Director of Nursing {DON)
ravealed the other restorative aid went on
maternity leave last week, therefore, there was
only one restorative aide working. She revealed
she had heard something about the restorative
aide leaving before she left. She revealed the
documentation for restorative should be
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consistent and complete. The DON stated the
rastorative aide informed her of being behind.
She stated the restorative aide also was golng on
the floor, but no longer does that. The DON
revealed she was in the process of hiring
somedone.

2. A review of Residant #14's record revealed
she was ariginally admitted to the facility on
11/08/04 and readmitted on 12/23/10 with
diaghosis to include Osteoporosis, Joint
Conlracture, Dementia, and a Femur Fracture. A
review of the Minimum Data Set dated 1/08/11
indicated range of motion (ROM) limitation in the
upper exiremity with impairment on both sides.

A review of Resident #14 medical record revealed
a physician order dated 5/06/11 which stated
"Restorative nursing to bagin as of 5/09/11 for
ROM and biateral upper extremity {BUE)
splint/positioning. Right soft hand splint
(protector) for 1-3 hours. Left palm protector for
1-3 hours." A review of the Restorative Care
Flow Record May 2011 revealed Resident #14
was provided ROM and splint application on

5/ 1/11, 5118011, and 5/20/11. A review of the
restorative notes reveated Resident #14 did not
racaive ROM or splint application for twelve of the
fiteen days with no documentation to indicate
resident refusal.

Observations of Resident #14 on 5/23/14 at
4:14PM, 5/24/11 at 1:19PM, 5/25/11 at 9:25AM,
10:25AM, 12:06PM, and 2:28PM ravealed no
spiint on the right hand or paim protector on the
{eft hand.

An interview on 52511 at 10:26AM with nursing

F 318
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assistant (NA) #1, assigned to Resident #14,
revealed she was unawars of Resident #14’s use
of splint or palm protector. NA#1 {urther stated
the aide assigned dafly care did not provide any
range of motion to upper extremities.

An interview on 5(25/11 at 2:45PM with the
Rehabilitation Direclor revealed a guarterly check
was completed on residents with contracture's
and treatment for Resident #14 was implemented
as a preventative measure. She reviewed the
notes for Resident #14 and stated staff was
trained on 5/04/11 for ROM and splint application.
A review of the Therapy to Restorative Nursing
Recommendations included ROM to fingers on
right and left hand, right hand green cylinder roll,
left hand, left palm protector, application of spiint
1-3 hours and remove at meal times, The
Occupational Therapist trained the Resforative
Aide and the Diractor of Nursing signed the form
on 5/04/11 indicating completion of the training,

On 5/25/41 at 3:55PM an interview with NA#2,
assigned to Resident #14, revealed she was
unaware of a splint or palm protector utilized for
Resident #14.

An interview on 5/26/11 at 9:00AM with the
Restorative Aide revealed Resident #14 was a
patticipant In the Restorative Program and
regjuired ROM and spiint appfication daily.
During the interview the Restorative Aide
reviewed the Restorative Care Flow Recerd and
confirmed in May 2011 Resident #14 was
provided with ROM and splint application on
5/14/11, 5/18/11, and 5/20M1. The Restorative
Aide also altempted application on §/25/11 and
indicated the resident refused. The Restorative

*4) D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CCRRECTION ®s)
PREFIK (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTIGN SHOULT BE COMPLETION
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Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used In excessive dose (including
duplicate therapy}; of for excessive duration; of
without adequate monitoring; or without adeguate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary fo treat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
hehavioral interventions, unless clinically
contraindicated, in an effort to disconlinue these
drugs.

immediately.

2.  Current facility residents were
reviewed to ensure that those being
administered anti-psychotic
medication are Teceiving monitoring
of behavior signs and symptoms.

3. Licensed nursing staff were re-
educated on the monitoring of
behavior signs and symptoms for
those residents receiving anti-
psychotic medication.
Documentation of behavior signs
and symptoms for those residents
receiving anti-psychotic medication
is to ocour daily on each shift by
licensed nursing staff.
DON/Designee will conduct QI
monitoring of this standard 5 x
weekly for 4 weeks, then 3 x weekly
for 4 weeks, then 1 x weekly for 4
weeks, and then | x monthty for 9
months.

AND PLAN OF CORRECTION
A, BUILDING
B, WING
346403 05/26/2011
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZI? GODE
. 6500 TRYON ROAD
CARY HEALTH AND REHABILITATION ‘
CARY, NC 27518
(X4}1D SUMIARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION ®8)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 318 | Continued From page 5 F 318
Aide stated Resident #14 was not receiving ROM
and splints every day due to the inability to
manage care for all of the residents receiving
resiorative,
An Interview with the Unit Manager on 5/26/11 at
9:1 1AM revealed Resident #14 should be
receiving ROM and soft hand splint to the right
hand and left palm protector for 1-3 hours daily.
£ 329 | 483.25(l) DRUG REGIMEN IS FREE FROM ga2g] 1. Residént #96°5behiavior signs and
gs=p ] UNNECESSARY DRUGS symptoms were monitored
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This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, the
facility failed to monltor behavior signs and
symptams for 1 of 3 sampled residents {#96)
being administrated anti-psychotic medication.

The findings include:

Resident #96 was admitted to the facilily on
05/14/08 with a diagnosis of Bipolar disorder. The
quartery Minimum Data Set {MDS) dated 4/8/11
revealed Resident #96 had short and long term
mamory impairment, as well as, her
decision-making skills. The MDS revealed thare
was no concern about Resident #96's moed
and/for behaviors.

The Medication Administration Record (MAR]) for
the month of May revealed the behavior sheet
was blank. The month of April had one entry on
4/6/11. There were no other entries for the two
months (April and May.}

Gars Plan dated 4/7/11 revealed staff
interventions for Resident # 96's mood were
"abserve for changes in mood status,” and
"record /monitor me for patterns of target
behaviors."

According to the physician's order dated 3/21/11
there was a dose reduction for the seroguel,
Resident #86 was ordered Seroquel 25
miltigrams (mg} two tablets in the morning and at
night for Bipolar discrder. According te Diug
information onfine version, Seroguel Is an atypical
anti-psychotic medication, which s used lo treat
Bipotar disorder.

Tevision,

QI monitoring to the RM/QL
Committee monthly x 12 months for
continued compliance and/or

5. Date of Completion 6-23-11.
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The Nurses note for the Month of May revealed
there were no concerns about Resident #36
behaviors.

The 24 hour report for the month of May did
report any behaviors.

The E-tracker {electronic device to document
notes for staff} revealed for the months of April
and May the Nurse Assistant (NA) on 5/26/11,
44486111 and 5/8/11 behaviors were documented
for the Resident #96.

On 5/26/11 at 10:24 am Nurse #2 revealed
behavlor sheet shauld only be filled out for as
needed anti-psychotic medications.

On 5/26/11 at 10:30 am Nurse #1 stated the
pehavior shest should be filled out for every lime
anti-psychotic medication was administrated.

On 5/26/11 at 1:46 pm Nurse #1 revealed that
staff probably got use to the behaviors and
thought it was normal behavior and did not
document it. Nurse #1 revealed the resident
would yell out a couple fimes a week. The nurse
stated there should have been documentation for
Resident #96 on the behavior sheet. The nurse
stated the last time Resident # 96 yelled out was
yesierday all during the day.

On 5/26/11 at 2:02, Nurse #2 revealed scheduled
anti-psychotic medication would not be
documented unless it was as needed medication,
which would be documented on the back of MAR.
Nurse #2 stated she would doctment if it was
effective for as needed anti-psychotic

FORM CMS-2567(02-99}) Pravious Verslons Obsolele Event [D:HYC411

D PROVIDER'S PLAN OF CORREGTION 5)
PREFIX (EACH CORREGTIVE ACTICN SHOULD BE COMPLETION
TAG CROSS-REFERENGED TO THE APPROFPRIATE paTE
: BEFICIENGY)
F 329
Faciily iD: 922078 If continuation sheet Page 8of 9




PRINTED: 08/02/2011%

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB MO, 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDERISUFPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
c
345403 . YING 05/26/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
6590 TRYON ROAD
CARY HEALTH AND REHABILITATION
CARY, NC 27518
4HD SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN QF CORRECTION 5}
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EAGH GORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY}
F 328 | Continued From page 8 F 329
medications only. Nurse #2 revealed Resident
#96 yelled out all day yesterday. The nurse stated
she gave resident as nesded medicalion (Afivan).
The Drug information handbook 14th edition
revealsd Alivan was lo manage anxiety disorders
or short-term relief of the symptoms of anxiety.
The nurse stated she documented medication
administration on the MAR for 5/25/11 and
documented medication was effective. There was
| nothing docurmented on the behavior shest.
On 5/26/11 at 3:15 pm, the Director of Nursing
{DON) rovealed the expectations for the behavior
sheeis were to be fillad out completely regardless
if the psychotic medication was as needed or
scheduled.
i
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This STANDARD Is hot met as evidenced by: ' % 11 months

42 GFR 483.70(a) 11 months.

By observation on 6/23/11 at apptoximately naon 3. This will be reviewed by the
RM/Ql team x 1 monthly

the following buliding construction was observed

as non-compliant, specific findings include boller for 11 months for trends, patterns

vent escutcheon plate had faflen down and there and recommendations. This will :

was not any fire caulking around the area, be completed by 8/7/201 l

Outslde mechanlcal room near the generator. - 220N y L t

‘K 018 | NFPA 101,LIFE SAFETY CODE STANDARD K018
55=D ' : TagK 018

Doors protecting corridor ?ﬁparlmings l[n other than

required enclosures of vertical openings, exits, or | - The ldtchen door ne

hazardous areas are substantial doors, such as repaired with & ncﬁfﬁoﬁﬁﬁiﬁi{iﬁrg&ms

those constructed of 1% Inch solid-bonded core and a sirike plate by the maintenance dire st, :

wood, or capable of resisting fire for at foast20 - and now close Hightly.. . ctox

minutes. Doors In sprinklered bulldings are-only (An andit of fire doors wag completed in th

required fo resist the passage of smoke. There s building to ensure doors latch, )

ho impadiment to the closing of the doors, Poors . IMaintonance directox will QI monitor the fir

are provided with a means suitable for keeping doors monthly x 12 months for campliane ©

the doot closed, Duich doors mesting 19,2:638 |- This will be reviowed monthly by“&;&l
track trends/pattens or recoromendations

are permitted,  19.3.8.3

Roller latches ara prohibited by GMS regulations
In all health care faclliies.

This will be completed by August 7, 2011

. LABORATORYRIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVES SIGNATURE ¢ THTLE (X6} DATE
Cedes B Grkes WAA 7-q-4(
miay ba excused from cotrecting providing It 18 detarmined that

4 'deﬁclen{ﬂamwme anding with an aaterisk}‘)janntes 1 deficlency which the insHtution
7 sufaguards brovidd sulficlent protection fo tha patients. (See instructions,} Except far nursing homes, the findinga stated above are disclosnble 50 days

jouowing the date of survey whether or not a plan of rorrection Is provided. For nursing homes, the above findlngy and plans of carrecilon are dlscioyubla 14
days following the dite these documents are made avallable o the faciity. If deficlencics are clted, an approved plan of correstion I requisite to confinued

- program participation, C E —

Facllty ID; 323678 it continuatian shest Page 10of 8
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FRINTED: 082672011
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDIGARE & MEDIGAID-SERVICES
STATEMENT OF DEFIGIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3} 33;?3%”;’5*
AND PLAN OF CORRECTION IDENTIFIGATION RUMBER; A BULDING o4 - M AIN BUILDING 04

345403 B, WING 061232011

NAME OF PROVIDER OR SUFPLIER

STREET ADDRESS, OITY, STATE, 2P CO0H
£550 TRYON ROAD ,

CARY HEALTH AND REHABELITA'TiDN CARY, NC 27518
EFICIEN PROVIDER'S PLAN OF CORRECTION 3
L (F.i\f;s}llj 's‘é‘é?ﬁi%ﬁ‘é%@ 1 FREGEDED BY FULL FREFIX (EACH CORREGTIVE ACTION SHOULD B€ COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRMTE DATE
; . ] DEFICIENCY)
K 018 Continued Ftom page 1 K 018
.| This STANDARD Is'not met s evidenced by
42 CFR 483,70(2)
By observation on 8/23/11 at approXimately noon
the following doors protecting corridor cpenings
were observed as hon-compliant, specific
findings include; Kitchen door hardware providing
pasftive latching was broken. The kltchen door
next to central storage. - ey
« 024 | NFPA 101 LIFE SAFETY CODE STANDARD ic 01| T2g X 021 The fixe door near
S&=D room 407 was repaired and now
Any door in an exit passageway, stairway latches tightly in its frame. The
enclosure, horizontal exit, smoke barriar or maintenance dircotox
parious o econrs s bl ol v nervced o
doors by zone or throughout the facility upon fire door regulations by .
activation of: the adminigtiator, The doors will |
be audited by the maintenance
a) the required manual fire alarm systern; director 1 time weekly x 4
: ' then 1 time monthly x 11.
b) local smoke detectors designed o detect .
1 stoke passing through the opening or a required The rosults will be p:f‘esentcd
smoke detection system; and to the RM/QI coromittee monthly |
 for trends/patterns, and
¢} the automatic sprinkler system, If Installed, Irecommendations, This will
18.22.2.6, 7.21.8.2 : {be completed 8/72011
This STANDARD Is not met as evidenced by.
42 CFR 483,70(a) . :
By obsetvation onh 6/23/11 at approximately noon
the folfowing fire door was observed as .
o

FORM CMS-2667(02-68) Previaut Verslons Obzolnle

Bvent ID: HV0421

Facilty I, 823078

If continuatioh shaat Page Fof 9
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES , OMB NO, 0938-03¢21
STATEMENT OF DEFIGIENCIES fX{) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION ‘ Gﬂa}gggdg EE%EY
AND PLAN OF CORREOTION IDENTIFICATION NUMBER: ABULONG 0 - MAIN BUILDING 01
345403 B, WING 06/23/2011
NAME OF PROVIDER OR-SUPPLIER STREET AODRESS, CITY, STATE, ZIP CODE
. . N 3 £580 TRYON ROAD
G/_\RY HEALTH AND REHABILITATION GARY, NG 27848
VIDER'S PLAN OF CORRECTION
%2;& (EAOS}? “éé’é’?’é?éﬁlﬁmﬁé’ i%%”é%%%‘ﬁuu FR[}IE)FIX (EE\"E{I? GOSQEC%VE AgTEOb? SHOULD BE covbiron
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPRAPRIATE AATE
DEFIGIENGY)
K021 | Continued From page 2 : K021
non-compllant, specific findings include, fire door
near room 407 did not close and latch tightly In
: it's fratme, ... .
K 045 | NFFPA 101 LIFE SAFETY CODE STANDARD . i 046
8S=D ) ’ A
Hlumination of means of egress, Including exit Tag X 045 Bidden Electric Company will J
discharge, Is aranged so that failure of any single { iostall lighting along the curved area of the
llghiing fixturs (bulb) will not leave the area in outside exit path from the smoking aroa to the
darkness. {This does not refer to emergenhcy main entrance providiog at least | foot-candle
lighting in accordance with section 7.8.) 18.2.8 of Jight measured atf the floor, The Hght swill
: be ticd into the emergency power system, It
will have & uon-off, tuxn~on switch that
autormatically changes at dusk and dawn, This
‘ is an. isolated need that will be monitored 1
This STANDARD Is not met as evidenced by: 4lme by the administrator for completion and
42 CFR 483.70(a) raviewed by tho RM/QI x | for compliance
By ohservatlon on 6/23/11 at approximately noon “This will.bo-completod by | Auguet 7, 2011
the following exit discharge illumination was
observed as non-compliant, specific findings
Include no exit discharge lighting in the two
curves in the outside axit path from the smoking Tag K 050
area around to the main enfrance. Lighting must [Firo drills here axe completed on all threo
b'e arranged to provide light from the exit ishifts, They are provided once each shift
discharge leading to the public way (parking lof). lquaxterly by the waintenance director per
The walking surfaces within the exit discharge regulations. Documentation will bo
‘ shall urninated to values of at least 1 f-candle completed and inserving tracked and sipned
measured at the floor. Fallure of any single by cmployes.
lighting unit does not result In an lumination level [THe maiatepanoce divector was reednoated to
of less than 0.2 ft-candles In any designated area. lensure he understanda the fire drilly ate to be
NFPA 101 7.8.1.1, 7.8,1.3, 8nd 7.8,1.4. “Yorovided oach shift quagterly, The . .,
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 080, ) S
Ss=b - - administrator will monitox 1 time monthly x
Flre drills are held at unexpected times under 12 paonths, Thia shall be monitored by
\ varying condilons, at least quarterly on each shift !RM/QI toam monthly x 12 for comoliange, |
The stalf Is famifiar with procedures and is aware This will be conleted by AWEMEL7,7201 ] °
that drilis are part of established rottine.
Responsibiilty for planning and conducting drills Is
assigned ohly to competant persons who are B

FOPM GMS-2587(02-00) Pravious Vamlons Obaolety

Evant 1D HV0421

Fa
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PRINTED; 06/26/2011
FORM APPROVED
OM8 NO, 0938-0391

FORM CMS-R507{02-98) Pravious Versiona Obiolcle

CENTERS FOR MEDICARE & MEDRIGAID SERVICES .
STATEMENT OF DEFICIENCIES | (14} PRO‘:’IDERISUPPLEFUCL[A . {¥2) MULTIPLE CONSTRUCTION . #a} ESL.% fé}rnEvDEr
AND PLAN onf GORRECTICN IDENTIFICATION NUMBER: ABULDING D1 - MAIN BUILDING bf

345403 B NG — 061232011 __|
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE '
. 8590 TRYON ROAD
CARY HEALTH AND REHABILITATION CARY, NG 27518
SUMMARY STATEMENT OF DEFICIENGIES PROVIDER'S PLAN OF GORRECTION xs)
g%%:lg( {EAGH uﬁ{c?éng¢T§UST BE PRECEDED BY FULL pg?mx (EACH GORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING TNFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)

K 050} Confinued From page 3 K 050
qualified to exerclse ieadership. Whera drills are
conducted between 8 PM and 8 AM a coded
anhouhcemant may ba used Instead of audible
alarms: 19.7.1.2°
This STANDARD s not et as evidenced by:
42 GFR 483.70(a)
On 6/23/4 1 at approximately noon the foliowing
fire drills were non-compliant: specific findings
include, dooumentation indicated less than the
required number of drills wera hald on third shift
of 4th quarier 2010, third shift of 1st & 2nd
quarter 2011, and second shift of 1st quarter

T 2011

K 056 | NEPA 101 LIFE SAFETY CODE STANDARD K 056

$8=D ;
If thera s an automatic sprinkler system, itls o~ § . !
installed In accordance with NFPA 13, Standard Taf %(056 Al ;ﬁns will be romoved s to !
for the installation of Sprinkler Systems, to uot obsiruct the flow of water fram the fire |
pravide complete coverage for all portlons of the ;pmﬁgésy;;o;n ' Th; building was audited |
bullding. The system Is properly maintained in or & f; °nth ans obstructing the flow of
accordance With NFPA 25, Standard for the water °n3 o sprinkler system and nene |
Inspection, Testing, and Maintenance of ¥g§ .mt‘"‘l oo . ,
Water-Basad Fire Protection Systems. 1t Is fully P oo to bo roviewed
supervised, There s a reliable, adequate water R}{\d y ° admmi:dklator for completion. The
supply for the system. Required sprinklei ﬁ%tem Umonitor x 1 for corapllancs
systams are equipped with water flow and tamper o ; “df““mmm‘,ia.m‘." This will be
switches, which are electrically canneated to the sompleted by “AVEIRE7, 21T
buliding fire alarm system.  19.3.5 .
This STANDARD is hot mel as evidanced by:
42 CFR 483.70(2)
By observation on 6/23/11 at approximately hoon

Bvan! ID:HV0421 Facilly i0: 823478 it continuation 5heoi. Page 4of 9
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DEPARTMENT OF HEALTH AND, HUMAN SERVICES ' FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVIGES ) OMB NO; 0938-0391
STATEMENT CF DEFICIENCIES (41} PROVIDER/SUFPLIER/CLIA {¥2) MULTIPLE CONSTRUCTION (9 é’é;i Lsé'TF%fJEY
AND PLAN OF GORRECTION IDENTIEICATION NUMBER: A BULDING 01  MAIN BUILDING 21

345403 B, WiNG 06/23/2011
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, 24P COOE ' :
: - - ' . §580 TRYON ROAR

CARY HE%LTH AND REHABILITATION . .. | GARY, NC 27518

x40 SUMMARY STATEMENT OR DEFICIENCIES B PRGVIDER'S PLAN OF CORRECTION o
PREFIX [EAGH DEFICIENCY MUST BE PREOEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE: COMPLETION
TAG REGULATORY OF LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
, i DEFICIENCY}
K 056 | Confinued From page 4 K 056 T
the follawing NFPA 13 obstrucions were !
observed as nan-compllant, specific findings
Include; cailing Fans in the maln visltors enfrance
(iwa), resldents smoking porch (one) and main _
dining {two) have celling fans that are within 18* . ITapR 061
g; ;lh)z g;a:tr;{;]le‘ar haad and could ohstruct the flow .A tamper alaxm s installed,
K 061 | NFPA 101 LIFE SAFETY GODE STANDARD K opf| This was wired into the
85=D electronically supervised
Required automatic sprinider systems have, system 80 ap alarm will soupd
mlves SL:]P"'MS,-"?d so that at least 4 local alarén _when the valves are
72" go?ug 1Whan the valves :?m'a closed. NFPA closed. This will be monitored
R -weekly x 4, then monthly
x 11 by the maintenance directo)
» " This will be presented to
. the RM/QI committee for
This STANDARD 5 not met as evidenced by: frends, p aﬂfl“fs’ and
42, CFR 483.70(a) TecoMmeN ations monthly.
By observation oh 6/23/11 at approximately noon _This.will be completed by 8/7/1 1
the following ablomatic sprinkler system was | .
?b?egivetfx as non-compliant, specific findings Tag K. 062
hclude the accelerator lne to the dry side of the :
sprinkler riser has a valve that when closed will ;Slystgm L thelju‘iz ilha;nb? '
affect the operation of the system Is not equipped |- jhas beon overhawicd.. Sy e
with an electronically supervised tamper alarm. 2 ,we replaced the accelerator aud
K 062 [ NFPA 101 LIFE SAFETY CQDE STANBDARD K 062 and added a new check valve thent
$8=0 Requlred automatic sprink | added a 1 ¥4 inch
equired automatic sprinkler systems are : s
contintously maintalned in rellable operating %ﬁe gqll?% to the .fﬂefi(;;lp J{h .
condiion and are inspectéd and tested 5 will be moniiored by the
perlodically, 19.7.6, 4.6.12, NFPA 13, NFPA , maintenance director x 1 X 4 weeks
26,975 weeks to easure it is working
, properly then audited sonthly
X 11 to mopitor any trends, patiexns,
: _ 7QT team:
This STANDARD Is not met as evidenced by or {ecoznmendations for RM?Q
. , - d This will be completed 8/7/11/11
FORM CMS-2887(02-89) Previous Varslons Obuslats Evont 10: HV0421 Facilly 10: 920078 If continuation sheet Page § of '
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PRINTED! 0672672011
FORM APPROVED
OMB NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES X1 paov:uemtc)m}ﬂ%f\ {X2) MULTIPLE CONSTRUGTION (*3) ggﬁg Lsgévoev :
A0 PLAN OF CORRECTION [DENTIFICATION NUM A BULONG 01 MAIN BUILDING of ‘
3 . 445408 B WING 05/23/2011
NAME OF FROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE *
5 ON ROAD
CARY HEALTH AND REHABILITATION - . :;JR; o
004 D SUMMARY STATEMENT OF DEFIGIENCIES D FROVIDER'S PLAN OF GORRECTION pg
PREFIX | (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™ cnos&nsmsggélag g\t{}ﬁ APFROPRIATE
K 062 | Coptinued From page & ‘K082
42 CFR 483.70(a)
By documentafion on 6/23/11 at approximately
naon the following automatic sprinkler system
was abservad as non-compliant, specific findings
Includé annual report notes deficiencles In the
system that are [n nead of repalr. The follawing
lterns had not been corrsct at the time of the
survey,
A. "System #1-Accalarator not working & side
chamber on valve needs to be replaced or
overhauled*
B, "System #2-Accelerator missing from system
and needs a check valve on 1-1)4" plpe going to
fillercup® _
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K 087
1 88=p
" | Healing, ventilating, and air condit!oglng comply l
with the provislons of section 9.2 and are instalied . s
In accordanés with the manufacturer's I'&i i ;S; 1'11'%)\: :el; :;;zzciihonmg in the
specifications,  19.6.2.1, 8.2, NFPA S0A, At condifioning i all ofher areas are
19.5.2.2 ' funetioning propexly, Door wedges have been
romoved from all areas jn the building,
Staff was romserviced not to uge apy props in
tho facility to wadge doors open.. Thf,y were
THs STANDARD 5 o met 22 evidenced by: e ;@;;‘;fg;;’;fgg“mg Rir
42 CFR 483.70(a) . . ) .
By observation on 6/23/11 at approxirnately hoon ?mm;mtmfga x:ﬂ;ﬂi?:; g;c:]cior for
the following Heating Ventilation'and Air mEint;:nance divector weekly timos 4, thon
-CondHlonthg (HVAC) Units were observed as monthls} fos 11 and reviewed ont!hly by
nqnc—jct?mphant, ipe‘cfﬁc dﬂnd]ngs jnclude afr tbe RM/QI team for trends/pattorns ox
conditioning In the laundry room was not ’ . .
funclioriing and doors wedged open. The ;aiggnmo:id;h;nosi‘fhis will bo completed by
surveyor was told that the unit was under repair, i et
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD K o72|Fag K072 m—
88%D ) _ ' oor closers have been installed
‘w}eans of egress are confinuously maintained free fon 14 doors to prevent any door
of all ohstruch r diments to full I .
structions or Impediments to full instant J,lsmngg;gm_a meags of B

FORM CME-2i67(82-09] Praviows Vondons Obaclote

Event ID: HVDEHN

Facltly 10 923078
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Bir2ir2611  88:47 91398596234 CARY HEALTH AND REHA

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES
:TATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIERJGLIA (X2) MULTIPLE GONSTRUCTION tey gg&g Lséf?E\éE‘f‘
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BULOING 04 - MAIN BUILDING of
. ' 345403 B, WiNG 06/23/2011
NAME OF PROVIDER OR SUPPLER - STREET ADDRESS, CITY, STATE, ZIP CODE
. ' 8590 TRYON ROAD
X 1 N (X5}
o 1D SUNMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S FLAN OF CORRECTIO oo
EDED BY FULL £AGH CORRECTVE ACTION SHOULD BE
PREFIX | L ATaRY O Lot IDENTIFNG NFORMATION) v céoss-wenegggg To THE APPROPRIATE, | 04
fgr&ss, and shall leave not legs
. ! i i '
K072} Continued From page 6 Kor2 t:lan ¥ of tht‘: required width of
' aigle, or corridor unobstructed.
use In the case of fire or other emergency. No 1 fire d dited
furnlshings, decarations, or other objects obstruct Al ¢ doors Were au ted for
exits, access to, agress from, or visibllity of exits, compliance by the maintenance
7.1.10 director and documentation
maintained. The Maintencance
Dirsctor was inserviced by the
Administrator for regulatory
This STANDARD s not met as evidenced by: }compﬁance.zmd he will
42 CFR 4483.70(a) : smonpitored this weekly x 4 for
By observailon on 6/23/11 at appgoxima[’;ely noon {compliance, then monthly
the following abstructions were observed as : .
han-compliant, specific findings Inciude; corridor !if L ford:evxet? by the gM QA
doors to housekeeping and janitor's closet on 400 Hor trends, pa tras, ana ?
. | hall and housekeeping and storage closet on the rdecornmendations. This ;
300 hall swing Into the corridor without & listed L will be completed by 8/7/2011. |-,
clasure and the door does nat swing _1801degrees K Tag 076 ;
but lsaves & projectien of approximately 18" into Ful] and empty oxypen :
the corridor, NFPA 7.2,1.4.4 states during fs ; pty oXyg t
cylinders were immedjately ¢
swing, any door In a means of egress shall leave 4 Pl and !
hot less than ene-half of the required width of an separafed. Full and empty {
alsle, corridor, or landing unobstructed and shall cylinders are stored in
hot project more than 7 in, (17.8 ¢cm) Into the separate rooms in appropriate
TBqU“'Ed W!dth Df an aiS[e, Cﬂfﬁdor‘ passageway, o}r]inder racks_ Co:a-ect Sigﬂage .
or landing, whan fully open, -
' ; maxks each room. Staff has been
| f; g:g NFPA 101 LIFE SAFETY CODE STANDARD K o76 recducated where oylinders ate
- Medical gas storage and administration areas are Jocated and must be in appropriatd
protected in accordance with NFPA 89, storage racks. This will be
Standards for Health Care Fadliities. moxitored by the maintenance
director waekly x 4, then
(a) Oxygen storage locatlons of greater thah ’
3,000 cu.ft. are enclosed by a one-hour mpnthly ,X }1. The results
_ wonthly x 11 to monitor
{b) Locatlons for supply systems of greatar than for trends, patterns or
3,;)(‘;010;.&1 Srg ;lzmed to the outslde, NFPA 9g' recornmendations. This will
T e be completed August 7, 2071 ,
if contimuation sheet Paga 7 of 9
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FORM APPROVED
OMB NO. 0338-0391

CENTERS FOR MEDIGARE & MEDIGAID SERVICES

%1 PROVIDER/SUPPUER/CLIA

STATEMENT OF DEFIGIENGIES
IDENTIFIGATION NUMBER:

. | AND PLAN OF CORREGTICN

245403 |

{X2) MULTIPLE CONSTRUCTION

ABUILDING D4 - MAIN BUILDING 04

B, WING

{X3) DATE BURVEY
COMPLETED

06/23/2011

NﬁME.OF PROVIDER OR‘ SUPPUER .
CARY HEALTH AND REHABILITATION

6530 TRYON ROAD
CARY, NC 27518

STREET ADDRESS, GITY, STATE. 2)P CODE

(4} 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENGY MUST 88 PRECEDED 8Y FULL
RPEGULATORY OR LEG IDENTIFYING INFORMATION)

o

PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH CORRECTIVE ACTION SHOLLD BE. EOMPLETION

™G CROS5-REFERENCED TO THE APPROPRIATE PATE
DEFRICIENCY)

—ir

K075

K144
§8=D

A. Full and empty axygen cylinders were stored
together. If stored within the same enclosure,

. |copfusion and delay if a full cylinder ls needed
hurrledly. [NFPA 99 4-3.6.2,2b(2)

supported In a proper cylinder stand ar cart.
[NFPA 99 4-3.5.2,1b(27)] (both A & B were In the

accordance with NFPA 89, 3.4.4.1,

THis STANDARD s not met as evidehced by:

By observation on 6/23/11 at approximatsly noon

Continued From page 7 °

This STANDARD Is not met as evidenced by:

42 CFR 483,70(a)
By cbservation on 6/23/11 at approximately noon
the oxygen storage was non-compllant, specific

findings Include!

emply cylinders shall be segregated and
deslgnated (with signage) from full cylinders.
Empty cylinders shafl be markad fo avold

A, Oxygen cylinders ware not properly chained or
200 hall oxygen storage next to room 208}

NFPA 101 LIFE SAFETY CODE STANDARD

Gerierators are Inspected weekly and exerclsed
under load for 30 minutes per month In

42 CFR 483,70(a)

- K076

K144

FOAM CMY-2u57({02.88) Frovici Vorslons Oheolsta

’Evant 10 Hvo424

Faclity I 425078

If caninuation shuet Page 8 of 8
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L

conducted without recording percent rated load or
temperature rise. A load bank test had not beeh
completed within the past year, Staff stated that
testing had been started but had to shut down
due to replacement parts heeded,

NFPA 89 3-4.4,2 Record keeping, A written
record of inspection, performance, exercising
period, and repalrs shall be regularly malntalhad
and avaliable for Inspection by the authority

having Jurisdiction.

NFPA 110 84,2 (1999 edition) generator sets In

Level 1 and Level 2 service shall be exercised at
leaist once monthly, for a mindmum of 30 minutes,
using one of the following mathods:

(&) Under operating temiperature conditlons or at
not tess than 30 percent of the EPS nameplate
rating

(b) Loading that malntalns the minimum exhaust
gas temperaiures as recommended by the
manufacturer, '

NFPA 110 64.2.2 (1999 edition) Dleselpowered
EPS Installations that do net mestthe .
requirements of 6-4.2 shall be exercised monthly
with the available EPPS load and exercised
annually with supplemental loads at 26 péreant of

nameplate rating for 30 minutes, followed by 50
percent of nameplate rafing for 30 minutes,
followed by 75 parcent of nameplate rating for 60

minutes, for a total of 2 continuous hours. (load
bank testing)
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|completed by the maintenance
idirector. Record keepiag shall
'include record of inspection,
performance and repairs. Level
1 and 2 setvice shall be exercised -
monthly for 30 minufes. Accurate
documentation will be provided,
The maintenance direotor shall

run the tests and provide the
documentation. The aduinisteator -
will monitor the documentation

for completeness and timeliness
monthly x 11. This information
'will be given to the RM/QA |
team to review for frends, |
| patiems or recommendations.

}This will be completed by
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docurmentation for mohthly load test waa electrclan and aceurate
documentation
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