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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 CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A. BUILDING
B. WING
345507 06/13/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZII* CODE
5725 GAROLINA BEACH ROAD
AUTUMN CAR LE GROVE
E OF MYRTLE G WILMINGTON, NC 28408
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES 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 LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 [ INITIAL COMMENTS F 000
The facility was found to be in compliance with
the Medicare/Medicaid Long Term Care
Regulations 42 CFR Part 483, Sub part B during
a recertification and compaint investigation
survey. Event ID EQU911.
LABORATORY DIREGTOR'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 whather 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 deficiencles are cited, an approved plan of correction Is requisite to continued
program participation.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES @@ m FORM APPROVED
~ CENTERS FOR MEDICARE & MEDICAID SERVIGES 1o 4 B y ONB NO. 08380391
STATEMENT OF DEFICIENCIES {X4) PROVIDER/SUPPLIER/CLIA (X2) MULTIZLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECYION IDENTIFICATION NUMBER: COMPLETED
A BULDING 01 - MAIN BUILDING 01
345507 B. WING 06/26/2012
NAME OF PRONIDER OR SUPPLIER STREEY ADDRESS, CITY, 8TATE. ZiP CODE
5726 CARCLINA BEAGH ROAD
UTUmMN CARE OF
AUTUMN CARI MYRTLE GROVE WILMINGTON, NG 28408
{%4) ID SUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION o)
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caw&nmneggrag 12?4 g%e APPRROPRIATE DATE

K 000 | INITIAL COMMENTS K 000

This Life Safety Code (L.SC) survey was
conducted as per The Code of Federal Register

&t 42 CFR 483.70{a); using the 2000 Existing
Health Care section of the LSC and its referenced|
publications. This buliding is Type V construction,
and Is North Carolina Speclal Locking '
Arrangemnents. The facillty is equipped with an l
autornatic sprinkler system, !

GFR#; 42 CFR 483.70 (a)
K 062 | NFPA 101 UFE SAFETY CODE STANDARD |
85=E
Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are Inspected and tested
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA

25,875
1 062

This STANDARD is not met as evidenced by:
Based on the observations and staff interview
during the tour on 6/26/2012 the facllity has a
reqjuired accelerator installed on its dry pipe
sprinkler system, This accelerator hasavava |
that is essential to the sprinkler system. This
valve Is not currently electricelly supervised to
protect the systerm against it being aceidentiy
tumed off,

CFR#: 42 CFR 483.70 (v)

i
1 - |

|federal law.

| signify | have recelved this document and

Preparation and submission of this plan of
correction does rot constitute an
admission or agreement by the facility of N
the truth of the facts alleged or of the
correctness of tha conclusion stated on the
statement of deficiencies. This plan of
comection is prepared and submitted solely
pecause of requirements under state and

| am signing the document below to

that the plan of correction being submitted
on this document is accurste. My
signature doas not indicate the facllity has
accepted the allegations contained In this
2567 or the deficlencles in which the
alleged deficiencles were cited.

Comrective Action to Cofra nt

Practice;
1 The cited valve on the accelerator for

the dry pipe sprinkler system will be made
1o be electically supanvised to protect the
systam against it being accidently tumed
off. This will be corrected no fater than
08/10/2012.

LAHORATORY DIRECTOR'S ER REPRESENTATIVE'S SIGNATURE

) DATE

Al

TITLE
.

Any deficlancy statoment snding wilh

other eafeguards provide sufficont protection to Lhe patfents, {Saa instruttions.) Except for rnu.

follow/ng the date of sunmy whether or not a plar of copacilon Is providad, For nurelng homes, i
lfable to the faciity. If daficlencles am cited, an spproved plan of conpction is requishte to continued

days following tha date thess documents aro made avd
program participalion, :

Hisk () denbias a deficiency which the institution mey ba excused from correcling

providing it ls datermined that

sing homes, 1he findings Stated above are disclosable 80 days
the above Mndings and plans of coriectlon ars dlsclosabla 14

o~
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{5 B a0 PRINTED: 07/01/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES ! @-{:@ il FORM APPROVED
CENTERS FOR MEDICARE & MERICAID SERVICES OMB NO, 0528-0391
STATEMENT OF DEFIGIENCIES {X1) FROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
p ABUILDING  02-BUILDING 2
LN
v 345507 B WING 06/26/2012
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
6725 CAROLINA BEACH ROAD
AUTUMN CARE OF MYRTLE GROVE WILMINGTON, NC 28408
gam | SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORREGTION )
BREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFIGIENCY)
i
K 000 ] {NITIAL COMMENTS K 000
This Life Safely Code (LSC) survey was
conducied as per Tha Code of Federal Register
at 42 CFR 483.70(a); using the 2000 New Health
Care gection of the L.SC and its referenced
publications, This building is Type V construcilon,
and is utilizing North Carolina Speciaj Lacking
Arrangermnents. The Facility s equipped with an
automatic sprinkler system.
CFR¥ 42 CFR 403.70 (a) o .
K 047 | NFPA 101 LIFE SAFETY CODE STANDARD K 047 |An exit directionatl sign leading from the
58=D rehab depariment to the egress corridor
Exit and directional sighs are displayed In will be installed no later than 08/10/2012.
accordance with section 7.10 with continuous
Hlumination alzo served by the emergency lighting
gystem, 19.2.10.1
j This STANDARD e not met as evidenced hy:
Based on the observations and staff Interview
during the tour on 612672012 the exit directional
glgnage leading from the rehah departmant fo the
the egress corddor was incomplete as there was
no diractional sign leading fo the egress corridor.
CFR# 42 CFR 483,70 (o)
, L
{ABORATORY DIRECTOR'S OR RROVIDER/SUPRLIER REPRESENTATIVES SIGNATURE TTE ) DA

oY v,
deficioncy statement endhg NI astarlak () denoten a deficlency which the Insthuilon may ba excused from comecting providing # s determinad that
a?;r mfegug{d: provida aufficlant protection 6o the petients. (See Instructions.) Except for numing tiomes, (he fndings stabed ahove are disclosablo 80 days
fallowing the datx of suryny whethar of pot & plan of camaction is provided. For nursing hornas, B abave findings and plabs of correction ere diycloauble 14
daye followlng the dete these documents ar made avalisble to (he facllty, If deficencles ara dited, an appaved plan of comodian is requisite to continuad

pragram particlpation.
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