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F278 483.20(g) - (j) ASSESSMENT ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the residents status.

A registered nurse must conduct or coordinate each assessment with the appropriate participation of health
professionals,

A registered nurse must sign and certify that the assessment is completed

Each individual who completes a portion of the assessment must sign and certify the accuracy of that portion
of the assessment.

Under Medicare and Medicaid, an individual who willfully and knowingly certifies a material and false
statement in a resident assessment is subject to a civil money penalty of not more than$1,000 for each
assessment; or an individual who willfully and knowingly causes another individual to certify a material and
false statement in a resident assessment is subject to a civil money penalty of not more than$5,000 for each
assessment.

Clinical disagreement does not constitute a material and false statement

This REQUIREMENT is not met as evidenced by
Based on observation, staff interview, and record review, the facility failed to accurately assess | of 26
: residents (Resident #118) reviewed for assessments,

Findings included:

Resident #118 was admitted on 3/08/13. The resident's documented diagnoses included dysphagia reflux,
and chronic obstructive pulmonary disease.

Areview of the resident’s medication orders started on 3/8/13 revealed Oxygen 2 liters per minute contintous
oxygen therapy and 3 medications that were given by mixing oxygen with a liquid and the resident inhaling
the vapor.

The admission Minimum Data Set (MDS) with an Assessment Reference Date of 3/15/13 indicated no
swallowing disorders, and no respiratory treatments including oxygen therapy

The resident’s nutritional diagnosis indicated poor eating related to dysphagia

Interviewed the MDS Coordinator at 1:25 pm on 4/18/13 regarding the resident’s inaccurate care plan. He
did not give an indication as to why the assessment was inaccurate

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 sfifient
protection to the patients. {See instructions) Except for nursing hemes the findings stated above are disclosable90 days following the date of suevey whether of not a plan of correction is provided
For nuesing homes, the above findings and plans of correction are disclosablel4 days following the date these documeats are made available to the facility 1f deficiencies are eited, an approved plan of

The above isofated deficiencies pose no actval harm to the residents
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DEPARTMENT OF HEALTH AND HUMAN SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {(X1) PROVIDERISUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345419 B. WING : 04/18/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LEXINGTON HEALTH CARE CENTER 17 CORNELIA DRIVE
LEXINGTON, NC 27292
xao | 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 DAFE
DEFICIENCY}
F 000 | INITIAL COMMENTS F 000
There were no deficiencies cited as a result of
the complaint investigation survey of 4/18/13.
Event ID# 418811.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the instilution 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 homss, 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 requisite te continued
program paricipation.
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
GENTERS FORMEDICARE & MEDICAID SERVICES A OMB NO, 0938-0391
STATEMENT OF DEFIGIENCIZS (X1) PROVIDER/SUPPLIERICLIA ~ | £42) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFIGATION NUMBER: A BUILDING 01 - MAIN BUILDING 04 COMPFLETED
L 345419 B. WING - , 05/15/2013
NAME OF PROVIDER OR SUPPUER - STREET ADDRESS, GITY, STATE, ZIP CODE - '
: 17 CORNELIA DRIVE
-LEXENGTQN HEALTH CARE CENTER | LEX!NGTD @‘ NC 27202
B SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GGRRECTION 5}
PREFX | . (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG - REGULATORY OR LSC IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
) DEFICIENCY)
K 000 | INITIAL COMMENTS K000
Surveyar; 27871
This Life Safely Cade{LSC) survey was
conducted as pef The Cede of Féderal Reglster
at 42 CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This byilding is Type 1l (211)
consfruction, one story, with a complete K012
automalie sprinkler system. Facllity is using , o
special logking system per North Carolina State Door Closure has been adjusted on
Building Code. May 18, 2013, it now closes and
L X ) latches properly. Maintenance staff
The deﬁqsencnfss determined during the survey will monitor as part of the monthly
are as follows: _ inspection process to ensure that door
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K12 ;
s latching appropriately,

S8s=E
Building construction type and helght mests one
{ of the following. 19.1.6.2, 19.1.6.3, 18.1.6.4,
18.3.5.1

This STANDARD s not met as evidenced by: : .
Suiveyor: 27871 - SRR RN
Based on chservations and staff interview at
approxifmately 8:30 am.biward, the following
items were:noncompiiaht, specific-findings
include: rated door In §moke wall( attic access Is
in maintenance shop) did not close and latch, to
maintain the rating of wall to be smoke
resistance, ;

42 GFR 483.70(a)
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029
§8=E

One hour fire rated congtelgtion (with % hour
ﬁre—;te? doors) or apdpgioved a&tgqlaﬁc fire

[ABGRATORY mrte(f,dn's ORF}WDEm PPLER Rﬁp?m;mvé's SIGNATURE TTLE /txa}inie
. 'd-ﬁ/))fz/ ﬂﬂ/‘fﬂd%ﬂ(ﬂo‘k (/f ] '/5

Any deficiency Wing with an%gtgﬂsk ) denoles a deficiency which the Inslitulion may be excused from corracling providing it Is detetmined that
olher safeguards providd Sufiiclent protection to the patlents. (Ses Instructions.) Excepl for nursing homes, the findings slated abovae are disclosabls 80 days
follawing the date of survay whether of net a plan of comection is provided. For nursing homes, the above {indings and plans of cosrection are disclosable 14
days following the date these documents are made avallable to the facilily. If deficiencles ara clled, un approved plan of correciion is requistle to conflnued
program participetion.
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTEHS FOR MED!CARE & MED!CA?D SEHVECES . . OMB NO 0938 0391

STATENENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERIGLIA {%2) MULTIPLE GONSTRUGTION " " {x3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING b1 COMPLETED
345419 BWING . 05/15/2013

NAME OF PROVIDER OR SUPPLIER
LEXINGTON HEALTH CARE CENTER

STREET ADDRESS CITY STATE, ZIP CODE
17 CORNELIA DRIVE

LEXINGTQN NC 27292

(X4 10 SUNMARY STATEMENT OF DEFICIENGIES ‘o PROVIDER'S PLAN OF CORRECTIDN {X51
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE "COMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i ) ) . DEFICIENCY)
K 029 Continued From page 1 K 029 K025
exlinguishing system in accordance with 8.4.1
andlof 19.3.56.4 protgcts hazardous dreas. When | 1. Door latch In solled linen room was
the approved autormiatic fire extinguishing system repaired on May 16,2013, Staff will
opflon Is uged, iié‘areas are separated from
other spaces hy simoke resisting partilions and be re-educated concerning necessity
doors. Doors are self-closing and fnon-rated or to provide work orders for repairsIna
field-applied protettive plates that do not exceed
48 Inches from the boltom of the door are timely manner prior to June 29,2013,
permitted,  19.3.2.% Malntenance staff monitors status of
doors on a monthly basls as part of
the monthly Inspections,
This STANDARD s not et as ewdenced by: 2, Self closure device installed to the
i;‘Suwg«)mr' 2b?871 infection control door on May
ased on obsérvations and staff interview at
approX!mate!y 830 am onward, the following 17,2013. The door is ow closing and
items wére noncompliarit, specific findings latching as required, Maintenance
iqﬂGlUdIGd \nen door did not o 4 iatch, staff will monitor on a monthly basls
soiled linen door did not close and iate
2. infection control door v/as net seif closing. s part of the monthly Inspection.
42 CFR 483.70(a)
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038
S88=E
Exit aceess is arranged so that exits are readily
accessible at all times in accordance with section
74, 16 2.1
This STANDARD is not met as evidenced by:
Surveyor: 27871
Based on-observations and staff Interview at
approximately 8:30 am onward, thé following
items wara noncomphant specif ic findings
. FORM CM5- 2557(02 99} Fravious Varsions Obsolele Event 1041852 Facllity ID: 62:3.»26-5 " If continuation sheat Page 2of4
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LEFANITMEN T UM BEAL T AND MUIIAN SERVILES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES , OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION -{X3) DATE SURVEY
345419 5 WING — . . 05{15/2013
NAME OF FROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP CODE
; - 17 CORNELIA DRIVE
LEXINGTON HEALTH CARE CENTER LEXINQTON, NC 27292
(X4 1p ' SUMMARY STATEMENT OF DEFICIENCIES i0 PROVIDER'S PLAN OF GORRECTION 1X5)
PREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cRoss.REFeneg_gE:Ei% Jsﬁ g%ﬁ APPROPRIATE RATE
K38 T
K 038 | Conlinued From page 2 : K 038 '
include: employee locker room door In kitchen Door handles and locks on employee
and office beside fire panel room requires two focker room and kiichen office were
motion of hand to open to exit egréss. replaced on May 16, 2013 with one
42 CFR 483.70(a) motlon of hand locks as required.
K 056} NFPA 101 LIFE SAFETY CODE STANDARD K 056
88=E
If there Is an autematic sprinkier system, it1s
installed in accordance with NFPA 13, Standard
for the Instdllation of Sprinkler Systems, to
provide complete coverage for all portions of the
bullding: The systém is properly malntained in
accordgnee with NFPA 25, Standard for the
tnspectian, Tesling, and Maintenance of
Waler-Based Firé Protection Systems. It is fully
supervised. There is a reliable, adequate water
supply for the system. Required sprinkler K 056
systems-are eguipped with water flow and tamper
switches, which are efectrically connected fo the :
building fire alarm system.  19.3.5 The valve on the sprinkler system
connected 1o accelerator Is scheduled
for repalr and will be completed prior
to June 29,2013,
This STANDARD is not met as evidenced by:
Suryeyor. 27871 ‘
Basei an observations and staff interview at
apprgximalely’:30 ag onwzrd, the following
llems were honcompliant, specific findings
include: valve connected to accelerator was not
electrical supervised at time of survey.
42 CFR 4B83.70(a)
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062
§8=E ]
Required automatic sprinklar systems are
continuously maintained in reliable operating
condition and are inspected and tested
FORM éh!S-ﬂSS?{GZQB) Pravious V;Jrslons Obselate ‘ Evant {8 418521 Facllity 1D: 923306 If contlnuation sheel Page 3 of 4
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OMB NO 0938-03g1

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPBLIER/CLIA fxz) MULTIFLE cousraucnmq {X4) DATE SURVEY
* | AND PLAN OF CORREGTION IDENTIFIGATION RUMBER: A BUILBING 0% - MAIN BUILDING 01 COMPLETED
. e 8asae BWNG . 08/16/2013
NAME OF PROVIDER OR SUPPLIER ’ STREET ;{agnés_é_ cITY, STAYE, ZIP ('_':das-
: . - 17 CORNEL[A DAIVE -
LEXINGTON HEALTH CARE CENTER LEXINGTON, NC 27202
U R4y iD SUNRARY STATENERT OF DEFICIENCIES ID PROVIDER'S PLAN OF GORREGTION (x5
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH GORRECTIVE-ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LECDENTIFYING INFORMATION) TAG | CROSS-REFERENGED 7O THE APPROPRIATE DATE
; ‘ DEFICIENCY)
K 062{ Cantinued From page 3 K 062
' periodically, 18.7.6, 4.6.12, NFPA 13, NFPA
26,0.7.5
' . . ' K062
This STANDARD is not met as evidenced by:
Survayor: 27871
Based on observations and staff interview at Proper Dacumentation of the 3 year
approximately 8:30 am onward, the following full flow test performed on Aprll 30, .
‘ltenis weré noncompliant, specific findings 2013 Is now on file, The § year
inciude; facility could not provida proper b
dogumeittation at time of survey, that a 3 year ful! obstruction investigation has been
flow test and § year obstruction investigation has scheduled and will be performed prior
beer parformed on sprinkler system. to June 29,2013,
42 CFR 483.70(a)
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