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4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE:
DEFICIENCY)
F 000! INITIAL COMMENTS F 000
The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facilifies {General Health
Survey).
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) CATE

Any deficiency statement ending with an asterisk {*} denctes a deficlency which ths institution may be excused from comecting providing it is determined that
other safeguards provide sufficiont 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 pian 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 requisits to continued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
. CENTERS FOR MEDICAR MEDRICAID SERVICES OMB NO. 0938-0391
STATEMENT OF OEFICIENCIES {41} PROVIDER/SUPPUER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECGTION IDENTIFICATION NUMBER: A BUILDING 01 ~TAAIN BUILBING 04 COMPLETED
345481 B. WING 00/11/2013
NAME QF PROVIDER OR SUPPLIER STREEY ADORESS, CITY, STATE, ZIP CODE

400 PELT DRIVE

WOODLANDE NURSING & REHABILITATION CENTER FAYETTEVILLE, NC 28301

(X4 1D SUMMARY BTATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORREGTION o
PREFIX {HACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EAGH CORRECTIVE AGTION BHOULD BE CONPLEYIOR
TAG REGULATORY OR LSC INENTIFYING INFORMATION) TAG CROSE-REFERENCED TQ THE APPROPRIATE BATE
DEFICIENCY)
Woodlands Nursing and Rehabilitation
K 000 | INITIAL COMMENTS KOOD Center acknowledges roceipt of. the.
Statement of Deficiency and proposes the
Surveyor, 27871 plan of comrection to the extent that the
Thia Life Safety Code(LSC) survey was summary of findings is factually carrect
conductad as per The Code of Federal Regisler and in order to maintain compliance with i
at 42 GFR 483.70(a); using the 2000 Existing applicable tules and the provision of !
Health Care section of the LSC and ite relerenced quality care to residents. The plen of
publications, This bullding is Typs V construction, comrection is  submifted as  written
one story, with a complete automatio sprinkler allegation of compliance,
systemn.
o belo nse to the Statemont of
Tha deflgiencles determined during the survey g;ici mlm‘;f a:é};olan 0; correction doss not
aro ag followa; denote agreement with the citation by
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K 01B| woodlands Nursing apd Rehabilitation
58=E Center. The facility reserves the right to

Doors protecting cortidor opanings In othsr than
required enclostres of vertical openings, exits, or
hazardous areas are substantial doors, such as
those constructed of 1% inch solld-bonded core

submit documentation to refute the stated
deficioncy through informal appoals
procedures and/or other administrative or

wood, of capable of resisting fire for at least 20 legal proceedings.

minutes, Doors in eprinklerad bulldings are only

regulred to resist the passage of smoke. There s K018

no Impadiment to the closing of the doors, Doors

gre provided with a means sultable for keeping Door to shower room on 300 hall 61 /.?-4' } %
tha door closed, Dulch deors meeting 18.3.6.3.6 adjusted to ensure it would cloze /

are permitted.  19.3.8.3 ahd latch for smoke tight seal,

Roller tatches are prohibited by CMS regulations
In all health care faciilties. An audit of all doors throughout
the facllity was conducted. Any door | /(i <}i=12
found to not close and fatch for smoke

tight seai, was adjusted to ensure '

compliance,

This STANDARD s not mat as evidenced by

ABORATARY SIRECTOR'S OR PROVIDFR/SUPPLIER REPRESENTATIVE'S SIONATURE WIE {X&) DATE
1
;ﬂ(m DY NI/, JJW Q".-,Z{Lf‘ (3

Any deficisndyalbtenibnt ending whh an astexbk () denclea & daficlancy whioh the Institullon may be exaused from serracting providing it lo determined that
olhor salfeguards provida sufiiclent protacilorfo tho patlents. (3se inslrucliona.) Except for nuislng homes, tha findInga stated abovs are disclossble BO daya
faliowing the date of survey whethsr or not s plan of correcllon is provided. For aursing homss, {he above findlngs and plans of cerrmcllon are dlsclosable 14
days following the dule these documants are mado avaliabls 1o the facllity. If deflaiencles are ciled, an pppraved plan of correction ks raquisfis te continued
program partlolpation,
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Elactical wirlng and equipment is in accordance
with NFPA 70, Natlonal Electrical Code. 9.1.2

a monthly audit to ensure ali doors are !

closing and latching properly.

STATEMENY OF DEFICIENCIES (X1} PROVIDEA/SUPPLIERIGUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SQURVEY
ANG PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING 01 - MAIN BUILDING of COMPLETED
345481 B, WING 08/11/2013
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE
409 PELT DRIVE
WOODLANDS NURSING & REHABILITATION CENTER FAVETTEVILLE, NG 28301
(4} 1D SUMMARY STATEMENT OF DEFIGIENCIES 1D PROVIDER'@ PLAN OF CORRECTION ()
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLEY|OH
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROGS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
Staff In-serviced on reporting doors
K 018 | Continued From pags 1 Ko1s hatd tel d lpt htg the -
Surveyor: 27871 that do not close and latch 1o jo{4]v»
Based on obselvations and staff Interview at maintenance director for repair.
spproximately 8:30 am onward, the following The malntenance director will conduct :
itemns ware noncompliant, spacific findings \d i 0 lu l 1%
include: door to ehower room on 300 hall would a monthly audit to ensure all doors are |
not close and latch for smeke tight seal. _chosing and latching properly.
ongP ")
42 CFR 483.70(a) ‘
K 026 | NFPA 101 LFE SAFETY CODE STANDARD K0zg| Results of the monthly audits wilibe
S8<E reviewed at the monthly QAP meetin
One hour fire rated construction (with % hour : v ¢ ID} W
fire-rated doors) ar an approved automatic fire monthly x 3 months, quarterly x 3 +
' extinguishing syatem In accordance with 8.4.1 guarters, and a5 needed. n
andfor 18.3.6.4 protects hazardous areas, When ' : pﬂ‘do %
the approvad autometic fire extingulshing system
option Is used, the areas are separated from K029
other spaces by smoke rasisting partittons and ; l
doore. Doors are salf-closing and non-rated or Door to dry storage room in kitchen q 3 4 3
flald-applied protective plates that do not exceed adjusted to close and latch for smoke
48 Inchas from the bottom of the door are tight seal.
permitted.  19.3.2.1
An audit of alt doors throughout
the facility was conducted. Any door
This STANDARD Is not mel as evidenced by: found to not close and latch for smpke | \\[ l\'ﬁ
Surveyor: 27871 ; 3 '
Based on ohservatlons and staff Inferview at tght staal, was adjusted to ensure
approximately 8:30 am onward, tha following compliance.
;terns were noncompliant, specliic findings l
nelude: door to dry storage room In Kitchen would . . . 1
not close and latch for smoke tight seal. Staff in-serviced on reporting doors ulp
that do not close and latch to the ID
42 CFR 483.70(g) .
K 147 | NFPA 101 LIFE SAFETY GODE STANDARD K 147| Malntenanice director for repalr.
59=E The maintenance director will conduct {JOf{1[12
¢

o™y
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DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FQR MEDICARE & MEDICAID SERVIGES OMB NO. 0838-0301
STATEMENY OF DEFICIENGIES {xt) PROVIDER/BUPPLIERICLIA {¥2) MULTIPLE GONSTRUGTION (43} DATE SURVEY
AND PLAN OF CDRRECTEON [DENTIF[CﬁT(ON NUMBER: A BUELDING 01 - MA'N BU'LD}NG 01 COMPLETED
345481 8, WING po/11/2013
NAME OF PROVIDER OR BUPPUER OTREET ADDRESS, CITY, STATE, ZIP CODE
490 FELT DRIVE
WOODLANDS NURSING & REHABILITATION GENTER FAYETTEVILLE, NG 28301
(x4 1B SUMMARY 8YATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o5
PREFIX {EACH DEFIGIENGY MUST BE FREGEDED BY FULL, PREFIX (EACH CORREGTIVE AQTION SROULD BE COMPLETION
YAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROBS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
itswill b
K 147 { Continued From page 2 K147, Results of the monthly audits will he ol )
reviewed at the monthly QAPI meeting ! %
monthiy x 3 months, quarterly x 3 '
. | This STANDARD I[s not met as evidenced by; quarters, and as needed. Bn‘ﬁ)‘ r\a
Survayor, 27871

Based on ohsevatlong and staff inforview at

approximatsly 8:30 am onward, the following K147

i!ezlmzi were ?nncofmpﬂani, specific findings Medication refrigerator on 200 hall was 9‘ J” ,.D

include: at ime of survay Med. refrigerator on 200

hall was not plugged Inte smeigency outiet, Plugged Into emergency outlet.

42 CFR 483.70(a) An audit of all medication refrigerators L’A
in the facility was conducted to ensure q“&w '
they are plugged into emergency outlets,”

Staff In-serviced on keeping medication 1 "

refrigerators plugged Into emergency 30) 1l

outlets.

Nurses will audit medicatlon refrigerator L { B

plugs daily to ensure compliance, using an

audit sheet.

Maintenence will audit the medieation -Q/ q{ ‘

refrigerators monthiy to ensure they are % v

" plugged Into emergency outlets, v

ohop M

Results of the monthly audits will be

reviewed at the monthly QAP meeting j¢f }:50 / )

monthly x 3 months, quarterly x 3 Yy

quarters, and as needed. Owaoé‘n‘a
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