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DEFICIENCY)
F 000 INITIAL COMMENTS F Q00 F428 483.60(c) DRUG REGIMEN
_ REVIEW, REPORT
No deficiencies were cited as aresult of the ~ | IRREGULAR, ACT ON
complaint investigation Event ID #CWB911. ) .
F 4281 483.60(c) DRUG REGIMEN REVIEW, REPORT F428| St Joseph of the Pines does provide
$8=D | IRREGULAR, ACT ON a drug regimen review at least once
' a month by a licensed pharmacist
The drug regimen of each resident must be for each resident.
reviewed at least once a month by a licensed The license pharmacist does repott
pharmacist. any itregularities to the attending
. ) i hysician, and the Director of
The pharmacist must report any irreqularities to o p B o
the attending physician, and the director of S Nursing, and these reports are acted

nursing, and these reports must be acted upon. T upon.

Corrective Action:
Alf current resident records where 5/19/2011
reviewed to verify the licensed
pharmacist had reviewed residents
drug regimen in the past month.
Please see appendix A

This REQUIREMENT Is not met as evidenced
by:

Based on staff interview and clinical record
review, the facility failed to ensure the pharmacist

conducted a monthly drug regimen review for 1 of | The licensed pharmacist will begin 5/13/2011
11(Resident #412) sampled residents. The providing a list of all 1'351den'ts
findings are: - . ' whose drug regimen was reviewed

along with any recommendations
Resident #412 was admitted to the facility on which need acting upon after each
7/19/10. Her diagnoses included essential visit. ,

tremors, pernicious anemia, hypertension, Please see appendix B
hyperlipidemia, aortic insufficiency, endometrial o -
cancer, diverticulosis, carotid artery stenosis, ' !
osteopenia and spondylolisthesis.

The clinical record revealed a pharmacy drug
regimen review was conducted on 8/26/10:
Resident #412 remained in the facility until.
discharge on 10/25/10. The clinical record -
contained no medication regimen review for the

LABORATORY DIRECTCR'S OR PROVIBER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

%”—#_ b{r:u\—@r A Prea i Sacvices sV iahy

Any deficiency stkalement ending with an asterisk (*) denotes a deficlency which the lnslitulior) may be excused from correcting providing it is determined that
other safeguards provide sufficlent 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 avallable to the facility. If deficiencies are ciled, an approved plan of correction is requisite to continued
program participation, '
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(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D _ PROVIDER'S PLAN OF CORRECTION (%5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION |
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
.. DEFICIENCY)
F 428 | Continued From page 1 . Fa2g| F428 483.60(c) DRUG REGIMEN

month of September 2010 or October 2010.
) i

During an interview, an 4/28/11 at 11:49 am, the
consultant pharmacist indicated that she would
document all medication regimen reviews in the
clinical record on the day the review was
conducted. The consultant pharmacist could
provide no information regarding the lack of
medication regimen reviews for Resident #412 for

the month of September 2010 and Qctpi;g_'_ag 2010

ENENN

REVIEW, REPORT
IRREGULAR, ACT ON
- continued

Monitoring: _
Director of Nursing or designee will Ongoing
perform an audit monitoring each ‘
resident record for drug regimen
L review by the licensed pharmacist
fzeia by the 25" of each month for the

' : next three months; then, random
resident records will be audited by
the 25" of each month for the next
three months. If a resident drug
regimen has not been reviewed
within that month, the licensed
pharmacist will be contacted for
immediate review.

Please see appendix C

Director of Nursing will report Ongoing
results of the observations to the
facility QA committee on a
quarterly basis.
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{x4) ID SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION X5
PREFIX | ©  (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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_ DEFICIENCY) ~
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K029
838=D )
One hour fire rated construction (with % hour . y
fire-rated doors) or an approved automatic fire K 029 NFPA 101 Life Safety Code
extingulshing system In-accordance with 8.4.1" - Standard
andfor 19.3.5.4 protects hazardous areas, When
the approved automatic fire extinguishing system The alleged deficiency will be
option Is used, the areas are separated from addressed as follows: .
+ 1

other spaces by smoke resisting partitions and
doors. Doors are sel-closing and non-rated or .
fleld-apptied protective plates that do not exceed The % hour fire door located in

48 inches from the bottom of the door are laundry area had its latch filed so
permitted.  19.3.2.1 that it would completely latch once

closed after each opening

6/111

The second floor soiled utility door

This STANDARD is not met as evidenced by: ) closure was adjusted so the door
Based on observation on 5/29/2011 between ' would completely latch once closed,

| 8:45 AM and 1:30 PM the following was noted:
4y The corridor door to the laundy room did not
slose, latch and seal when-checked,

2) The second floor soiled utllity room door dld

1ot close latch and seal when checkad, '
42 CFR 483.70(a)

K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038

8§=F

=~

Exit access Is arranged so that exits are readily
accessible at all times In accordance with section
7.1, 19.2.4

@Pwm E

f
JUN 14200 |

This STANDARD s not met as evidenced by: | ' i
Based on observation on 6/29/2011 between . TR T BT
845 AM and 1:30 PM the following was noted: ‘ | CONSTRUCTION SRCTIUN

4y The exit path from exit Inslde the chapel to the : . '

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE HTLE {%8) OATE

> el . Db QNS Il
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Any deficlency Qatemenl ending with an asterlsk (*) denoles a deficlency which the Institution may be excused from correcting providing i Is dele'rminad that
other safeguards provide sufficlent protaction to the pallents, {See Instructions) Except for nursing homes, the findings stated above are disclosabls 90 days
following the date of survey whether or not & plan of correction Is provided, For nussing homes, the above findings and plans of correction are disclosablo 14
days following the date these documants are made evaliable to the facllity. If deflcloncles are cited, an approved plan of correction s requisite to continued

program participation.
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NAME OF PROVIDER OR SUPPLIER

ST JOSEPH OF THE PINES HEALTH
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(X4} ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDEDR BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
. [EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X3}
COMPLETION
DATE

K 038

K045
85=D

K050
§8=D

- 2y The resldent bathroorn In the Mamory: Support

- Based on observation on 5/29/2011 between

Continuad From page 1

public way and the exit on the right side of PT fo
the publlc way discharged ento grass and were
not on a hard suiface,

Unit are equipped with barrel bolt locks that will |
prevent a person from exiting te bathroom in casé
of an emargency.

42 CFR 483.70(a)

NFPA 101 LIFE SAFETY GODE STANDARD

Hlumination of means of egress, including exit
dischargea, Is arranged so that fallure of any single
lighting fixture (bulb} will not leave the area in -
darkness., (This doss not refer to emergency
Hghting In accordance with seclion 7.8.)  18.2.8

This STANDARD s not met as evidenced by:

A5 AM and 1:30 PM the following was noted:
1) The exit lighting outslde the PT room exit
discharge door, right side was incomplete.
Lighting consisted of a single bulb light.

42 CFR 483.70{a)

NFPA 101 LIFE SAFETY CODE STANDARD

Fire drills are held at unexpected times under
varylng conditions, at least quarterly on each shift,
The staff is familiar with procedures and Is aware
that drills are part of established routine,
Rasponsibllity for planning and conducting drills is
assigned only to competent persons who are
qualified to exercise leadership. Where drills are -
conducted between 9 PM and 6 AM a coded
annotincement may be used instead of audible
alarms. 19.7.1.2

K 038

K045

K 060}

K 038 NFPA 101 Life Safety Code

Standard

The alleged deficiency will be
addressed as follows;

The contract landscaping company
on site will install hard compact
gravel pathways from both the
chapel and PT exits.

These exit pathways will direct
traffic to safe areas in the course of
an eyacuation.

K 045 NFPA 101 Life Safefy Code
Standard

The alleged deficiency will be
addressed as follows:

The exit lighting outside the PT exit
discharge door will be installed.

All corridor exit lights have been
examined to make sure they are
working properly, and are
illuminated with dual bulbs.

6/1/11

71111
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- (X3 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ey
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX {EACH CORREGTIVE ACTION SHOULD BE | GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG caoss-REFERegggg :Eﬁ g\rj}g APPROPRIATE DATE
| . 1 © K 050 NFPA 101 Life Safety C
K 050 | Continued From page 2 ) ) K050 Stang ard Life Sa ety ode
. _ The alleged deficiency will be 1 61111
This STANDARD s not met as evidenced by: addressed as follows: :
Based on observation on 5/29/2011 between
Bj 45 AM and 1:30 PM the following was noted: The intercom system located in the
" 1§ Upon testing the fire alarm panel the facllity 1 T
wanted to Incorporate a fire drill In the process. fac1hty.was examined and fixed by
Upon activation of the alarm, the alarm was i anoutside contractor '
« | immediately sflenced at the Fire Alarm Control ' - C
Panel and the person at the panet was to notify ‘ 1Pleast Revien f ,wvf o f A "’I/ I
others in the facility were the fire was, Due to loss Vrocelucze foe F"w Alace Nopificabeg
of the Intarcom the staff did not know there was K 056 NFPA 101 Life Safety Code f
an alarm still-active or where to respond. Faciiity Standard ;

will need to develop procedure where they can :
respond In case there is a loss off infercom. -

42 CFR 483.70(2) . The alleged deficiency will be
K 058 | NFPA 101 LIFE SAFETY CODE STANDARD K 066| addressed as follows:
S8=F
_lf there is an automatic sprinkler system, it Is An outside contractor was hired to
instafled in accordance with NFPA 13, Standard install sprinkler heads under all
for the Installatlon of Sprinkler Systems, to (d ded tos 487 or 211/
provide complete coverage for all portions of the oulside extendea canople .
bullding, The system Is propertly malntained in more. A
accordance with NFPA 25, Standard for the ‘ ;
Inspection, Testing, and Maintenance of " | Fire sprinklers will be added to the
Woater-Based Fire Protection Systems. {tis fully : : : .
supervised. There Is a reliable, adequate water . outside of PT in the front, back and
supply for the system, Required sprinkler garden.
systems are equipped with water flow and tamper : ,
switches, which are electrically connected to the Fire Sprinklers will be added to the
bullding fire alarm system.  19.3.5 outside storage closet located outside
of dietary kitchen.
: .+ Sprinkler head located in laundry
This STANDARD Is not met as evidenced by: room stairwell will be replaced with
Based on observation on 6/29/2011 batween the Red bulb (155 F).
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A0
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORREGTICN
{EACH CORRECTIVE AGTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

D
PREFIX
TAG

{X5)
COMPLETION
DATE

K 058

K061
85=D

. K067
58=D

1 This STANDARD s not met as evidenced by:

Continued From pagse 3

| 8:45 AM and 1:30 PM the following was noted:

* ) The storage room on the outslde the kitchen -
areg Is not equipped with sprinklers,

2}t The overhang-outside PT and Therpy Garden
1$ greater than 4ft and not sprinklered. Facility is
equipped with mag locks. (Sprinklers shall be
Installed under exterior roofs or canoples
exceeding 4 ft (1.2 m) in depth per NFPA 13
saction 5-13.8.1. } -

2), n the stalrwell next to the Laundry room there
‘are sprinkler heads In the facility rated for
intermediate Temperature Classification, Glass
Bulb Color of Green (200°F) in place of Ordinary
Temperature Classification, Glass Bulb Color of
Red temperature rating of {(155°F).

42 CFR 483.70(a)

NFPA 101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems have
valvaes supervised so that at least a [ocal alarm
will sound when the valves are closed.” NFPA
72,9.7.2.1

Based on observation on 5/29/2011 between
845 AM and 1:30-PM the following was noted:

+ 1) The accelerator line to the dry side of the
sprinkler riser has a vaive that when closed will
affect the operation of the system Is not equlpped
wilh an electronically supervised tamper alarm.
42 CFR 483.70(a) :

NFPA 101 LIFE SAFETY CODE STANDARD

Heating, ventllating,‘and alr conditioning compiy

K 056

7 {K 06INFPA 101 Life Safety Code
‘Standard ‘

The alleged deficiency will be
addressed as follows:

Accelerator line to the dry side of the
sprinkler riser will have a valve that is
equipped with an electronically
supervised tamper alarm installed

-_K 061

K 067 NFPA 101 Life Safety Code
Standard

' The alleged deficiency will be
addressed as follows:,

The HVAC unit located in the
mechanical room next to laundry
will have a access door installed so
inspections of the smoke duct
detector can take place.

K 067

I
|

71111

+

71
|

FORM CMS-2567(02-89) Previous Verslons Obselete

Event [D: CWB621

. Faclfily ID; 923467

if continuation sheet Page 4 of 5 .




PRINTED: 06/31/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES b FORM APPROVED
_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT-OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA® | {X2) MULTIPLE GONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
. A BUILDING 01 ~ MAIN BUILDING 1
A 345044 B WING 05/27/2011
NAME OF PROVIDER OR SUPPLIER _ ' STREET ADDRESS, CITY, STATE, ZIP CODE
) 103 GOSSMAN.DRIVE '
ST JOSEPH OF THE PINES HEALTH SOUTHERN PINES, NG 28387
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PREFIX | - {EACH DEFICIENCY MUST BE PRECEDED BY FULL' PREFIX 1. {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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K 067 | Continued From page 4 . . Kos7
with the provisions of section 9.2 and are mstalied
in accordance with the manufacturer's
specifications,  19.5.2.1, 9.2, NFPA 90A,
19.6.2.2 '
This STANDARD Is not met as evidenced by: .
. | Based on observation on 5/28/2011 hetween
8:45 AM and 1:30 PM the following was noted:
“1)*The HVAC unit in the mechanical room located
next to the laundry room has a smoke duct o ‘ ‘
detector fnstalled In the unit that not equipped “ . :
with and access door for inspection. .
|42 CFR 483 70(2) P | K 141 NFPA 101 Life Safety Code
K141} NFPA' 101 LIFE SAFETY CODE STANDARD . K141} Standard
88=D ' ‘ o : .
Non-smoking and no smoking signs in areas - The alleged deficiency will be 1

where oxygen Is used or stored are [n accordance

with 19.3.2.4, NFPA 99, 8.6.4.2, addressed as follows:

The Central Supply storage area has i
been labeled with Non- Smoking/

This STANDARD Is not met as evidenced by: : :
Based on obsarvatlon on 5/29/2011 between . No Smokmg Signs.
8:45 AM and 1:30 PM the following was noted: | . . .

o

4} The Central Supply Rpom has oxygen stored
in the room and the room Is not proparly labeled
with Non-smoking/No Smoking slgns.

42 CFR 483.70(a)
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