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DEFICIENGY)
F 272 | 483.20(b)(1) COMPREHENSIVE F 272 Premier Nursing and

$5=D | ASSESSMENTS Rehabilitation Center

acknowledges receipt of the )
Statement of Deficiencles and

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident's proposes this plan of correction
functional capacity. to the extent of findings is

factually correct and in order fo :
maintain compliance with E
applicable rules and provisions

A facility must make a comprehensive
assessment of a resident's needs, using the
resident assessment instrument (RAl) specified

by the State. The assessment must include at of quality of care of residents. “
least the following: o ) The plan of correction is
Identification ar"[d demographic information; submitted as a written _
Customary routine; ) ) ; ;
‘Cognitive patterns; allegation of compliance. i { "/Qvf i
Communication; . -
Vision: Premier’s response to the
Mood and behavior patterns; Statement of Deficiencies does
Psycl_msocial Wel_l-being; ' not denote agreement with the
Phys.tcal functioning and structural problems; Staterent of Deficiencies nor -
Continence; . ) ) !
Disease diagnosis and health conditions; does it constitute an admisston
Dental and nutritional status; that any deficlency is accurate.
Skin conditions; Further, Premier reserves the
Activily pursuit; .
' right to refute any of the

Medications; 8 L. hy
Spedcial treatments and procedures; deficiencies on this Statement .
Discharge potential; of Deficiencles through informal

1
Documentation of summary information regarding Dispute Resolution, formal
the additional assessment performed on the care appeal procedure and/or any ‘

areas triggered by the compietion of the Minimum
Data Set (MDS); and .
Documentation of participation in assessment, proceeding.

other administrative or legal

LABORATORY DIRECTOR'S OR PROVIDER}SUFPUE?,RE‘SNIA“VE’S SIGNATURE /@W TITLE (X8} DATE
L4 by z i ! ’ / /
W

Any deficiency slalemen\ea:ﬁng wigan asferisk () dei oles a deficiency which the institution may be excused from correcting providing it is determined that
olher safeguards provide sufficient protection to the patlents. (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 ./\ 3 @p.
days following the date these documents are made available {o the facility. If deficiencles are cited, an approved plan of correction is requisite to continued s 0\]
program participation, ﬁ%
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* DEFICIENCY}
£ 2721 Continued From page 1 Fa7z F272
483.20(b}{1) COMPREHENSIVE
. ; \ , ASSESSMENTS
This REQUIREMENT is not met as evidenced
by:
Based on record review, resident and staff .
interviews, the facility failed to assess the need Appointment was made for
for vision services for one of two residents visyal examination on
(resident #44) with visual impairment. 11/10/2011 for resident #44.
Findings included:
5;;15;?11&:44 .\g;as adrr;ltttved f;? the facmtg} otn A 100% review of each
with cumulative diagnoses tha . , ,
included resadent s MDS and triggered !l/ll M’,
care areas to include vision was .

Lack of Ceordination, Unspecified Falls, Insomnia
and Difficulty In Walking.

Review of the resident's admission Minimum
Data Set (MDS) dated 05/92/11 indicated the
resident had vision impairment “sees targe prin{
but not regular print in newspapers and books
"and did not use corrective lenses. The MDS
further indicated it was somewhat important for
the resident to have books, newspapers and
magazines to read. Vision triggered as a care
area on the MDS,

Review of the resident's initial care plan dated
05/19f2011 indicated "Visual alferation with
decreased/impaired ability to read regular print.
No glasses" as a focus problem. Inferventions
included obtain eye exam as needed.

Review of the resident's clinical record indicated
no vision foliow ups or vision services were done

since admission.

The resident was observed in her room on

done by the MDS coordinator
and completed on 10/28/2011
to ensure that any resident who
triggered vision as a care area
had appropriate interventions
and appointments scheduled as
necessary. Director of Nursing

' in-serviced MDS staffon the

- importance of follow-up on care

areas triggered on the resident
MDS on 10/28/2011. Residents
who have been seen by On-
sight visual services provided at
the facitity will continue to be :
seen and those residents who -
need an appointment will be
scheduted far the next facility
visit by visual services.
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F 272 | Continued From page 2 F272 The MD$ caordinator will do

10/20/11 at 10:00 AM resident sitting on herbed.

“The Tesident reported she used to wear glasses

but hroke them a long time ago. She further
reported glasses helped her see better.

The facility Director of Nursing (DON) was
interviewed on 10/20/2011 at 10:45 AM and
indicated it was the responsibility of the MDS
Coordinator to assess residents on admission for
viston problems.

The facility MDS coordinator was interviewed on
10/20/2011 at 11:05 AM and reporied either she
or another nurse performed the initial assessment
for resident #44. She explained when residents
were assessed in the area of vision, the question
on the faminated card used by the facility was "
Were glasses present during the interview? "
She further explained the answer was no for this
resident, and that was the reason "No Glasses"
was documented on the care plan. The MDS
Coordinator reporied she was uncertain if any
slaff asked the resident if she wore or had ever
worn glasses during the initiad interview or at any
other fime since admission. She further
indicated, to her knowledge, no follow ups for
vision services had been done for the resident
since admission.

audits, to include resident #44, |

“weekly for four weeks and then
monthly for two months to
ensure compliance. Audit
reporis will be given to the
Director of Nursing weekly for
four weeks and then monthly
for two months for review and
follow-up.

il /rf %20 i

The executive QI committee will .
review the results of the audits
weekly for four weeks then
monthly for two months for any
identified areas of concernor ¢
trends and will foltow-up as
indicated to determine the need
for and/or frequency for |
continued monitoring. :
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B. WING C
. 345217 ) 10/20/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
225 WHITE ST
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CENTER JACKSONVILLE, NC 28546
(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 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
There were no deficiencies cited as a result of
the complaint investigation for 10/17/11-10/20/11.
Event
#SL8D11
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Any deficlency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
othar 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. If deficiencies are cited, an approved plan of correction is requisite fo continued
program participation.
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AND PLAN OF CORREGTION | JOENTIFIGATION NUMBER: : COMPLETED
: . ! A BUILDING 01 - MAIN BUILUING 0t
i B.WING " i\
345217 7 " 111772011
NAME OF PROVIDER OR SUPPLIER | 3 | STREET ADDRESS, CITY, STATE Z'ITP CODE
. 1 225 WHITEST ! o
PREMIER NURSING AND BILITATION CENTER : :
: REH"‘( .’ ] & JACKSONVILLE, NC. 28346
(X410 ' SUMMARY STATEMENT OF DEFICIENGIES 1D PROVIDER'S. LAY OF CORRECTION x5
PREFIX {FACH DEFICIENGY MU, UST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ATION SHOULD BE COMPLETION
TAG REGULATORY OR LSCEDENTIFYING INFORMATION) TAG CROSS-REFERENCED, ro YHE APPROPRIATE BATE
{“ ; nEﬁgslcn
. m E
{029 ] NFPA 101 LIFE SAF E?ITY CODE STANDARD K028| 1) Thenen. accupled re tdent vooms on the L- ; I
$s8=E ! 1; o wing wiil be J:qu;ppeci % r:h self-closlng devices® ”“ |
One hour fire rated t,gm'struclion {with % hour by Support Serices an mmpreted by
fire-rated doors) or an a '|pproved automatic fire 12/31/2011, ‘
extinguishing systergin iin accordance with 8.4.1 ; ,
andior 19.3.5.4 protéels hazardous areas. When 2) The corri Jor door to he clean linen room -
the approved automai?q fire extinguishing system 300 Hal wras aduste b e maint
option is used, the areds are separated from 0 300 Hall was adjustegtby the maintenance.
other spaces by smaké resisting partitions and supervisor on 12/01/2003 lto ensuré that &
doors. Doors are se|f Qfosmg and nop-rated or will close, Ia{ch and seal, 9]! corridor doors
field-applied protecwe blates that do not exceed {to hazardods aceds) will e checked by
48 irches from the b(}!ﬁipm of the door are maintanance supervisof or maintenance
permitted.  19.3.2. 1‘ il assistant to” ensure that theycluse, fateh, and
; ,! seal. Adjustments or ré la;cements wiil be
]1 .! done as necessary All. or‘rldor doors {to
{ E [ hazardous areasl will b checked weekly by
This STANDARD is nat met as evidenced by: mafntenance SUPEN:S 5&10}‘ Tii?]tma;ce :
m@mmmmww%rnmmmwwﬁmm1 mmmm“““°“ﬂ°a"m
at approximately 11J35/AM onward the following and ad}““"‘e"“ or repacements done as
was noted: Hi hecessafy. "
1} The non occlipled Tdsndent rooms in the L wing A Qf ool Wll' be utilized. Q* tools will be
were found to be s Jo’ for temporary storage and reviewed by the Quality liprovement
the duors were not e c&iupped self-closing devices. Commitiee month[v fo| f determination of the
2) The Clean Linen éo rorridor door on 300 need for adqiﬂonalm nonitosing and for
hall did notclose, latl, nd seal. follove-up as needed ] -1
42 GFR 483.70(a) } i 3 g
K 045 NFPA101UFESA&EF(CODESTANDARD K 045 dmﬂuTnhrﬂuﬁckﬂ@hM%MMgm '“th‘
58=D N ] luminate tha exit path fo the public way from
Wmmﬂmwﬂmaﬁﬁwmﬁqmmvgaﬂ mumMWmmumHﬂwmmme
discharge, is arrangp omqmmmoaw dmmndmﬂmﬂmmmmumem
&nwehmﬂmgﬁnurJ Ib) will not leave tho area Ing a assistan wWitl monitor egress
in darkness, {This c{ és not refer to emergency or main f”a'l.;, > d" h ookl
lighting In accordan¢e nfmh section 7.8)  18.2.8 lighting, incliiding Exit digcharge ort 8 weexly
E 1 basis and make repairs 4 ‘nacessarv
i ' ! E
I ‘ :
I ; |
i“i : ;
This STANDARD Q‘ ﬁblt met as evidenced by:
1 B i
LABORATORY MIUBPLIER REPRESEI\W‘SIGNATURE 17 {X6) DAYE
| oo Mk b 1213/ 20
Any deficlency s1a ;ai herisk ¢ danotes 2 deficiency which the nelilution ¢ myy be excushd (rom cayfudting providing It is defermined that
other safequards provide siffficient protéatien o the pahents. (See insteuetlons.) Except for nursing homes, \he findingsjslated above are disclosable 80 days
{otlowing (he data of survey whether o pot h plan of cotreclion is provided. For nursing homes, {he nbove fi ndings and olans of correction are disclosable 14
days follewing 1he date these dncumen‘s}a;& made svallable to the faclily, If deficiencles are clted an appréved plan of garrection fs requisite to contlnued
progtam panlicipation, ii §
1) ¢ !
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S e ; : PRINTED; 12/062011
DEPARTMENTOFHEAE”1AN3HUMANSERWCES ) FORM APPROVED
CENTERS FOR MEDICARE 3{MEDICAID SERVICES - : § QMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {4 {PROVIDERISUPPLIERICLIA . |0X2), MULTIRLE. CONSTRUGYION o3 Dé\TE Lseurlgéw
AND PLAN OF CORRECTION DENTIFICATION NUMBER: ABULONE 01 - WAINBUILDING ] COMP
: 345217 e Q " 11712011
NAME OF PROVIDER OR SUPPLER | ’ STREET ADDRESS, CITY, SATE,{21P CODE
PREMIER NURSING AND REHA%} ITATION GENTER iisc?(:gigué NC, 285 E:
X410 SUMMARY STATEMENT OF DEFIGIENCIES I PROVIDER'S PlAN OF GORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULD 8E COMFLETION
TAG REGULATORY OR LS 40 HTIFYING INFORMATION) TAG CROSS-REFERENCEDFOITHE APPROPRIATE
1 ! DEFICIENGY) ‘
il I
K 045 | Continued From pagej i K 0457 (contjanl t?o{ w:H be mJﬂzed Ql tools will
Based on observati Bgﬁgn Thursday 11/17/2011 be reviewed by the' (lual ty;lmprovement ’
at approximately 1115 lAM onward the foliewing Committee monthly for'fetermination of the
was noted: : need for addilonal-Ql mcm toring and Follow-
1) The exit path to thd public way was not up a5 needed i
tuminated from the E:Pﬁlt door for the 700 Hall ¥
Sparks Unit exit doori £r i |
42 CFR 483.70(a) |3 ' : I ' .
K052 NFPA 101 LIFE SAERY CODE STANDARD K 052|  Chades Taylor Electric fepjaced the backup (11}t [1l
38=F 1 Mumyhr@eﬂmahm@ommlmn&on
A fire alarm system [eqlired for life safety is 11/18/20113 The malnth Enance supervisor or
installed, tested, and rpaintained in accordance aintenance mmnmm test fire alarm on
with NFPA 70 Natiohbl Electrical Gode and NFPA bartery bicklp weekly Ja gnsure that tis
72. The system has qr approved maiplenance operable, Shoul dthe bmgw fail, Te will be
and testing program qomplyeng with applicable foced. :
requirements of NFRA'FO and 72, 9.6.1.4 replace
: A Qt tool wil] be utmzeJ Qf 100ls wilfbe
i reviewed by the Qualley lrprovement
J i Committee momh!y fou { ddrecmination of the
?g needforaddmOnaICU obkoﬂngandfor
i follow-up agnccded i
H H i
i ;
£ - i
il ; |
This'STANDARD i it met as evidenced by: ' }
Based on observatipn pn Thursday 11/17/2011 : g
at approximately 11:15/AM onward the following J !
was noted! 1 . :
1) Upon testing the firelatarm on battery backup : E
the Fire Alarm ContidllPanel (FACP) went down ;
due to loss of power ?;rld failed to continue 1o ' :
operated, (Fire did dgerate on AG power) 1 1 :
42 CFR 483.70(8) || i _ 1)The deep fat fryer washositioned under the “l”/”
K 069 | NFPA 101 LIFE SAF ;IY CODE STANDARD K 088! hoodon 11/3:}'3/2011 by fheimaintenance
55=F i ~: supervisor. The dietary laf was instructed to
Cooking facilities ar? ;? otected in accordance keep the deed fat frver ppsitioned under the
with9.2.3.  19.3.2 6 NFPA 96 hood at alhinj\e_s by the af‘na!n:enance
1 i : supervisor onit1f18/201.
HMMW%%WNM%MMmemw&PMe - Eveni 1D:SL8D21 Facillyy 10; 322022 ? if contlnuation sheet Page 20l 3
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DEPARTMENT OF HEALTH RD HUMAN SERVICES o FORM APPROVED
CENTERS FOR MEDICARE ' fJ1EDICAiD SERVICES P OMB NO. 0938-0391
STATEMENY OF DEFICIENCIES (’D(“E)|PROVIDER!TS1UPPUE$!%LIA " e MULGIPLE CONSTRUGTION  *+) } o HX3) ggg‘l‘i’ gg&\(f)ﬂ -t

ANDPLAN OF C Tl 1 FICATION NUMBER: ; |
" ORRECTION o ABULONG 01 -MANBUILDING 0f
! M i
., WING .
” 345217 B. Wi ; § 1114712011
NAME OF PROVIDER OR SUPPLIER | ] 1} STREET ADDRESS, GITY, STATH ZJP cdoE
- : ' i 225 WHITE ST | :
- T 3 .
PREMIER NURSING AND REH&idli \ITAYION CENTER TAOKSONVILLE, NC 20 Lit
®a e SUMMARY STAT ESENT OF OEFICIENCIES D PROVIDER'S PLAY| OF CORREGTION . D8
PREFIX {EACH oenc:encvré T BE PRECEDED BY FULL PREFIX (EACH CORRECYIVE ACTION SHOULD BE COMPLETION
YAG REGULATORY OR LSO [DENTIFYING INFORMATION) TAG CROSS-REFERENGET] Y THE APPROPRIATE DA
i i : DEFK}[ENCY)
1 ; q.
K 069 | Continued From pa ;ej 2 K 069 The malntanance sups wlsor orf maintenance
' i i assistant wll! momtorihd positioning of the

: if
This: STANDARD i Tiot met as evidenced by: decp fat ﬁversxwee ‘vlfo ensure
Based on observation on Thursday 11/17/2011 cornpliancel
q
)

at approximately 1135 AM onward the following AQitool wlu be Utilizq ‘q; tools wilf be
reviewed by the O.uaErty |mprovement

-3...

K
<
|
)

was; noted: i
1) A deep fat fryer "“’9:5 not properly protected Committed manthly fd ¢determmination of the
under the hood. J' ! need for a&dltmnal Qlmpnitoring and for
2) The kitchen air exhdust and supply systems follow- up as noeded. |
was not praperly balb r?ced The Kifchen was N
Zzﬁgﬁirgguogdz 2 i)gerr g} ; r?gatmg pressure wilh the 2) See Request for 21 d'a;y waiver — Attached.
42 CFR 483.70(3) | ! : i

K 144 | NFPA 101 LIFE SA é.ffew CODE STANDARD K 144|  The generator annuniztor panel for

55=D ji generatomrl was ref] aired by Chacles Taylor iL/ill/U
Generators are inspected weekly and exercised Electric on 12/14/2011. , :
under load for 30 "_EE(MBS per month in The mafntanarnice Sug aryisor or maintenance’
accprdance with N B 1A 99, 34.4.1. assistant Mll test the annunclamr panel

! woekly and make an repalrs if necessary.

A Ql ool WIH be utilifed. O tools will be
reviewed by the Qua lq} Irprovemant
Comm[tte,e monthly: of s datermination of the
need for ddditional Q) monltormg and for
follow-up as needed

e e

4

ot met as evidenced by:
h on Thursday 11/17/2011 .
-1|S A onward the following K

—inn

This STANDARD
Bdsed on ghsenvy
at approximately 1

was noted;
1) The generator gnnunciator panel for generator : ;

{1 -did not show generator supplying emergency j
power under load} || ; ]
42 CFR 483,70(a){:

P TR W= W
sz -

I B

i N
H j

;
. ;

I !
i , 11

Evenl [D:5LBD21 Faclity (0: 923022 - 1 if continuation shael Page 3 of3
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. ; iib ; ; PRINTED: 12/06/2011
DEPARTMENT OF HEALTH Al Il HUMAN SERVICES 3 : EORM APPROVED
CENTERS FOR MEDICARE &|MEDICAID SERVICES i ! OMB NO, 0938-0391

STATEMENT OF DEFICIENOIES. | (K])! PROVIDERISUPPLIERICLIA (X2 MULTIPLE CONSTRUGTION .. . .ol . [(X3) DATE SURVEY
AND PLAN OF CORRECTION | | {[DENTIFICATION NUMBER: o COMPLETED
_ i A BULOING 02 - KA BUILDING p2!
il : |
1 345217 B WING. ¥ 111712011
NAME OF PROVIDER OR SUPPLIER ! i I STREET ADDRESS, cm’, STATE, mé CODE
PREMIER NURSING AND RENAGILITATION GENTER 228 WHITEST | :
i _ H;; JACKSONVILLE, NG 205!
x4 10 { SUMBMARY STAT! %TOF DEFICIENCIES o PROVIDER'S PLAN|OF; CORRECTION {x5) )
PREFIX {EACH DEFICIENCY MUS[T BE PRECEDED BY FULL . PREFIX (EACH CQRRECYIVE,] CFION SHOULD BE COMPLETION
TAG REGULATORY OR LS¢ | qrursmue INFORMATION) TAG CROSS-REFERENGED ro rr\q)a APPROPRIATE DATE
. -‘ i .
; ” ) i .
K028 | NFPA 101 LIFE SAF[? CODE STANDARD K025]  Penetrations in the smq kq’waﬂs were sealed  ||g / 7 I 1"
§8=F . in the therap py roor 8033 Rehab and In the
Smoke batriers are ¢ therapy rooin 800A by fndintenarice

least a one half hour,
accordance with 8.3
terminate at an atriy

separate compartm
floor. Dampers are
penetrations of smo

18.3.7.3, 18.3.7.5, 1

This STANDARD is
Based on observatio
at approximately 11:4
was noted:

1) There are holes a

rmaintain the require

wall in the following
a} Therapy room
b} Therapy room

wall.

42 CFR 483.70(a)

protected by fi re-rated 1g’;!a;:lng or by wired glass
panels and steel fe'aljn}d

heating, ventilating, gn,E air condifioning systems.

smoke wall that were ! qpt sealed in order to

_ol..&:"

St sy i e -

Afm tructed to provide at
Iﬁr’ resistance rafting in
}$ oke barriers may -
Il. Windows are

=

s, A minlmum of two

} are provided on each
t'{equlred in duct
;t;arriers in fully ducted

1163, 19.1.6.4

L

j!

q'cf)t met as evidenced by,
onjon Thursday 1117/2011
6'AM onward the following

nu r penelrations in the

'ﬁg‘e resistance rafing of the
\cations.

moke wall 800 rehab
moke wall 800 A smoke

U

supervisor an 12/08/24
throughoutthe facifity;
malntenanc"e supervisdy dr maintenance :
assistant and penetrau
necessary. ‘:
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