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F ooof 170

F 000 | INITIAL COMMENTS

No deficiencles were cited as a result of the
complaint investigation survey of 7/11/13, Event
ID# KIWX 1.

F 170 | 483.10(){(1) RIGHT TO PRIVACY -

Residents’ mail to be delivered within 24
hours of delivery by the postal service.

F 170

ss=C | SEND/RECEIVE UNOPENED MAIL Postal Service notified to resume delivery |50
of mail on Saturday. i
The resident has the right to privacy in written olicy and procedure revised see 8/02/13
communications, including the right to send and ttachment #1
promptly receive mail that is unopened. Shift Supervisor’s in-serviced on policy ~ |08/08/13
nd procedure revision. Attachment #2
This REQUIREMENT is not met as evidenced ail room audit daily by the . 08703713
by: dministrative assistant and/or designee
Based on interview with residents, interview with imes 30 days then weekly times 3
staff and review of the facility policy and nonths, See attachment # 3
procedure the facility failed to deliver mail to
residents on Saturdays. This was evident in 6 of ollow up with resident council monthly 0872613
the 5 resident care units. nd document feed back in minutes by '
The findings included: %‘Cmflty du‘fﬂ(‘:tor. e will ¢ € f 09/16/13
Review of the facility policy titled " Resident fictivity Director will report feedback
Receipt of Mail and Mail Delivery " dated 10/90 to monthly PI Committee for the next 6
revealed in part: months to ensure compliance.

Under Procedures #2 " On weekends, the mail
will be delivered as soon as possible by the staff
to the residents addressed on the mail. "

Interview with the resident council president on
7/8/13 at 7:30pm revealed she delivers mail

| Monday through Friday. The council president
stated "The Saturday mail is delivered on
Monday. We (referring to the facility) had an
incident where a watch or something got missing
possibly from the copy room where the mail was
kept so it stopped being delivered on Saturdays.”

|

Report finding from mail room audit to
nonthly PI

08/20/13
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Any deﬂcienc}siatementéding with an aslerisk {*} denotes a deficiency which the institution may be excused from correcting praviding it is delermined that

other safeguards provide

fiicient protection to the patients . {See inslructions.) Except for aursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not & plan of correction is provided. For nursing homes, the above findings and plans of corzeclion are disclosable 14
days foltowing the dale these documents are made available to the facility. if deficiencies are cited, an approved plan of coreaction is requisite fo continued

program participation.
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F 1?70 Continued From page 1

Interview with an alert and orlented resident on
7/10/13 at 1:10pm revealed any mail from
Saturday would be delivered on Monday.

Interview on 7/11/13 at 12:22 PM with the
aclivities director reveals she makes sure that the
president of resident council has the mait {o be
delivered Monday through Friday. The
administrative secretary sorts the mail by hall and
there was no one In the front office on Saturdays.

Interview on 7A11/13 at 12:30 PM with the
administrative assistant at the front desk revealed
she sort the mail and arranges by unlt for the

.| president of resident council to deliver. The
administrative assistant indicated the facility
requested from the post office to not deliver mail
on a Saturday due to a package for a resident
had besen missing. We " wanted to safe guard
the resident’s packages. "

interview on 7/11/13 at 5:43 pm with the
administrator and the assistant director of Quality
management was held, The administrator
Indicated the facility stopped delivering mail io
residents on Saturdays because she was trying to
make sure that packages delivered to the facility
were safeguarded over the weekend,

F 280 | 483.20(d)(3), 483.10(k)(2)} RIGHT TO

ss=p | PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate In planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed

F 170

F 280
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F 2807 Continued From page 2 F 280 F280
within 7 days after the completion of the Resident #68 next Care Plan Meeting scheduled | 08/13/13
comprehensive assessment, prepared by an for 08/13/13 at 11:00am.
interdisciplinary team, that includes the attending :
physician, a registered nurse with responsibility Letter delivered to wife by MDS Coordinater, F 0802113
for the resident, and other appropriate staff in See attachment # 4
disciplines as determined by the resident's needs, , :
and, to the extent practicable, the participation of Letter to }36 sent to resident/family at least 2 07/23/13
. . . . . \ weeks prior to scheduled conference. Sec
the resident, the resident's family or the resident’s R
. . ) attachment #5-15 (these letiers were sent out
tegal representahve; and penc')dtcally reviewed prior to policy and procedure change)
 and revised by a team of qualified persons after See aitachment 16-2 1(letters sent out for
each assessment. 08/05/13 after the 08/02/13 policy revision.)
Tnterdisciplinary Care Plan policy and procedure | G8/02/13
reviewed and revised, See attachment # 22
MDS Coordinator/designee will monitor and
- This REQUIREMENT is not met as evidenced document response o notiftcation on copy of
by: letter sent to family/resident. See Attachent #
Based on observations, medical record review 515
f’m(_i staff an-d family interviewgthe facility failed to MDS Coordinator /designee will monitor weekly :
invite a family member for resident # 68 1o a care times 30 days, then monthly times 3 months then | 08/20/13
I plan meeting since Oclober 2012, This was quarterly thereafter.
< evident for 4 of 4 families interviewed. Findings
include: MDS Coordinator/designee will report finding to
Pl monthly time 3 months then quarterly there 082013
On 7/14/ 13 at 9:30 am during an Interview with after.
the family member of resident #68, she revealed Follow up with resident council monthly and
: s.he had not had a care plan meeting scheduled document feed back in minutes by activity 08/26/13
" since tast October 2012. director.
An interview with the MDS Coordinator, RN Activity director to report feedback from
(Registered Nurse) on 7/11/13 at 2:00 pm residents to monthly P1 Committee. 09/17/13
revealed she did quarterly reviews with the care Activity Director wil report feedback to
i plan team, She stated she sends a letter after monthly PE Committee for the next 6 months
the meeting to the family member asking if they fo ensure compliance.
would like to have a conference about the
meeting that was held. She continued that, " we
used to meet with the resident's (#68) family
quarterly, with the care plan team, but we have
FORM CMS-2667{02-68) Previous Versions Obsolele Event DI KIWX 11 Facility [D: 955375 If continuation sheet Page 3 of i1
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F 280 | Continuted From page 3

not had a meeting one on one with the family
member because the family member is here
daily and she makes the stalf aware of her
concerns and needs."

When asked if the family member of resident #68
had heen notifled of care plan meetings she
stated she has not sent lefters to any families
since January 1, 2013 due to time constralnis.
She further stated the last letter sent {o the
resident's family member was sent in Oclober,
2012.

On 7111413 at 3:20 PM an interview with the DON
revealed she was not aware that notifications
were not being done quarderly. She further stated
her expectation was that notification be given to
the family and or resident on a quarterly basis.

An interview with the Social Worker on 7/11/13 at
3:40 pm revealed she was not aware that letters
were not being sent out to families on a quarterly
basis. She further stated she meets with the care
plan team for reviews as well as family members
and residents when they have concerns or after a
team review.

An interview with the Administrator on 7/11/13 at
5:00 pm stated she was not aware that lefters
warea not heing sent to family members regarding
care plan meetings and it was her expeciation
that family members and or residents need to be
notified. She further stated that letters will be
sent out for the next quarter. She also stated that
the entire IDT (Interdisciplinary Team) should
meet with family, not the way they have been
doing it, and stated this too will change.
483.25()) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

F 320
88=D

F 280

F 329
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. F 329
F 329 | Continued From page 4 F 328 Gradual dose reduction for resident # 71 declined | 7/16/13
by physician # 1. This reduction was denied
Each resident's drug regimen must be free from because resident remains anxious, Progress
unhecessary drugs. An unnecessary drug is any note dated 08/02/13 states
drug when used in excessive dose (including “ Anxiety/depression continues supportive
duplicate therapy); or for excessive duration; or care with the medicine she is on.”
without adequate monitoring; or without adequate P]hm'nlmcist will (;'ecommcnd another GRD
indications for its use; or in the presence of then the next order.
adverse consequences-whlck.l indlc‘ate the dose Nursing received a list from pharmacy of alt 08/05413
Sho”‘?’ b? reduced or discontinued; or any current residents with orders for antipsychotic
combinations of the reasons above. medications.
Based on a comprehensive assessment of a Audit for gradual dose reduction completed 08/20/13
resident, the faclity must ensure that residents See attachment # 23 .
who have not used antipsychotic drugs are not
given these drugs unless antipsychoﬂc drug Residents with zmtipsycholic orders will be 08/20/13
therapy is necessary to treat a specific condition reviewed by the consultant ph.annacists monthly
as diagnosed and documented in the clinica! and by the care plan team during the regulatly
record: and residents who use antipsychotic scheduled care plan updates to cgnﬁrm tl.tat
drugs recsive gradual dose reductions, an d GDRs haye befzn attempted conmste:}t ‘wnh t_lle
. p ) L schedule identified above. The physician will be
beha\li.ora.[ lnter\.rfantlons, unless‘clsnlcgliy notified by the pharmacist and/or care plan team
contraindicated, in an effort to discontinue these if s GDR has not been attempted as described
drugs. above and the physician will be asked to order a
GDR or decument in the clinical record the
rationale regarding why a GDR is clinically
contraindicated at this thue.
Once monthly, the nursing staff will receive a 08/20/13
This REQUIREMENT is not met as evidenced list of active antipsychotic orders from
. pharmacy. Nursing will review those records
by: . . motthly to confirm that GDRs have been
.Base.d on opserva}mn, record review, an‘d' attempted or the rationale regarding why a GDR
interviews with resident and staff, the facllity failed ts clinically contraindicated has been added to
to ensure a resident's drug regimen was free of the chart records. The results of this monitoring
unnecessary drugs by not doing a gradual dose - program will be presented to the CQI Comumittee
reduction (GDR) for 1 of 6 residents, (Resident monthly for a minimum of six months. The cQl
#71), reviewed for unnecessary medications. The team will evaluate finding and determine the
facility failed to conduct a Dyskinesia methlod fmd ﬁ‘equengy of any.additional
Identification System: Condensed: User Scale monitoring or other interventions.
{DISCUS) assessment every 6 months.
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Findings included:

Resident #71 was admitted to the facility on
11/12/08 with diagnoses that included chronic
pain, insomnia, osieoarthritis, osteoporosis,
anxiely, and dementia.

The psychiatry consult note dated 6/13/12
revealed the resident had joint discomfort with
increasing anxiely and obsessive thoughis for
several years. The diagnosis was, "obsessive
negative thought pattern {with] chronic anxiety."

The psychiatry consult note dated 7/11/12
revealed the resident continued with anxious
obsessive thoughts ...sleep was good but the
resident awoke with anxiety. An antipsychotic
medication was added.

The care plan dated 11/22/12 revealed Resident
#71 was at risk for side effects related to use of
antidepressant, anxiety, and antipsychotic
medications. Interventions included monitoring for
side effects, monthly pharmacy review, and
monitoring for GDR.

The pharmacist chari review note dated 2/20/13
revealed a recommendation for decreasing
Resident #71 ' s antipsychotic medication.

The pharmacist chart review note dated 3/19/13
indicated "no behavior issues noted.”

The pharmacist medication review sheet dated

-procedure revised. See attachment #29
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F 328 | Continued From page 5 F 329
(Resident #83)
. The Medical Director will be notified at PI 08/20/13

Meeting if attending physician fail to address
GDR and/or did not validate clinical
contraindications to GDR

Resident # 71 DISCUS completed 06/06/13 08/21/13
located in current medical record DISCUS dated
07/19/13 and 08/02/13 located in current medical
record. See attachment # 24, #25, # 26

Resident # 83 DISCUS completed and located in | 07/10/13
current medical record. See attachment # 27

Nursing obtained a list from pharmacy of all 08/02/13
residents with active orders for antipsychotic.
An audit was completed and it was confirmed
that each resident has a DISCUS completed as | 08/05/13
of 08/05/13 on their chart per policy. See
attachment # 28 Restdent DISCUS, Policy and

Staff Development Coordinator/and or designee | 08/20/13
will report to PI Committee monthly for a
mininwm of six months. The PI Committee will
evaluate finding and determine the method and
frequeney of any additional mnonitoring or other
interventions.

FORM CMS-2567(02-99) Previous Verslens Obsolele
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F 329 | Continued From page 6 F 329

4/17/13 stated, "This resident had had an order
for [an antipsychotic medication] since July
{diagnosis appears fo be obsessive thoughts) per

psych. 1 cannet find any subsequent psych nofes.

She is due for an gvaluation for a gradual dose
reduction." An added note to the Director of
Nursing stated, "This consult was issued in
February and does not appear to have been
addressed.”

Record review revealed a request from the
pharmacist to Physician #1 on 4/25/13 for a dose
reduction of the resident's antipsycholic from 0.25
mg at bedtime to 0.125mg at bedtime. There was
no response noted from Physician #1 and the
request was re-faxed on 5/21/13. Physictan #1
responded "not at this time"” on 5/21/13.

The quatiterly Minimum Data Set (MDS) dated
4/28/13 revealed the resident was cognitively
intact, felt depressed never or only 1 day the
week of the assessment, had no psychosis or
behavioral sympioms, did not reject care, did not
wander, and had diagnoses of anxisty and
depression.

The Physician #1 progress nole dated 5/2/13
stated, "[Resident #71] has a fiitle more anxiaty
than she has had" and "Psychiatric iliness.
Stable."

The 5/16/13 update of the care plan indicated the
pharmacist had requested a reduction of the
resident’s antipsychotic medication and stated,
"Physician] has declined reduction in the past.

The Physician #1 progress note dated 6/1/13
stated, "[Resident #71] is doing about the

FORM CMSAZSGF(DZ-QQ) Provious Verslons Ghsolete
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F 328 | Continued From page 7

same...She also has some decreased sleep and
ariety but overalt is fairly stable. We are justa
littte concerned that she is sleeping more" and
"Psychiatric situation, seemingly stable.”

The pharmacist chart review note dated 6/18/13
Indicated the physician had declined a gradual
dose reduction of the Resident #71's
antipsychotic medication and there were no mood
or behaviors noted,

Areview of the Documentation of Behavior
sheets dated March - July 2013 revealed the
resident's behavior was assessed each shift and
there was one episode of paranoia and one
episode of anxiety during the 4 months,

A review of Nurse's notes dated 5/1/13 - 7/10/13
revealed no notes indicating any anxiety or other
hehaviors.

A review of the July Medication Adminisiration
Record revealed the resident had not needed any
additional dose of anxiety medication.

On 7/10/13 at 3:20 pm Resident #71 was
observed with a calm, pleasant demeanor,
walking with her walker, smiling, and talking to a
staff member in the hallway.

On 7M0M3 at 3:30 pm Resident #71 was
interviewed and indicated that she does feel
anxious sometimes, takes medication for her
anxiety, and did not recall the physician
discussing with her any allempts to decrease the
dose of her madication.

On 7/10/13 at 4:15 pm Nurse Aide #1 indicated

F329
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Resident #71 does not exhibit behaviors,
including anxiety, when she provided care. She
stated, " [Resident #71] is cooperative and calm
with me. "

On 741013 at 5:03 pm, Physician #1 was
Interviewed and indicated Resident #71 "stays
extremely nervous" and he felt she would do
hetier on an antipsychotic medication than
increasing her anxisty medication that she ook 4
times a day. He indicated the resident had been
evaluated by psychiatry services when she was
placed on the antipsychotic medication, but there
were now no psychiatry services available to
come fo the facility, He stated he felt with her
severe chronic pain that traveling to an
appointment some distance away would not be
the best thing for her. He further indicated that he
had not attempted any dose reductions of her
antipsychotic medication, was aware of the
pharmacy recommendation, and stated, "That is
something we might could try. "

On 7/10/13 at 5:27 pm the Director of Nursing
(DON) stated "We used to have psychiatry
services. The administrator has been calling
around but we don't have anyone right now."

On 711143 at 10:06 am Nurse #1 stated,
“fResident #71] likes habits. If things change she
gets very nervous, |If she is supposed to get her
medicine at 8 and it is 8:05, she comes out {o
remind me that she needs her medicine. | don't
notice any side effects from her meds. Sheis
steady on her feet. She uses her walker and
cane."

On 7111113 at 3:00 pm the DON indicated that the
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F 328 | Continued From page 9

Resident #71 had been on an antipsychotic
medication for a year, Physictan #1 had not done
a GDR aiter several pharmacy recommendations,
and the lack of a GDR aitempt had not been
addressad by the facifily.

On 71113 at 5:45 pm the Administrator indicated
her expectations were that gradual dose
reductions would be attempted unless
contraindicated by documented behaviors, that
there would be a process o monitor how
pharmacy recommendations were handled and
followed up with, and if the physiclan did not do a
' | reduction the medical director would be informed.

The facility failed to conduct a Dyskinesia
identifieation System: Condensed: User Scale
(DISCUS) assessment every 6 months.
(Resident #83)

2. The facility has a policy and procedure fitled "
Antipsychotic Deug Therapy " in effect since
10/2011 revealed in pari revealed residents on a
prescribed antipsychotic will be scheduled for a
DISCUS evaluation once every 6 months,

Review of the July 2013 physician orders
revealed Risperdal (an antipsychotic drug) 0.5
milligrams (mg) every 12 hours by mouth fwice a
day.

_1 Review of the medical record of Resident #83
revealed no Discus assessment. ADISCUS
assessment monitors for Abnormal Involuntary
Movements assoclated with the use of

antipsychotic drugs.

Review of the pharmacy consuitation report dated

F 328
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Continued From page 10

4119113 revealed the pharmacy informed the
facility that DISCUS assessments were missing,

Interview on 7/10/13 at 11 am with the MDS
coordinatorffl revealed the facility does DISCUS
assessments every 3 months but only required
every 6 months,

interview on 7/10/13 at 2:49 pm with the
consultant pharmacy representative revealed
Resident#83 ' s current DISCUS assessment
could not be located (since 10/12) and an
assessment should have heen done in April 2013.

Further inquiry about the lack of a DISCUS
assessment was done on 7/11/13 at 3 pm with
the assistant director of nursing (ADON).
Interview on 7/11/13 at 3 pm with the ADON and
the assistant director of Quality management
(ADQM) revealed the last ime a DISCUS
evaluation done was 8/9/12 (a different date).
The ADON indicated the assessment should be
done twice a year.

Interview on 7/11/13 at 5:43 pm with the
administrator and the ADQM was held. The
adminisirator revealed the expectation was a
DISCUS assessment should be done every 6
months,

F 320
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STATEMENT OF DEFICIENCIES 041) PROVIDER/BUPPLIER/CLIA <
AND PLAN OF CORREGTION )IDENnFiCAﬂON.NUMQER: ﬁ&ﬁ;ﬁ?ﬁ;ﬁ:&fme . m’m&l’é\g’y
. L 345095 B.WING,__ S— 08/06/2013 .
NAME-OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE . ’
i i s v . 700 JOHNSON RIDGE RD
HUGH‘(.}HATHA_M MEMORIjAL NURSING - ELKIN, NG 28621 ¢
41D _ SUMMARY STATEMENT OF DEFIGIENCIES . D  PROVIDER'S FLAN OF CORREGTION o5
PREFIX | (EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX  {EACHCORRECTIVE ACTION $HOULD BE COMBLETION
TAG REGQULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
BRFICIENCY) : '
K 000 | INITIAL COMMENTS K 000
 Surveyor: 02249
This Life Safety Gode(LSC) survey was
4 conducted as per The Code of Federal Reglster
at 42CFR 483.70{8); using the 2000 Existing
. [Heaith Care section of the LSC andits -
referenced publications. This bulldlng is Type [il.
{211).construction, one story, with a complsie
-automatic sprinkler system.
The deficiencles determined during the survey KoL
are as follows. - _— :
K 087 | NFPA 101 LIFE SAFETY CODE STANDARD K 067 Remover> Rewrn Gaite, Cueanes Fier |06/01/13
§8=D} _ ok y Hecke
‘Heating, ventifating, and air conditionting comply | DRM?&R. H_ND CHeckeD Fusinie Links OF
:with-the provisions of section 9:2'and are Lewini Fire DRMPERS .
‘installed in accordance with the manufacturer’s
‘specifications.  18.5.2:1, 9.2, NFPA 80A, ‘ . ;
Fire DAmpeRS o AssurE Fret From
Linet finn Dedris.
'gﬁf‘vsgﬁﬂggg is not met as evidenced by: Ao Cuecuine OF A Fine Dimeeas © | 04 /ool 13
SUIVEYOT! Do . -
‘Based on observation, on August 6, 2013 at Preventative ManTennnce Proaranm,
-approximately 10:00am onward, there is lat and See ATTACRMENT K2,
debris on fusible links of ceiling fire dampers See Ry o
lavated in the kitchen area.
42 PR 48370 | Qeeont 1O PL Commitree Mmmlg 08/20/13
) FR.483.70(a . | % uen. QUARTERLY THEREAPTER. BY
K 089 NFPA 101 LIFE SAFETY CODE STANDARD K069 };i ﬁg:}i:%};ﬁfg Rﬁij& Dz Destunce:
88=D . LA EAT] g .
Cooking facilities are protected In accordance for-L YEAR, ‘
with ©.2.3.- 19.3.2.6, NFPA 96
This STANDARD s ot et ais evidénced by!
BORATOR.‘(.DIRECTOR"S O PROVIDER/SUPPLIER REPRESENTATVE'S SIGNATURE TILE (X8) DATE

Rubiae s Jmith Nifa

Adminishator

823/

iy deficlencytatermient ending with an asterisk (*) denetes a defitlency which the Instilution inay be ekousied from cometing providing it is defermined that other
sufficlent protection to the patiants, {See Instructions.) Except for nursirig homes, the findings stated above arg disclogable 90 days foliowing the
1o of survay whisther of ot a plar of correction i provided. For nureirig horres, the above Tindings and plans of correction are disclosable 14 days following the date
3se dosuments até made avallio (o the fadlity. 1t deficlancles are clted, an approved plan of correction s requisite to continued program partielpatian.

feguards
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DEPARTMENT OF.HEA_LTH AND HUMAN SERVICES PRE&E& APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
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AND PLAN OF CORREGTION « )lDENTfFICATiON NUMBER (sza)‘_!;:]_gwﬂg;ﬁ —'MN;:IR;;{'fg;G )gg;g&‘-’%ﬂ
) 345005 BWING 08/06/2013 - |
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE .
700 JOHNSON RIDGE RD
HUGH ¢ R
HATHAM MEMORIAL NURsSING ‘ ELKIN, NG 28624 ?
oA 1D SUMMARY STATEMENT OF DEFICIENGIES. ) PROVIDER'S PLAN OF CORRECTION )
PRERIX. (FACH DEFICIENCY MUST BE PRECEQED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORL8C ;Dﬁnnmcmmﬁmncm TAG CROSE-REFERENCED TG THE APPROFRIATE DATE
- : _ DEFIGIENCY) :
] _ "TKOLG . .
K 089 | Continued F‘rplm_ page 1 K 069 Deep FRyer Was Moven 16 woiies Faom | b3 /0773
Surveyor: 02249
Based on observation, on.August'é, 2013 at Evecric Ranee.
approximately 10:00am onward, there Is no o : ’
bhaffle between gas range and deep fryer [ocated A ME_TR'—' BRAKET /BAR WAS Reaceo IV DBIZB/ 3
in the kitchen area. , AopR. To Secure Tie Deee FRYER Ao o
. PReveNt DeeP PrYeR FRom SRIFTNG
42 CFR483.70(8) - _ TowAens Eiesreie Ranue,
K 1471 NFPA 101 LIFE SAFETY CODE STANDARD K147
sSD| vifine and cauibiment fs " THE Deee Fryer Hns Been Rrmanaiiy 108/28/12
Electrical wiring and equipment Is.in accordarice ovED AND Secvren To Beok b Averp
with NEPA 70, National Eléctdcal Cods, 8.1.2 %‘V:%m a 2:'” gﬁﬁ&ii'& DCwDRiN& IN
UTURE. '
S P PLANT DPeRATIONs Direcioe 0R Disianee |o8/20fin.
This STANDARD s not met as evidenced by: WiLe Monireon. The PracEment Ana
Surveyor. 02249 L ST OF ETAL BRNCKET 06 DD FRYER.
Based on observation, on August 8, 2013.at Auanteeld ﬂN ReeorT To PL Commirees.
approximately 10:00arm opward, ‘the visual RURRERL fir Nerd (o MesiTHs .
Indicator for normal power did not function forthe
800 amp auvtomatic transfer switch - located at KtLI? .
rear of faciiily. i
_ Tite Buws Whs RepcAiep On Visn Woenno, | 09/07/13
42 CFR 483.70(a) For. $pgame fll}fomﬂﬂbfgﬂt{ﬁfﬁa SArH i
LOCATED BT REARDE BUILDING .
ML TRANSFER SwitcHEs Weke Checxen PR, |08/07/13
VISUAL INDICATOR. |
ADoED VisuAL INoicaToR SwircH o |08/23/13
PREVENTATIVE MAINTENANCE MoNTHLY
L0t To EIVSURE (T 15 LHECKED .,
PLanT Diernmions Diaecror DR Destanee paf2o/13
10 Repoke 0 PL MONTHLY X3 THEN ‘
QuiagrekeY THEREAFTER Fod 4 Yent.
“ORM CMS-2567(02-69) Provious Versions Obsolote Evant ID:KIWX21 Faollty ID: 955375 it conlinelion sheet Page 2.of 2
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5ND PLAN OF GORREGTION w )IDENHF'!CATEON NUMBER! ﬁummoz i & : SR M)cngEPSET%D

. 345095 BWING 08/08/2013 -

NAME OF PROVIDER OR SUPPLIER ] .

UGH CHA ; [ Sy
HUGH GHATHAM MEMORIAL NURSING . | ELKIN, §C 28621 -
oy | GUMMARY STATEMENT OF DEFIGIENGIES - D PROVIDER'S PLAN'OF CORRECTION om
PREFIX (EACH DEFICEENCY MUST BE PRECEDED BY FULL: PREFD, (FACH CORRECTIVE ACTION SHOULD BE COMPLETION.
TAG REGULATORY DR LSC IDENTIFYING INFORMAﬂON) TAG CROSS-REFERENCED TO.THE APPROPRIATE Date
: ~ PEFICIENGY) |
K- 0003 INITIAL COMMENTS K 000
Surveyor: 02249
This Life Safety Code(L.SC) survey was
conducted as per The Cods of Federal Register
at 42CFR 483.70(a); using the 2000 Existing
Health Caré section of the LSG and ts
referenced publicatioris. This building is Type 1l
{211) constraction, one stofy;, with a complete
automatio-spiinkler system,
The deficiencies determined during the survey it
{areas follows: i '
K 147 | NEPA 101 LIFE SAFETY CODE STANDARD K147 | Exqt Discrarste Liens Reracen for 05f67/13
SS'—“ i : ) » -
Elactrical wiring and equipment Is in accordance ‘ﬂ"mg‘t‘ Neps Soeec ﬁ”‘ﬁ” Un{pea Canory
with NFPA 70, National Elecitical Code. 9.1.2 Sexvinies RetsionAL Renad CENTER .
, : - AL Bt Disciarae Liutts for EnTRe (08/25/13
This STANDARD is not met as evidenced by: Facicity Wi Be Cmggg Arp REPLACED
Surveyor: 02249 TroneNG Profedy.
Based on observation, on-August 6, 2013 at To AseuRe FUNC' toren
‘approximately 10:00am onward, the exit : ‘ L 1 j /
discharge light is missing for fixtire located near Exit Dischakat Liadts To B HDCA&D | DBi2a i
speéech therapy - located under canﬂpy serving : T rafive VIRINTENANCE
.1 Raglonal Rehab Center. . . To mﬂ-wa !?REYéNTh
See ArTacHmenT # 1.
42 CFR 483.70(3)
PLHNT Ovenation Digector Or Desianiee 0w f20/12
To Repokr 1o F1 Commitree MONTHLY
23 MonTHS Then Auarraay Therenrres,
FoR 4 Year..
FHORATORY DIREGTOR OR PROVIDERSURPLIER REPRESENTATNE'S SIGNATURE TTHE _ ' X6} DATE
Bundnanb. Aoith | Kila Admini athador). 08/43/12

Yny deficlene {alament ending with an asterisk (*) denotes a daficiency which the Instiiion may b axcused from comedting providing itis defermified that ether
safeguards. previde sufficient prafection to the patlents {Seanstructions.) Except for ntrslng hores, the findings stated above are disclosabla 80 days following the

© Iate of survey whefher or nota Planof, correction Is provided, For nursing homes, fhe above findings and plans of colrection ars disclosalia 14 days following the dale
hese documenis are tiads available 16 the faellty. If deficlencles gre cited, an approved plan of comrection is redilsite (' conlinued program participation,
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