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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
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C
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(X4} 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 GOMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 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 Facilities recertification and
complaint investigation survey conducted on
3/28M13.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any deficiency statement ending with an asterisk {*} denotes a deficiency which the institulion 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.  deficiencies are cited, an appfoved plan of correction is requisite to continued
program participation.
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STATEMENT OF OEFIGIENGIES (X1) PROVIDERUSUPPLIER/CLIA | (X&) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IGENTIFICATION NUMBER! A, BUILDING 01 - AN BUILDING 0 cuwmgpig i
. ‘ CT O OMAYRT 208 T
345280 B, WING _ o 05i03/2013
NAME OF PROVIDER OR SURPLIER STAREET ADDRESS, CITY, STATE, 2@@9}3‘@;1 sy """,’T’\ o
1208 N FULTON ST i o )
AUTUMN CARE OF RAEFORD RAEFORD, NG 28376
x4} 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S FLAR OF CORRECTION o
FREFIX {EACH DEFIGIENCY MUST SE PREGEDED BY FULL PREFIX (EAGH CORRECTWVE AGTION SHOULD BE COMPLEVION
TAG AEGULATORY OR L5C IDENTIFYING INFORMATION) . TAG caoss-nsrsnagggn l"r:% gHEAPPROPRIATE DAYE
This plan of mrrprrcfnn ol sarve ag the !
facility’s allegation of compliance.
K 000} INITIAL COMMENTS KOO8}  preparation and submission of this plan of *
' correction Is in respanse to HCFA 2567 for
Surveyar; 27871 ) the 05-03-2013 survey and does not
This Life Safety Code(LSC) survey was constitute an agreement or admission of
conducted as per The Code of Federal Registel Autumn Care of Raeford of the truth of the
at 42CFR 483.70(a); using the 2000 Existing facts alleged or the correctnass of the
Health Gare section of the LSC and ils reterenced concluslons stated on the statement of
gg:ggiﬁ%gz Egt: :1‘;1:3":%519 :ﬁ%ﬂggg” ) deficiencies. This plan of correction is
automatic sprinkler systern. Facility is using NC: prepared and submitted because of the | -
spocial locking system. requirements of ftz CFR, Part 483, Subpart|B
_ . throughout the time perlod stated in the
The deficiencies determined during the survey statement of deficiencies. In accordance
\ / are as follows: ) . with state and federal law, however,
“K/020 | NFPA 101 LIFE SAFETY CODE STANDARD ® 020  submits this plan of correction to address
SeE the statement of deficlencies and to serve
One hour fire rated construction (with % hour as It’s allegation of compliance with the
fire-rated doors) or an appraved automatic tire pertinent requirements as of the dates
extingulshing system in accordance with 6.4.1 stated In the plan of correctlon and as fully
and/or 19.3.5.4 protects hazardous areas. When completed as of 05-13-2013 N
the approved automatic fire extinguishing system e
oplion s used, the areas are aeparated from
other spaces by Smoke resisting partitions and ] ko29
doors. . Doars are self-closing and non-rated or On 5-3-2013, @ box was found on the
field-applied protactive plates that do not excead shelf blocking the door from closing in the :
48 Inches from the bottom of the door are dry storage room, This box was removed |
permitted,  19.3.2.1 immediately upon discovery. Ali dietary |
staff was In-serviced on 5-13-2013
regarding not blocking door with any N
ohject.
This STANDARD is not met as evidenced by: . . ;
Surveyor: 27671 To epsure on-going compliance, the Food g
Based on observations and staff interview at Service Directar of her designee wil) audit ’
appmximately.azﬁo am onward, the following the dry storage room daily for 4 weeks fo
itens wers noncompliant, specific findings ensure there is no object blocking the
include:; door fo dry storage room In Kitchen was door from adequately ciosing. i :
being blocked from closing, from boxes. Also, substantial compllance is found, daily
main entrance door to Kitehen was not closing .
L ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIYLE {XE) DATE

Any deficlancy statement anding wilh ap saterisk () denctes a deficiency which the Instilution may be excusad fram comediing providing it is delamined that
uther safsguands provide aufficient protection to the patients. {See instructions.) Excapt for nursing homes, the findings stated above e disclogabls 50 days
following tha data of survey whalhar or ot a plan of correcilon is providsd. Fos nursing homes, tha above findingy and pling of corraction ave disclossbie 14
days following the date thene docurments are made avaliabla ta the faclity. If defisiencies 18 cited, an approved plen of cormaation iy requisite tp confinusa
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NAME OF PROVICER OR SUPPLIER d SYREET ADDRESS, CITY, S8TATE, 2IP COGE

AUTUMN CARE OF RAEFORD

1206 M FULTON BT
RAEFORD, NG 20376

i

A fire alarm system required for life safety is
Installed, testad, and maintained in accordance
with NFPA 70 National Electrical Code and NFPA
72. The system has an approved maihtenance
and testing program complying with applicable
requirements of NFPA70 and 72.  8.6.1.4

(X4) Ip SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTICN 5]
FREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRELTIVE AGTION SHOULD 8E COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
- DEFICIENGY) .
| mnwuhgﬁismwnupd Audiring
will continue to be conducted during
K 028 | Continued From page 1 K029| periodickitchen rounds conducted by the
and latching. Food Service Director or Admlnistrator to
ensure an-going compliance,
42 CFR 483.70(a) -
K Q38 NFPA 101 L[FE SAFEW CODE STANDARD K 038 ThE results of these audits and areas of
B8=E) _ . . concern will be discussed with
Exit access is arrjangeq so thal exits are readu{]}ﬂ: Administrator in morning meeting each
farc:essitgeza; all times In accordance with section Friday for four weeks for monitoring
purposes.
(n 5-3-2013, the main entrance door 10
the kitchen was not closing and latching
) correctly. This was repaired by the )
This STANDARD is not met as avidenced by: Maintenance Director on 5-3-2013.
Surveyor: 2b7871 " 4 staff intarvi .
Based on observations an ntarview & To ensure on-going compliance, the door
approximately 8:30 am onward, the followin . Y
itg&s were ngncompiiant, spac'iﬂc findings ’ ‘:‘”“ be te‘md wee_kly fof 4 weeks. if
include: at time of suivey staff was not wbsz:anteai co'mphan.ce is found, weekly
knowledgeable of emergancy releass switch monitoring will be discontinued.
focated on corridor.
For monitoring purposes, the Dietary .
42 CFR 483.70(a) Manager will report the weekly checks
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD . K 052 every Friday for 4 weeks o the
§8=F Administrater in moming meeting.

Ko3s

On 5-3-2013, a staff member were
questioned about the emergency release
switch was not knowledgeable of Its
purpose. This was corrected immediately -
by In-servicing staff, Remaining staff was
In-serviced over the following several
days.

FORM CMS-2567(02-00) Prviouy Varsions Obsolels

ET/98

Jovd

Event 10 FE/IKES

Fatlily [D: 922954

It conttnuation sheal Page 2of ¢

-~

658/G6/8 P1:81 ETQT/L1/90

2 vy




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 0506/2013
FORM APPROVED
OMB NO, 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES xn PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTICN 3y DPATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLEYED
245280 B. WING 05/03/2013

NAME OF PROVIDER OR SUPPUER

STREET ADDRESS, CITY, JYATE, 2P CODE
1200 N FULTON 8T

AUTUMN CARE OF RAEFORD RAEFORD, NC 28376 N
x4} 1D SUMMARY STATEMENT OF DEF|CIENGIES o) PROVIDER'S PLAN OF CORRECTION 8}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGYION SHOULD 8E COMPLETION

TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROYS-REFERENCED YO THE APPROPRIATE OATE
T eosire An- Rl the ]
purpose of the emergency release switch

K 052} Continued From page 2 K052]  will be discussed with all staff
immediately following the next three fire
drills an each shift. If substantial
This STANDARD is not met as svidenced by: compliance is found, discussion of the
Surveyor: 27871 i ; *
Based oh observations and staff Interview at ;r:r?;f;: ;\;sr::iease station will return 0 3
approximately 8:30 am onward, the following ’
items wera noncompllant, specific findings i
include: horn was not working on hom/strobe Discussion of the emergency release
device on 500 hall at time of survey. . statlons follawing every fire drlll will be
reported to the Administrator at the
42 CER 483.70(=) Quarterly QA meetings.
K 061 ! NFPA 101 LIFE SAFETY CODE STANDARD K 061
S5=E K052 .
Required automatic sprinkler systems have On 5-9-2013, the strobe that had been
valves supevised so that at least & local alarm found defectlve was serviced and
will sound when the valves are closed.  NFPA repaired so that it flashed appropriately,
72,9721
To ensure on-going compliance, the fire
alarm system will be tested weekly for 4
weeks, If no deficiencles are found during
weekly testing, we wilt return to regular
This STANDARD ia not met as evidenced by, quarterly testing on each shift. .
Surveyor: 27871
Based on observations and staff interview at Findings of weekly testing will be
g:pprcﬂmge[y r?cggl a]r_n op\;.rard,‘ ;h?nf::jl;[mng reported 1o the Administrator during
ifems were no jant, specific ngs ; :
oo tarmay 23 cid ot send elgnal t fire morning meeting on Fridays for
alarm control panel when tested. MONFOMNG pUrposes.
42 CFR 483.70(a) ‘ K061
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD Kogy| On05-09-2013, tamper switch #23 was
§§=E serviced and repaired so that it ~
Heating, ventilating, and air conditioning comply appropriately sends signal to fire alarm
with the provisions of section 8.2 and are Instatled control panel when tested.
in accordance with the manufacturer's '
spacifications,  19.5.2.1, 8.2, NFPA S0A,
19.5.2.2
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This STANDARD s not met as evidenced by.
Surveyor; 27871

Based on observations and staff interview at
approximately 8:30 am onward, the following
iterns were noncompliant, specific findings

include: return firefsmoke dampers in facility have

axcess lent on them.

42 CFR 483.70(a)

testing of system each shift will resume.

Results of the weekly testing of the
tamper switch wili be discussed with
Administrator each Friday in morning
meeting.

K067
On 5-10-13 all dampers in facility were
cleaned.

To epsure on-going compliance,
Maintenance Directar or his designee will
clean dampers monthly, A cleaning
schedule has heen made as a means of
documenting when dampers are cleaned.

For manitoring purposes, the
Malntenance Director wili report 1o
administrator every time the dampers
are cleaned and turn in the damper
cleaning schedule monthly far 3 months.
If substantial comptiance is found, results
of monthly damper cleaning will return to
being discussed with Administrator at the
Quarterly QA meeting.

(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES o PROVIDER'S PLAN OF CORRECTION 05
PREFIX (EACH DEFICIENGY MLIST BE PRECEDED BY FULL PREFEX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TG cnoss-nﬁﬁeneucﬂaé I;g &aa APPROPRIAYE DATE
D
In pos g 5 i Y24
) will be checked weekly for 4 weeks. If no
K 087 | Continued From page 3 K 067!  defitiencies are noted, regular quarterly .

€1/
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