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DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/ICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
345218 8. WING 09/06/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE

120 SOUTHWOOD DR BOX 379

MARY GRAN NURSING CENTER GCLINTON, NC 28328

(X4} ‘ SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGCTION ? X5}
PREFEX {FACH 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
| DEFICIENGY)
'
F 000 INITIAL COMMENTS F 000

" There were no deficiencies cited as a result of
. this complaint investigation survey of 9/6/13.

, Event ID# LZH111.

|

LABORATORY DIRECTOR'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 cerrecting 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. [f deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:LZH111
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DEPARTMENT OF HEALTH AND HUMAN SERVICES AH

CENTERS FOR MEDICARE & MEDICAID SERVICES "A" FORM
STATEMENT OF 1SOLATED DEFICIENCIES WHICH CAUSE PROVIDER # MULTIPLE CONSTRUCTION DATE SURVEY
NO HARM WITH ONLY A POTENTIAL FOR MINIMALHARM A. BUILDING: COMPLETE:
FGR SNFs AND NFs

345218 B, WING _ 9/6/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

120 SOUTHWOOD DR BOX 379
MARY GRAN NURSING CENTER CLINTON, NC
12
PREFIX
TAG SUMMARY STATEMENT OF DEFICIENCIES

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 penaity of not more than$1,000 for each
assessment; or an individual who wiltfully 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, record review, and staff interview, the facility failed to accurately code the Minimum
Data Set (MDS) for one of two residents, Resident #15, for pressure ulcers.

The findings include:

Resident #15 was admiited on 6/17/2013 with diagnoses of Alzheimer' s disease, and Diabetes Mellitus.

A review of the admitting and standing orders dated6/17/13 noted an order for treatment to sacral wound
Stage 111.

The admission MDS dated 6/24/2013 indicated that Resident #15 was at risk for pressure ulcer development,
and required extensive assistance for all Activities of Daily Living (ADL). The MDS did not indicate the
presence of any pressure uicers.

In an interview on 9/6/2013 at 4:20 PM, the MDS nurse stated that the admission MDS dated 6/24/13
indicated that the resident did not have a pressure ulcer. The MDS nurse stated that she would have fooked at
the admission information to determine if the resident had a pressure ulcer When the MDS nurse saw the
diagnosis on the admission of Stage IIT pressure ulcer, she stated that she had overlooked it.

In an interview on 9/6/13 at 5:40 PM, the Director of Nursing stated that her expectation would be that an
accurate assessment would be done for all admissions

Any deficiency statement ending with an asterisk{*} denctes a deficiency which the institution may be excused from comecling providing it is detenmined that other safegnards provide sfiticnt
protection to the patients {See instructions.) Except for nursing homes the findings stated above are disclosable90 days folfowing the date of survey whether or not a plan of camection is provided
For nursing homes the above findings and plans of correction are disclosablel4 days following the date these documents are made available to the facility If deficiencies are cited, an approved plan of

The above isolated deficiencies pose no actual harm fo the residents
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DEPARTMENT OF HEALTH AND HUMAN SERVICES AH
CENTERS FOR MEDICARE & MEDICAID SERVICES "A" FORM
STATEMENT OF ISOLATED DEFICIENCIES WHICH CAUSE PROVIDER # MULTIPLE CONSTRUCTION DATE SURVEY
NO HARM WITH ONLY A POTENTIAL FOR MINIMAL HARM A. BUILDING: COMPLETE:
FOR SNFs AND NFs
345218 B, WING 9/6/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE
120 SOUTHWOOD DR BOX 379
MARY GRAN NURSING CENTER CLINTON, NC
D
PREFIX
TAG SUMMARY STATEMENT OF DEFICIENCIES
F 278 Continued From Page |
F279 483.20(d), 483.20{(k)(1) DEVELOP COMPREHENSIVE CARE PLANS
A facility must use the results of the assessment (o develop review and revise the resident's comprehensive
plan of care.
The facility must develop a comprehensive care plan for each resident that includes measurable objectives
and timetables to meet a resident's medical, nursing, and mental and psychosocial needs that are identified in
the comprehensive assessment
The care plan must describe the services that are to be furnished to attain or maintain the residents highest
practicable physical, mental, and psychosocial well-being as required under §483.25; and any services that
would otherwise be required under §483.25 but are not provided due to the resident's exercise of rights under
§483.10, including the right to refuse treatment under §83,10(b)(4).
This REQUIREMENT is not met as evidenced by:
Based on observation, staff interview, and record review, the facility failed to develop a care plan for one of
two sampled residents (Resident #15) with pressure ulcers.
Findings include:
Resident #15 was admitted on 6/17/2013 with diagnoses of Alzheimer ' s disease, and Diabetes Mellitus. A
review of orders with adnitting diagnoses on6/17/13 indicated a Stage 111 sacral wound.
A review of the nurse note on the admission date 0f6/17/2013 revealed that Resident #15 had a Stage 111
pressure area on the sacrum, Measurements were documented, as was tunneling,
The admission Mininun Data Set(MDS) dated 6/24/2013 indicated that Resident #15 required extensive
assistance for all Activities of Daily Living (ADL}.
A review of the care plan dated 7/2/13 noted no plan of care for pressure ulcer.
On 9/6/13 at 8:45 AM, in an interview, the MDS nurse stated that there was no care plan for Resident#15 for
pressure uleer,
In an interview on 9/6/13 at 4:20 PM, the MDS nurse stated that when the admission MDS dated 6/24/13,
indicated that Resident #15 was at risk for pressure ulcer, a care plan should have been generated. The MDS
nurse also stated that since the Care Area Assessment (CAA) triggered for pressure ulcer, a care plan should
have been developed.
In an interview on %/6/13 at 5:40 PM, the Director of Nursing stated that her expectation was that an existing
031089
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DEPARTMENT OF HEALTH AND HUMAN SERVICES

AH
CENTERS FOR MEDICARE & MEDICAID SERVICES "A" FORM
STATEMENT OF 1SOI. ATED DEFICIENCIES WHICH CAUSE PROVIDER it MULTIPLE CONSTRUCTION DATE SURVEY
NO HARM WITH ONLY A POTENTIAL FOR MENIMAL HARM A. BUILDING: COMPLETE:
FOR SNFs AND NFs
345218 B. WING 9/6/2013

NAME OF PROVIDER OR SUPPLIER

MARY GRAN NURSING CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
120 SOUTHWOOD DR BOX 379

CLINTON, NC
ID
PREFIX
TAG SUMMARY STATEMENT OF DEFICIENCIES
F 279 Continued From Page 2
pressure ulcer would be recognized and a care plan would be completed
031059
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(X4} b SUMMARY STATEMENT.OF DEFICIENCIES - - Ip PROVIDER'S PLAN OF CORREGTION o
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FUL( . PREFIX (EACH CORRECTIVE ACTION SHOULD 8E SOMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) ' TaG - CROBS-REFERENCED 7O THE APPROPRIATE DATE
- : S IR ' DEFICIENOY)
K 000 | INITIAL COMMENTS 000 . ;
* = Tt ¢ The statements made on.this plan of coredtion
Colwfthts . :

: droisgion to and do not constitife
Surveyor; 27871 aYe 0ot A 4 Fr

This Life Safety Cods(L.SC) st’fr.Vegh,t was ah agreement With the ai‘!t;g;? g%ﬁciinac;&s t?t‘;
i of Ec i iance wi edera
T L g ey s
Floath Gare oo teing oo 2000 Existing ihc actions set forth in this plan of correctipn.
puostons, oo (e o T gl referenced The plan of comvection constitutes the facility’s
- ;Qghlic,latiqng,_ This bu _ﬂgfng_‘is,;]f@_g‘alfl(21 D R ailcgj;tion of compliance such that all alleged  ~
CO?SfrUL:hon, EH;:? story,twlt? q min plato ! ' deficiencies cited have been or w:ﬂl be .
euiomati spiinker sy o : correeted by the date or dates indicated.

_ N
The deficiencles determined.dwing the survey ,

4 __4are as follos; ; :
<029 | NFPA 101 LIFE SAFETY CQDE STANDARD K028 f)gy room and Tooms 407, 409, 411415 J[e no .
88=E}- HR I ' ' R SN i id far storage.
*{ Pne hour fire rated construction: (with % hour o .,Iﬁ'n ger belog use ¥ /0/}! /f

Jire-rated doors) or an approved automatic fire T
L,xtlnguishing system In écc'ggdance with 8.4.1 .
andlor 19.3.5.4 protects hezardous areas. When
the approved automatic fire gktinguishing system
option is used, the areas are separated from
ather spaces by smoke resisting partitions and

+{ doors. Doors are self-closing and non-rated or

e 1 :
. ﬂi}iﬁs has the potential to affect all residents
5 _

Chy )
' ﬁ?ﬂ&_}pcr facility storage has been added to
iflignthly maintenance xounds.
AR

¢ 1S 31//} :

ﬁy’dcﬁcicnt practice Wil be reviewed Hy

: ity Assurance Committee, .
field-applied protéctive plates that do not excesd Quality Assuran X
48 inches from the botiom of the doorare .,

permitted.  19.3.2,1 y : B B ot

o
LRI R

T
1-

This STANDARD is not met as etidenced by; -
Surveyor: 27871 H A
Based on observations.and staff interview-at : ER
approximately 9:30 am ohward, the following TS
items were noncompliance, speclfic findings RS
Include: Day room is belng for storage and door is ‘ '
not self closing(400 hal)).Also rooms e ' '
407,409,411-415 being used for storage, - '

b r 3 ]
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v

“ORY DIREG OVIDERISUFRYIERREPRESENTATIVE'S SIGNATORE e oS —
: . LN f ! ’
- ' A‘J/"nuq'{y‘,b'?éw' /0/! 13 .

i
lency statement W () deholes a deficiency which the Inatiution may be excused from correcling prpviding itls debofminde that
‘wards provi T 1on to-fhe palients, (Seo insluctions.) E\cept for hurging homes, the findings:state
%

H
H

d above are disclosable 80 days

.18 date-§f s er of nof a plan of correstion Is provided. Far nursing homes, the above findings und plans of ctrection are discloablé- 14
Vﬁ;‘Q ihebd’aie, these documents aré made dvallzble to ths faciity. If deflclencles are cited, an approved plan of ::orreotfoT‘n Is requlsjte to contiguad
atticipation,” . & ' J ce - y . o ‘

i e} : 1 5 e

1 1 i E

2667(02-99) Provious Versloni Obsofote .. ‘E;'antlD:LZLj'lM Faciily ID: 623320 ) . Emmnbfaroatiee & sw’ e o

S e

}




Hov. 15, 2013 3:50PM 'N-o 3&3@@? 30/2013 '
DEPARTMENT OF HEALTH AND HUMAN SER\/IGES" R C o R ABROVED
GENTERS FOR MEDICARE & MEDICAID: SERVICES ' .‘ ’ ' .+ OMB NO, 0938-0391 -
T!ATEMENTOFDEHOIENCIES + Joxny: pROViDER: UPPLIERICL!A : 2} MULTIPLE CONSTRUCTION © T loaybate URvEY
ND PLAN OF CORREGTION o IDENTIFICATION Nuu[aﬁfz A BULDING 01 - MAIN BUILDING 01 : COMPLEYED * °
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JAME OF PROVIDER.OR SUPPLER - - " 7 ¢ - * | STREET ADDRESS, CITY, STATE, ZIP CODE-

D 14120 SOUTHWOOD DRBOX 378 , @+ '
WARY GRAN NURSING GENTER [ .. 4 | - CLINTON, NG 26328 ;
(X4} 1D SUMMARY STATEMENT OF DE.FEGIENG!ES b PROV]DER'S PLAN OF CORREQ.T]ON oe
PREFIX, {EACH DEFICIENCY MUST BE PREGEOED BY FULL PREFIX EAQH GORRECTIVE AGTION.SHOYLD BE COMPLETION
TAG _REGULATORY ORLSC lDF.NTlFYlNG N Fom\mzom © TAG K CROS -REFERENCED TO THE APPR PRIATE Date
TR N : DEFICIENCY) - | .
: Ko6z A —
K029 CO”H””E’d From page 1 - K 02% Sprinkler heads are now.free of corrosion.
. |42 cFR 483, 70(a)y et % F - Wet/Dry system had a 3.year full flow testund
K 062 NFPA 101 LIFE SAFEW CODE STANDARD K082 5 yeay obstruction test. Sprinkler heads outzid
88=E C 01200 hall shower room have been mplauﬁ%y
: Requ'“’d aytomatie spnrikier systems are | Resident bedroom clogets have no storage
continuously malntained in reliable operaﬂng within 18 inches of sprikler head. STE/A

AT hlsSIAN@ARB—%s—HMe%s-e\ﬂﬂenced-br

condition and are Inspected.and fested.-

25,9.7.5

".'.

Surveyor: 27871

approximately 9:30 am onward the following

that the dry and wet systeni has: ha&*

1. 3 year full flow fest. (dry onlyg

ha!l ‘had paint on oifics. ™

42 CFR 483.70(a)

3721 NFPA 101 LIFE SAFETY CODE STANDARD

S=E

‘Means of egress are continuously mainfained free
of ail obstructions of impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct

exits, access to, egress from, or visibliity of exits,

petiodically...... 1978, @6#33&{5%13, NFF‘A :

Based on observations dng slaﬂ‘ m;ewiew at ol

2, 5 year obstruction mvestlga o taat(on wet I
and dry). .

4.) residents bedroom closet had storage w[thm
18 inches of sprinkler-head.

| This has the potential to affect all residenﬁ_"

Proper resident storege and sprinkler head
reviow has been added 1o the weekly rounds

Any deficient practice will be re.ylewed by
‘anlity Assurance Comnuittee. \

ltems were noncompllancé; spamf it findings L DY ,, ;‘ L
Include: e g , ‘ A ; :
1} per sprinkier report spn eﬂ’ hgads In kutcheh - Ko?'z\"i; _ : /5/3 I//}
are not free of coyrosion.” = S "F«’ T =

2) facility could not PTOVlde-Pr OPeT documenlahon oAl ﬁaﬁlvvays have been clcared of obstmct.tons

Hallway vounds have been added to Housekéeping
Supérvisor daily rourids sheet.
| Any.deficient practice will bs reviewed by Qu#hty
Assurauce Cominittee.

..} 3) Sprinkler heads outslde shower foom on 200 artbev s e P L THE Rl B

CKor2{

o ;_. shect. Sunplex Griomell will review Wet/Day _..

syster yeatly. /3 BFZ’S
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CENTERS FOR MEDICARE & MEDIGAID SERVICES. % . - " OMBNO, 09360301
STAYEMENT OF DEFICIENCIES o PROV]DERISUPFUERIOLIA C j(x"g) MULTIPLE CONSTRUCTION : (43) DATE SURVEY g
AND PLAN OF CORRECTION IDENTIFICATIONNUMBER: - |4 19\1L o 01 - MAIN BUILDING 01 ; ‘coupleren” { |
. S : a ! '* _ S Y
e . -..35§?13 o |phwwe : Y. 1 ooRa013 i
" NAMEGF PROVIDERORGUPPLIER -~ © . SYREET ADDRESS, OITY, STATE, ZIP CODE -
e , 420 SOUTHWOOD DR BOX 379 | '
MARY GRAN NURSING CENTER ., ~ | cuwron e s . i
.4 10 SUMMA.RYSTATEMENTOF!)EFICIENC]ES " S PROVIDER'S PLAN OF CORRECTION o) .
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL {  PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L6C IDENTIFYJNG INFORMATION) TAG CROSS-REFERENGED TO THE APFROPRIATE | , DATE.
, ‘ . DEFICIENCY) :
K072{ Continued From page 2 * . T KoT2
7.1.10 il e
This STANDARD is not mei as evidenced by
o |- SUNVEYOE 2781, v oo ridapide S e A I SR ARt L
Based on observatlons and staff interwew at .
approximately 9:30 am onward, the following
items were noncompliance, specific findings K076 :
include: facility had wheel chizir's chalrs, electric . R ConRe
ol fans{pIugged-mt&eut!et-an—eerrlder}e%rhead—‘ — (OXygen tanks are 1ot being stored In doors,
bed tables stored on all corndors in facllity . This has the potential to affect all residents, p / /
. i ., Oxygen tank storage has been added to monthly] (& h{’- *}
42 CFR 483.70(a) s maintenance rotmds. Ji 1
070 | NFPA 101 LIFE SAFETY CQDE STANDARD 4 K 078 |any deficient practice will be r&viewcd by Quality ﬂ
sS=E > JAgsurance Commitiee, iy #
Medical gas storage and adrmnistrahon areas are | M C
protected in accordance with\NFPA 99, | Co no
Standards for Health Care Facilitles. g v
(a) Oxygen storage locatiops of greater than S . 4 L
3,000 cu.ft. are enclosed by a one-hour t -
separafion,
b Locaho s for §UPP]y system‘ﬁ Qf gfﬁatel‘ than...4,.. ':-;g-'_:-«;;\;-*ﬂ;::_—"i::’.,’.':x'..i" A AITADY T fE E L R T S }:‘;-'ﬂ;'.'éf‘,'f-"iil
R \!ﬁ))dn e ﬁpare Vent&d to the Gutside.” N?PA +T I A :
43.1.1.2, 19.324 ;. :
]
T
This STANDARD s not met as ewdenced by: : . _
Surveyor; 27871 : : : "
Based on observations and staff intewlew at ' B
approximately 9:30 am onwary, the following !
items were noncompliance, speciﬂc findings ‘
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: DEFICIENGY)
K078 | Continued From page 3 K076
include; oxygen cylinders stated outside will need
to be protected from the weather,
42 CFR83.70(a) -
e -t Plarde s p ETlasagkare T : v oo e 2, R i . . v _
- Eor g " s
1 e - A - — :
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STATEMENY OF DEFICIENCIES - |%1) PROVIDERISUPPLIER/CLIA (X2) MULYIPLE couémuprm 2 o |(Xe) DATE SURVEY
AND PLAN OFCGR?ECTI'C?S‘ .. || 1 TDENTIFICATION NUNBER A BULDING 02 - BPLDING 02 . ! COMPLETED
_ oot 218 fEine { LY 08/24/2013
" RAME OF PROVIDER OR SUFFLIER * ST "~ . % .| STREETADDRESS,CHY, STATE, ZiP CODE - '
- L .o 1 Tl 120 SOUTHWOOD DR BOX 370
MARY GRAN NURSING CENTER . D0 %] cunton, e zases
(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES . ) . PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX (EACH DEFICIENGY MLIST.BR PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS'REFEREEEE?; Iégg%:—: APPROPRIATE PATE
K 000 | INITIAL COMMENTS o, K 000
Suiveyor; 27871
This Life Safety Code(LSC) survey was .
conducted as per The Code of FederalRegister | ° |
at 42 CFR 483.70(a); using the.2000.Existing . | . Kid47
Health Care section of the LSC andits referenced| = T N
| publications, This-bujlding is Type: (214). . ... - TR M ot shops havesbeen temaved v
| construction, one story, withia'complete .. - ; from rooms; 713 & 714. :
automatic sprinkder systerix “-" < . L All resident rooms have béen reviewedlfor / P’/ I
ool ’ (S I power siip removal.
The deficlencies determjned durlhg the:survey 2 . Power cord use in residéifrodms willle i,
- - - arg-asfolows: e T R added 1o monthly housekeoping rounds.
K 147 | NFPA 101 LIFE SAFETY,CODE'STANDARD  _ {., K 147 Any deficiont practice will be reviewed by
SG=F - '\ BRI ".,._; Quality Assurance Committee,
Electrical wiring and equipment is in accofdance i _ — s
with NEPA 70, National Eléctrigal Code, 812" -+ . % s
This STANDARD s not met-d5 evidence by: .1, .. .
Surveyor; 27871 S o
Based on observations, gud staffinferviewat 7]~ - , ;
+ | approximately 9:30 am oiward, the following, | . N
ltems were noncompliance, ‘specific firidings - & Cr
include: residents rooms 713 and 714 are using
multi power stripfor TV and refrigerator to be
v ,plil_ggfa_d Fnt@"',. MR R PRSI SR R P —:.. e At BT LR TR o USSR I DRI RSP

2

42 CFR 483.70(a)

v A

‘ _ ) : o
RATORY DIRE S OR PROVIDER/SUPPYIER REFRESENTATIVE'S SIGNATURE : ITLE S ¢ HoATE
T T ! e
. A A 5:(7&44_/ : (.d/f ‘/(,3

eficlency smteW) denotes a daflsiency which the nstitulion may be excused from correcting providing it is delermined thay’
feguards prov protoction td-the peiients, (Sea Inatructions.) Except for nursing homes, the findings stated abova are disclosable 80 daye

--g the date of survey whether or notn plah of correction la provided. For nursing homses, the above findings and Bians of correctlon ara disclosable 14
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