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55=n| PRIVACY/CONFIDENTIALITY OF RECORDS
The rasident has the right lo personal privacy and RESPONSE PREFACE:
confidentiality of his or her parsonal and clinical
recards. Presbyterian Home of Hawfields
Personat privacy includes accommodations, Acknowledges rec.e_lpt‘ of the
medical freatment, written and telephone statement of deficiencies and
commuinications, personal care, visits, and proposes this plan of correction to

meetings of family and resident groups, but this
does not require the facillty to provide a private the ‘?xmn_{ that the summary of ‘
room for each resident, findings is factually correct and in

E ided | ) of th order to maintain compliance with
xcapt s provided In paregraph ()(3) of this o WP
section, the resident may approve or refuse the applicable rules and provi

release of parsonal and clinlcal records 1o any quality of care _Of I'lesident_s. The
individual outside the faciily. plan of correction is submitted as a

i written allegation of compliance,
The resldent's right to refuse release of parsonal

and clinleal recortis doas not apply when the

residant Is iransfarred to ancther health care Presbyterian Home of Hawfields
institution; or record release is required by jaw. Response to this statement of

iengi o ction
Ths facilily must keep confidential all information deficiencies and plan Feotre

contained In the resident's records, regardless of does not denote ag_rcm.nc_nt with the
the form or storage methods, except when statement of deficiencies nor does
release is required by transfer to another it constitute an admission that any

healtheare institullon; taw; third party payment

contract; of the residént, deficiency is accurate. Further,

Presbyterian Home of Hawficlds
reserves the right to refute any
deficiency on this staterment of

This REQUIREMENT is not met as evidenced
by:

Based on gbservations and staff interview the deficiencies through informal

facillty failed to provide resident privacy during dispute resolution, formal appeal,

staff assisted lolleting for 1 of 3 residents and/or other administrative or legal

{resident #58).

procedures.
LABORATORY QIR OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE (%6} DAYE
W Lo =

Any deficlency slatement am[ﬁng wilh'an asterisk [*} denotes a dkﬁclencr which the institution may be excused from correcting providing it is determined that 7

other safequards providie sufficient prolestion i the patlents. (See instuctions.) Except for nursing homas, the findings stated above are disclosable 90 days
following the date of survay whather of not a plan of correction la provided. For nursing homes, the above Fnaings and plans of carrection are disclosable 14
days fallowing the datd theee documents ars made available io the facTiy. i deficiencies are cllad, an approved plan of corraction Is requisits to continued
program panicipation,
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58=D | PRIVACY/CONFIDENTIALITY OF RECORDS .
Presbyterian Home of Hawficlds
The resident has the right to personal privacy and will continue to strive to ensure the
confidentiatity of his or her personal and clinical right of Personal Privacy for the
records, . . :
Residents’ by re-educating staff on
Parsonal privacy includes accommaodations, Personal Privacy.
medical treatment, written and telephone
communications, personal care, visits, and . s
meetings of family and resident groups, but this ResSdent #6‘,5 and “,l house
does not require the facility to provide a private Residents will continue to have
room for each resident. their Personal Privacy respected, to
_ include Personal Privacy durin
Except as provided in paragraph {e)(3} of this P [ Y duri &
saction, the resident may approve or refuse the trsonal Lare.
release of personal and clinfeal records to any
individual outside the facillty. Since all Residents have the
The resident’s right fo refuse relsase of personal Pommlal to be tncluded int this
and clinical records doss not apply when the issue; the RNC’s, MDS
resident is transfatred to another health care Coordinator or DON will conduct
Institution; or record release Is raquired by law, a retraining session and a visnal
The facility must kesp confidentia! all information review Of_ incontinent care by
contained in the resident's records, regardless of Presbyterian Home of Hawfields
the form of storage methods, except when staff to ensure Personal Privacy is
ralease Is required by transfer to another ted
healthcare institution; law; third party paymant respectea.
contract; or the rasident.
A QA Audit Tool will be used for
This REQUIREMENT is not met as evidenced 6 Residents, 3 times per woek for
by: one month and reviewed at least
Based on observations and staff interview the weekly by the DON, RN
facllity failed to provide resident privacy during Consultant and/or Administrator.
staff assisted toileting for 1 of 3 residents
{resident #66).
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE {46) OATE

Any defidoncy stalemant anding with an asterisk {*} denotas a deficlency which the institution may be excused from camecting providing it s detarmined that
viher sefeguards provide sufficient proteciion 1o the palients. (See instictions.) Except for nussing homes, ihe findings staled above are disclosable 90 days
following the gata of survey whethar or not e plan of correction Is provided. Fof nursing homaes, the above findings and plans of correction are disclosable 14
days following the date these documants are made available o the facility, If deficiencies are cked, aa approved plan of correction s requlsite to continued

program participation.
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Continued From page 1
Findings Include:

Resident #65 was admittad to the facility on
011172012 and had diagnosas which included
Derentia, Alzheimer's disease, Congeslive Heart
Failure, history of left hip and femur fractures,
Cellulitis to both tower extremities, Lower lsg pain
and a recent Compression fracturs to the lumbar
area,

A review of the resident’s Minimum Data Set
(MDS) dated 0411372012 indicated the resident
was, cognilively impaired, frequently Incontinent
of bowsl and bladder, currently on a tolleting
program to manage incontinence, and needs
limited assistance by at least 1 person to use the
{oilet.

On 06/13/2012 at 10:10 a.m., an observation of
rosldent #56's Incontinent care by NA # 2 was
conducted. During the incontinant care NA #2
undressed resident #86 from the waist down and
ransfersed her from her Qerl chair to the
commode exposing her genital area. Residant
#66's room mate was sitting in her whesglohair
nextlo her bed {the A bed next to the bathroom
door) facing the bathroom and had direct ling of
sight of resident #66 being undressed and placed
on the commode and receiving Incontinent ¢care
by NA #2, NA #2 made n¢ attempt to puli the
privacy curtain to block the room mate ' s view.

An interview was conducted with NA #2 on
06/13/2012 at 10:20 a.m. The NA was asked why
she had not provided any privacy for Resident
#66 from the room mate as she had made no
attempt to pull the privacy custain to block the
room mate ' s view. NA #2 then pulled the

F o4

Cont, ¥ 164 07/12/12

QA Committee will review the QA
Action Plan once a month for 3
months and revise the action plan
to ensure continued compliance.

NA # 2 was terminated,
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privacy curtaln (resident already dressed and
back on the Geri chair) and stated, " Is that good
aenough. * NA#2 was asked why she did not pull
the curtain prior to getting resident #66 undressed
but NA #2 would not respond.
F 241 | 483.16(a) DIGNITY AND RESPECT OF F 24
§8=n | INDIVIDUALITY 07/12/12
F 241
The facility must promote care for residents in a
manner and In an environment that maintains or .
enhances each resident’s dignity and respact In Pr- esby’fel:lan Home. of Hawfields
full recognition of his or her individuality. will continue 1o strive to ensure the
Residents® dignity is respected in
ition of his or her
This REQUIREMENT is not met as evidenced .full. I‘?C.Ogl?
by: individuality.
Basad on staff and resident interviews and
record reviews the fagility failed to malntain the Copies of Resident Abuse and
dignity of 1 of 3 sampie rasident by staff being .
rude to Residont # 17. Negie.ct Policy and Procedures
were issued to current employees
Findings include: for their re-review on 06/13/2012.
i ione i il
1. Resident # 17 was admitted o facility on ThlS.Educatmnfﬂ pOhCy w
41512012 with dlagnoses thal included Muscle continue to be included in the new
Weakness, Cerebrovascular Disease and employee orientation process and
Diabetes Mellitus. The most recent Minirnum
at least quarterly for current
Date Set (MDS) dated 4/10/2012 indicated that I 4 J
rasident #17's Brief interview for Mental Status employees.
{BIMS) score was 15 { no short or long term
memary problenr:)- Resdident #17 W:EB - Presbyterian Home of Hawfields
independent with daily decision making. The . .
same MDS revealed the Resident #17 required ,wm c?ntinuc to thorolughly
limited assislance with Activities of Daily Living investigate all allegations of abuse
(ADL} and the resident had no behavior and/or neglect,
problems,
During an interview on 6/13/2012 at 4om T_he Social Serwc.es Director will
discuss Presbyierian Home of
FORM CM8-2567(02.99} Previous Versions Obsolgle Evenl ID:430L11 Factity 1D: 923409 If eontinuation sheot Page 3 of 40
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Resident # 17 indicated she was asteep on R ‘o
6/2/2012. Nurses Alde (NA # 1) came in jerking Hawfields’ Abuse/Neglect Policies
on her feg and removed a piliow that was under at the monthly Resident Council
her legs and threw the pillow and it hit her in the meetings (with the Residents
face. Resident #17 Indicated that NA # 1 was not tael :
supposed to lreat residents like that and talked p ennzs§1on) times 3, n'.aonths. At
hateful 1o them. Resldent #17 indicated that NA# that point, the Administrator and
1 was rough and ugly to her. Resident #17 also Social Services Director will

indicated that NA # 1 told her that if she didn't like

reassess the continued discussion
how she did it~ that she could care for herssif or

tell her family to put her somewhere elze. Opr'IECIGS at the Re§1dent Council
Resident # 17 Indicated” that her feelings were meetings. Presbyterian Home of
hud, this made her fes! very bad and very upset. Hawfields® Abuse/Neglect Policies

During a review of the grievance log on 6/13/2012 w:il‘ continue “’, bt_a reviewed
revealed a concarn dated 5/2/2012 which during the admission process and
indicatad resident #17, " stated, NA # 1 was the orientation of new employees.
rough and ugly with her claimed NA #1 hit her in
her face with a pillow.™ The form revealed thai the

faciity made a 24-hr Initial report and 5-working The RNC or Social Services
day report of Resident Abuse to the state. That Director will interview at least 2
form rovegled that the facility investigated this Residents per hall per week for one

situation ang the s!afr member was terminated. month to see if there are any

NA# 1 was called on 81472012 at 11:30am far Abuse/Neglect concerns,
an inferview no answaer.

During an interview on 6/14/2012 at 12:20pm, A QA Audit Tool will be used to

Nurse #1 revealed that NA # 1 indicated to her ) document these ;?tewi?xvs. '.I“hc
there was an Incident with Resident # 17. results of the Resident interviews
Resident # 17 stated that NA#1 threw a pillow at will be reviewed at least weekly by
fier and hit her in the face. Nurse # 1 stated that .

NA# 1 informed her that If she had hit Residant # the Administrator, DON and/or RN
17 on purpose it would have hurt worse. NA #1 Consultant,

stated to Nurge #1 that she {old Resident # 17

that if she did not like the care that she gave, , . :
have your daughter take you some whare alse, The QA Committee will review the

Nurse #1 also indicated that during her interview audit resulfs every month for 3
months and revise the action plan
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with Resldent # 17, she reltervated what the NA#4
had stated to her earfier. Nurse #1 stated that
Resident # 17 felt that NA #1 threw the pillow on
purpose, Resident # 17 stated NA# 1 came in
her room and did not speak. Nurse # 1 told
Resident # 17 that she would inform the RN
Coordinator,

During an interview on §/14/2012 at 12:400m RN
Coordinator revealed that Residant # 17 reported
to her that NA #1 hit her in the face with a pillow
on purpese. Resident # 17 reported that NA#A
just came in, without saying goad morning or any
thing else, she started farking the piliow out from
under her feet and threw the piliow In her face,
RN Coordinator also revealed that Resident # 17
stated that she was in fear of retatiation, RN
Coordinator also indicated that she spoke with
NA #1 concarning this incident. RN revealed that
NA# 1 slated that she tossed the pillow to the top
of the bed and the second pillow rofled off the first
and landed on Resident #17's face, NA# 1
informed RN coordinator thet she apologized to
the Resldent # 17 and asked if she was hurl. RN
Coordinator stated that she later informed the
Soclal Service Director of the incldent because
Resldent # 17 requasted to meet with SSD.

During an interview with NA ¥ 1 on 6/14/2012 at
1:30pm, Indicated that she does not work at this
facility any more, NA# 1 revealed that she wrote a
statement to Director of Nursing. NA # 1 denled
throwing the pillow at resident # 17 or telling
Resident #17 thet "if she does not iike the way
she provide cere for her, do it your seif or tell your
daughter to place you some place eise."

During an interview with Sogial Servicas Director

Y SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION 45}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIEYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DaTE
DEFICIENCY)
Cont, F241
F 241} Centinued From page 4 F 244 07/12/12

to ensure continued compliance on
this issue.

NA #1 was Terminated.
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F 241 | Continued From page 5

(S50} on 6/14/2012 at 3:45pm SSD silated that
Resident #17 repentad to her that this happensd
Tuasday marning Resident # 17 stated" she was
sleeping. A person cams in her reom and started
jerking things at the end of her bed, The person
took a pillow that Reslident # 17 used under her
legs and threw it and It hit the Resident #17.
Resident # 17 then opened her eyes and saw that
the parson was NA #1, Resident # 17 repurted
that NA #1 didn't say anything “Good Morning,
time to get up,ete.” Resident #17 raported that
NA# 1 stated that "if you don't like how { do it- you
can do it yourself or tell your family to put you
somewhaere else." Resident # 17 reported that NA'
# 1 told her she wass a professional. SSD stated
that Resident # 17 stated that this was abuse and
that NA # 1 should know how to freat people.
SSD stated that Residant #17 reportad that she
told the RN Coordinator about this NA # 1
bshavior. SSD stated fo Resident # 17 that an
investigation was taking place and a report will be
sent o the State, SSD also stated that she
informed Resident # 17 to teli other if thay have
concarns to please report them, SSBD indicated
1hat she would report this o the Administrator,

During an interview with the Adminstrator and the
Director of Nursing (DON) on 6/14/2012 at 4:15
pm, the Adminstrator stated “This facility has a
zero foleranca for verbal abuse," The statement
the NA # 1 made to that resident was very
inappropriate,

F 315 | 483.25(d) NO CATHETER, PREVENT UT!,
8%=p | RESTORE BLADDER

Basad on the resident's comprehensive
assessrment, the facility must ensura that a
resident who enlars the facility without an

Fa2i

F 315

F 315

Presbyterian Home of Hawfields | 97/1%/12
will continue to sirive to ensure
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indwelling catheter is not catheterlzed unless the

resident's clinical condition demonstrates that Cont. F315

catheterization was necessary; and a resigent 071212

who is inconlinent of bladder recelves appropriate that our Residents with

treatrment and services to prevent urinary fract
infections and to restore as much normal biadder
function as possibls.

This REQUIREMENT s not met as evidenced
by:

Based on continuous observation, record review,
and staff interviews the facility failed to implement
Interventions for 1 of 3 residents (resident #66) on
tolleting programs to prevent urinary
Incontinenca,

Findings Include:

Resident #66's medical record indicated the
resident had diagnoses which included Dementia,
Congestiva Heart Failure, history of left hip and
femur fractures, Cellulitis to both lower
extremities, and a recent Compression fracture to
the lumbar area.

A review of the resident's Care Plan dated
04/19/2012 revealed the resident had Activities of
Daily Living {ADL) deficils which included,
“Resident needs lolleling program related to
needing reminders/assistance to use toilet.
Resldent to be assisted to use toilet Q (avory) 2
hours while awakae as evidanced by (AEB) Care
Tracker/observations X 3 months.” The facility
also indicated their interventions on the resldents
care plan for this deficit to be, "Assist rasident to
toilet Q 2 hrs or more often while awake, Assist
with toileling as needed, Record continent stalus

incontinence related issues will
have their urinary interventions in
place to strive to prevent urinary
incontinence,

Since all in-house Residents have
the potential to be included in this
issue, the RNC’s, MDS
Coordinator or DON will conduct
a refraining session and a visual
audit of incontinent care by
Presbyterian Home of Hawfields
staff.

The RNC’s (2) have re-assessed
Resident #66 and other in-house
Residents in regard to staff
monitoring change to their urinary
continence status,

In-house Residents’ identified as
being continent, and capable of self
toileting will continue with the
process, and staff monitoring will
continue.

Residents that are continent or
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{Xd) 1D SUNMMARY STATEMENT OF DEFICIENCIES

A review of the residents Minimum Data Set
(MDS) datad 04/13/2012 indicated the resident
was, "Cognifively Impaired, fraquently incontinent
of bowel and bladder, cusrently on a foileting
pragram to manage incentinence, and needs
limited assistance by al teast 1 person to use the
tollet.*

The resident’s Nursing Assistant's (NA) "Care
Plan Flow shests” for March, April, May, June
2012 indicated, “This resident Is on a scheduled
toltating program: Resldent may or may not know
when they have 1o go to use toilat so they are
toileted atleast avery 2 hours (toillsted during day
and evening) Incontinence chacks at night.”

On 061372012 at 10:10 a.m., an observation of
resident #68 ' s Incontinenca care by NA #2 was
conducted. A continuous observation was made
of the resident upon completion of the Incontinent
cara through 1:00 p.m. {resident faken {0 and
from dining room for Junch). During this
continuous obsarvation the resident was not
observed assisted/taken to the bathroomitoflet.

06/13/2012 at 2:25 p.m, an intarviaw with the
fecility's Ward Clerk/Dala entry nursing assistant
{NA #3) regarding the NA Kiosk Inpu from MAs
{toileting) resident #66. A review of the Kicsk
entries Indicatad onhly 1 toifeting sntry on
06/13/2012 on the 2nd shift (day shift} between
8:00 a.m. and 3.00 p.m. for resident #68 which
was entered at 10:54 &.m. by NA#2. Further
raview of tha Care Tracker data antries betwean
06/06-13/2012 for the toileting of resident #66

0 PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR L3€ IDENTIFYING INFORMATION} TAG CROSS-REFERENCED T¢ THE APPROPRIATE DATE
DEFICIENGY)
F 315 | Continued From page 7 F 3i5
on Care Trackar, Report any decline in continent
status to Registered Nurse Coordlnator (RNC).” _(_3_(1_]@_;..__1}‘_3_1_5
07/12/12

incontinent and require staff
assistance will continue on a
regular basis as indicated per Care
Plan interventions but at least
before and after meals, by the
Nursing staff.

Residents identified as being
incontineni via their assessment
will continue to be monitored on a
regular basis as indicated per Care
Plan interventions.

Resident #66 and other in-house
Residents that were assessed to
need individualized interventions
for urinary continence, the RNC's
and MDS Nurse reviewed their
Care Plans and Treatment Plans to
revise interventions as determined
per the assessment findings, The
Care Plan Team will review the
Resident’s incontinence status and
interventions on a regular basis but
at least quarterly. The review
process includes when there is a
“significant change” per the
Nursing Standard of Care

FORM CI45-2567(02-99) Previous Versions Obsolata Event 1D 430111
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STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIZRICLIA {X2) MULTIFLE CONSTRUCTION (X3) DATE SURVEY
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A BURLDING
B.WMNG ¢
) 06/14/2012
NAME OF PROVIPER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE
NG
THE PRESBYTERIAN HOME OF HAWFIELDS 26028 NC 419
MEBANE, NC 27302
(411D SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORREGTION ®8
PREFIX (EACH DEFICIENCY MUSY 8 PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTON SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENGY)
F 318{ Continued From page 8 F 315
revealad the resident waited longar than the care
planned 2 hours betwaen toileting on the M 012112

and residant ' s continent status

06/06/12

10:20 2.m. {resident Incontinens)
2:34 p.m. {resident incontinent}
8:59 p.m. {resident continant)

06/07412

10:62 a.m. {resident incontinent)
2:36 p.m. {resident incontinent)
§:26 p.m. (residant Incontinent)

050812

9:44 a.m. (resident incontingnt)
3:05 p.m. (resident incontinent)
8:68 p.m. (resldent continent)

06/09/12
9:37 a.m. (resident continent)
5:52 p.m. (resident incontinent)

08r1or12
10:18 a.m, {resident incontinsnt}

08114112

11.04 a.m. {residentincontinent)
2:62 p.m. {resident incontinent)
9:38 p.m, (resident incontinent)

0611212

10:12 p.m, {resldent incontinent)
2:53 p.m. {resident continent)
9:67 p.m. {resident incontinent)

daylevening shifis as noted below,

Date/Times toileted per elactronic Care Tracker

Guidelines, such as a change in
their urinary status, the use of a
Foley catheter, Resident’s new
diagnosis, elc,

The RNC’s will re-educate the
nursing staff by July 12, 2012
related to the Resident’s urinary
system incontinence related
interventions, Care Plan urinary
logs to assist the staff with
Resident specific interventions
logs located in the C.N, A, Care
plan Flow Book, The training
program will be repeated at least
yearly.

We will continue to train all new
employees about continence care,

A QA Audit Tool will be used for
6 Residents, 3 times per week for
one month and reviewed at least
weekly by the DON, RN
Consultant and/or Administrator,

QA Committee will review the QA
Action Plan once a month for 3

FORM CMS.2567(02-99) Previous Varsions Obsolole

Event1D:430L11

Facilty [0: 923498 [f continuation sheot Page 9 ¢f 10




DEPARTMENT OF HEALTH AND HUMAN SERVIGES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 06/28/2012
FORM AFPROVED
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SYATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER:

345363

(X2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY

A BUILDING

B. WING

COMPLETED
c

06/14/2012

NAME OF PROVIDER OR SUPPLIER

THE PRESBYTERIAN HOME OF HAWFIELDS

STREET ADDRESS, CITY, STATE, ZP CODE
2502 3 NC 119

MEBANE, NC 272302

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
({EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

[#]
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION s}
(EACH CORRECTIVE ACTION SHOULD BE GOMPLETION

CROSS-REFERENCED TO THE APPROPRIATE, DATE
DERICIENGY)

F 315

Conlinued From page §

06713112
10:54 a.m, {resident incontinent)

{Note - 08/09 &10/2012 care was provided by a
staffing agency contracted with the faclfity}

0B/13/2012 at 3:00 p.m. an intarview was
conducted with NA #2 (MA assigned to provide
care on 06/13/2012 for resident #66). When
asked if she had tollsted resident #66 every 2
hours since the incontinence cars observation
was conducted NA #2 stated, "| checked the
resident and she was dty, ! don't have to put her
on the loilet when she is dry or says she does not
have to go to the bathroom." NA #2 was asked if
she had toileted the resident prior to lunch or after
lunch and NA #2 responded, "No, | only checked
her after lunch and she was not wet and did not
have a bowel movement so | dldn't do anything
alse.”

An interview with the facility's Diractor of Nursing
{DON} was conducted on 06/13/2012 at 3:05 pm.
The DON when asked about the facility's
scheduled foileting program as Indicated for
resident #65 the DON stated, “| do not have any
documentation ¢overing our scheduled toiteting
program for the residents.” The DON explained
the toileting scheduled program to be; "Qur
scheduled toilet program is where the resident is
gottert up every 2 hours and placed on the lollet.
This i per the resident's care plan,”

F 315

Cont. F315

07/12/12

months and revise the action plan
to ensure continued compliance,

NA # 2 was terminated.
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07-14=12 {548 Fron-PRESBYTERIAN HOME OF HAWF|ELDS
. DEPARTVEN F HEAL TH AND HUNAN SERVILGD

+3355784728

374 P.02/08  F-TED -

FUKIV AR PRUVELD

OMB ND, 0038-0391

_CENTERS FOR MEDICARE & MEDICAID SERVICES .
STATEMENT OF DEF): IENCIES (X1) PROVIDERISUPPLIER/ICUA X2y MULTIPLE CONSTRUCTION (X3) DAT% SUR}/EY
AND PLANAF CORRELTION [DENTIFICATION NUMBER: COMALETED
o . A BULDING 01 « MAIN BUILDING 01 :
, : i
O 345383 B WING agjze/012 |
NAME OF PROVIDER R SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODt F
THE PRESBYTERIAN HOME QF HAWFIELDS 25025 NG 115 :
: - 7 MEBANE, NC 27302 o
044 ID " SUMMARY STATEMENT OF DEFIGIENCIES 0 PROVIDER'S PLAN OF CORRECTIO os) -
PREFX (BACK DEFICIENGY MUST BE PRECEDED BY FULL PREFD (EACH CORREGTIVE ACTION SHOULD BE { | COMPLETION
 TAG RE(ULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ YHE Al'PROPRIATE’ DATE
_ : - ~ DEFICIENGY) .
| : DISCLATMER
K 000 | INITIAL. COMMENTS K006 ] )
_ i
‘ RESPONSE PREFACE: d
This 1 fe Safety Code (L.SC) survey was ‘ : é
conducted as per The Code of Federal Register . % '
at 42 (°FR 483.70(a); using the 2000 Existing resbyterian Home of Havfields |
Health Care section of the LSC and its referenced Acknowledges receipt of the :
publlcations. Thig bullding Is Type HI protected statement of deficiencies end ¥
| construction, and Is utilizing North Carolina roposes this plan T }
Speciivl Locking arrangements . The facillty is fh cixt ent th arihe of cor¢ cuc}n R ﬂ
equlpysed with an automatic sprinkler system. PRI T sormmayy of -
‘ findings is factually corvect and in
oxder to mainfain coropliance with 3| 1,
CFR# 42 CFR 483.70 (a) : applicable rules and provizions of ~ .
if; gsg NEPA 101 LIFE SAFETY CODE STANDARD K038) quality of care of Residems. The
- . ] r H
; Exit access is arranged so that exits are readily pls&n of correction is subm ‘t_ted a3 &’
accessible at all times in accordance with section written allegation of compliance. i
74, 19.2.1 , it
Presbyterian Home of Hayyfields 1_|
Response to this statement of i
deficiencies and plan of correction '
o _ does not denote agreement with they)
This STAN%ARE |S'n€tllf et ag et;k%fe!m:ed by statement of deficiencies nor does?& i
Base: on the observatlons and sta nterview consti S adi . 1
during the tour on 6128/2012 the facillty has an e c‘.‘;““’ an B‘dm‘s‘“o“;h'fbany 3
oxit directional slgn In the lounge room. This iciency 1s accurate. TUEL, |
particular exit leads to an_interlor coourtyard that Presbyterian Home of Havwfields |
exits v the public way. This exit path is nota regerves the dght to vefute any |
continyios non slick surface other than grass or - deficiency on this statement of
soll, ' deficiencies through infonnal i
Note: ficre are two other required exits from {he dispute resolution, formal appeal, ;
egress corridar for the lounge room and the : and/or other administrative or legall] |1
{oungy: foom does not require fwo remote exis, procedures. _ g1
I
Note: There are two other doors from other .',*-:“‘"““’*‘”“‘“"“"“"“51 i
rooma leading to the interjor caurtyard that are i) L‘E}i‘, @ E%‘ ﬂ J [E% Q '
not exts through the courtyard, and are marked - A r‘“""“ ! “\
! RivE
RSORATORY,ZIREC) OS OR PROVIDERISUPFLIER REPRESENTATIVES SIGNATURE e b _JOL 11 A @ym
ay' f K ‘ )/

Any deficloncy sta:&ment ending with an r
* other safequards provide sufficient protaction o the patisnts, (Ses

following the data of wvey whether of siot 8 plan of correction
days followlng tho dau these gocuments are made available to the

program participation

— — "

FORM CMS-2507(02-88, Pravious Vessians Cbsofole

asterisk {*) danotes a deficloncy which the instilutlon may be excused from ml’@‘{?@ﬁiﬁ@@@iﬂg
Tata

Event ;430021

E%%tt‘:at

Instructions) Except for nursing homes, the findings Love~ared B6/590 days
fs provided, For nursipg homes, the abova findings and plang of corraclion ar \sciosabla 14
facility. If deficfengles are clted, an approvad plan of corredtion Is requisliplto cantinued
; i

L3

Facility 1D: 023459 If continuation
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oy-fi-1z  (B:48 From-PRESBYTERIAN HOME OF HAWFIELDS +3365794728 T~374 P.03/068  F-TIO
DEPARTMENT (JF HEAL IH ANL HUMAN SERVILES FURM ARFRUVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ _OMB N@J, 093&0391
STATEMENT OF DEFI IENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) {ULTIPLE CONSTRUCTION o) om‘% SURVEY
AND P F CORRE: TION [DENTIFICATION NUMBER: COMFLETED
\,-) . A. BUILDING 04 ~ MAIN BUILDING 01 . 3 .
o 345363 B, WING . a% 28/2012
NAME OF PROVIDER R SUPPLIER STREET ADDRESS, OITY, STATE, Z1P COOE l
. 2502 S NG 119
,THE PRESBYTERIAN HOME Of HAWFIELDS | MEBANE, NC 27302 1
o 1D SUMMARY STATEMENT OF DEFICIENCIES Y FROVIDER'S PLAN OF CORRECTION _ {'{ - ¢&
PREFIX (BA2H DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG RECILATORY GR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THEN'PROPRMTEg RATE.
DEFICIENCY) !
E .
K 000 | INITIAL COMMENTS K000l ¥ 038 ‘
' : E 062972012
This 1ife Safely Code (LSC) survey was he directonal si : M ‘
condurted as per The Code of Federal Reglster ‘ ;I‘ T 3 uoz:;l sllgnéna:kmg.the Ll
at 42 CER 483.70(a); using the 2000 Existing ounge door that leads to the nteri;
Health Care section of the LSC and its referenced cowrtyard bas been changed 1o read)
publicitions. This building is Type Nl protected “Not an Bxir’. This chanye was
construction, and is utilizing North Carolina approved in writin - Fi
: ! e g by the Fire
Speciat Locking arrangements , The facility Is .
equipped with an automatic sprinkler system. Marsh_al.l and & copy of thuir appro 51‘1
‘ _ letter is included with this response,
CER# 42 CFR 483.70 (a) ‘ Since all exit doors have t meet i ]
!;gag NF.PA {01 LIFE SAFETY GODE STANDARD K038] same requirement, all other exit dogrs
= : } . : : s
Exit avcess Is arrangad so that exits are readily were m;spected by the Meintenauee)
accessible at all times in accordance with section | - Supervisor., All other doors were >
7.1, 19.24 found 1o be In compliance. i
_ i
The Administrator verified that thel
exit sign to the courtyard 1rom the |
._ o lounge has been changed vo read “Npu '
This § FTANDARD fs not met as evidenced by: - an Bxit”, N
Base:i on the observations and staff interview _ i .
during the tour on 6/28/2012 the faciiity has an , . )
exlt dlsactional sign in the lounge room. This A QA Audit Tool will be used
particufar exit leads to an intetior coourtyard that monthly by the Maintenapce
exits t the public way. This exit path Is nota Supervisor and will be rev jewed bythg .
co‘g;tinnos non slick surface other than grass of Administrator. e
s0il, _
Note: There are twa other required exits from the The QA. Committee will review thel [
egress corridor for the lounge room and the QA Action Plan montbly :md revise !
loung:+ room does nok require two remote exits, the action plan to ensure continuedf} |
Note: There are two other doors fram other conapliance. '
rooms leading to the Interior courtyard thal are
not exits through the courtyard, and are marked
LABORATORY DIRECTOR'S SR FROVIDER/SUPPUER REPRESENTATIVE'S SIGNATURE, TITLE - ' f {6 DATE
Any deficlency stotenunt ending with an asterisk () danotes & deficlency which the instiution may be excused {rom correcting pioviding ItIs dtermined that
" other safeguards prowds suffleiant protection 1o the patients. {See Instuctions.) Except for nurslng homes, the findings stated anove dre dis [bgable 90 days
following the date of ey whelhet of Aot a plan of cofrection is provided. For nursing homes, the abeve findings ahd plans of rorrection ar lscigsable 14
daya following the dat: thase documents are made avaitabla 1o the faclily. If deflclencles ere oitad, an approved plan of eorrection is requls:lh to mgnﬂnued
program participatlon H X ,rr—?
et v 2507 o, Predaus Verslns Obsolelo T Bvenub: 40124 FacTyD: 623409 T _?réontlnuarlcn51ﬁéét]?aga Tol2
4
1




or-1i-12  15:4% From-PRESBYTERIAN HOME OF HAWFIELDS +33856704728 T-374  P.04f08  P-TIR
DEPAKIMEN| UF HEALITH ANU HUVIAN SERVILED _ Foﬁg APPROVED
CENTERS FOR NEDICARE & MEDICAID SERVICES oMB N . (1638-0381 -
SEERIOTENE [0 FOvERGENGR [ oo S
) ! A BULDING 01 -MAIN BUILDING 01 !
345363 8. WING

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP COBH

Electrizal wiring and equipment is In accordance
with NFPA 70, Naticnal Electrical Code, 9.1.2

This STANDARD Is not met as evidenced by.
Raseil on the observations and staff interviews
on 8/212012 the following Life Safely liem was
observed as noncompliant with the generator
annunciator panel, specific findings Include:

The gunerator annunciator pane! did not give an
indleanon that the generator was running and-
carrying the load for the Life Safely circuit when

tested

CFR¥ 42 CFR 483,70 (a)

[4
3
' 2602 8 NC 119 :
THE PRESBYTERIAN HOME OF HAWFIELDS | MEBANE, NG 27302 i
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORKEGTION  ¢| | o5
PREFIX (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE 1| | COMRETON
TAS REULATORY OR LSC [DENTIFYING INFORMATION) " TAG GROSS-REFERENCED TO THE AVPROPRIATH DATE
_ DEFICIENCY) - |
' . K 147 ] osnzeop
K 038 | Continued From page 1 K 038 . i
a5 "Not an BExit", The Generator Mainenanve . t -
CFR# 42 CFR 483.70 () t(liontri):(itt})én bas ord;refl rcl:;u parts for)
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147| e switching mechamsm wat activares .
SSoE the generator, transfers the: Life Safe

Cirenit 10 generator power and noi;'F
the generator annuciator panel of th
ansfer 10 generator powet.

. ' i
Since the facility has a 400kw i
Generator that is activated by a 250
AMP DPDT Swirch that powers 1théQ
entire facility upon partial‘total losg
external power, this unit was tested)
during this sarvey and continues to !
tested on a regular scheduleas

‘required. All other emergency |
generator functions performed as
required. - ' |

3

The Génerator Maintenance ;
Contractor will verify the proper |
operation of the Life Safely emergel
transfer gystem. '

s

A QA Audit Tool will bevged  }
monthly by the Maintenance !

Administrator.

LA

The QA Committee will review th
QA Action Plan Montbly imd revisg;

2

fo|

Supervisor and will be xeviewed byf{hg ,

ey
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. |
: !
] gr-ii-i2 1546 - FroRSHPEESBYTER]AH HOVE OF HAWFIELDS +3385784728 - T-374 - P.0G/08  F-TI0 _ ]
DEPARTMENT OF HEAL IR ANL HUMAN SEXVIUES FORM APPROVED l
CENTERS FOF: MEDICARE & MEDICAID SERVICES _ ONMB B0, (838-0391 |
STATEMENT OF DEFhAIENGIES 1) PROVIDER/SUPPLIER/GUA (%23 MULTIPLE CONSTRUGTION {X9) DATH SURVEY - ;
AND PLAN OF CORRE -2TION IDENTIFICATION NUMBER: COMHLETED i
ABUILDING 01« MAIN BUILDING 01 ,
. | o 345363 B.WinG 0/28/2012
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODI
' \ 2502 § NC 119 i
THE PRESBYTERIAN HOME OF HAWF!ELps VEBANE, NG 27302 ﬂ
410 SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORFECTION § Ty
REFIX (EnCH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION $HOULD BE COMPLETION
TAG RE: ULATORY OR LSC IDENTIFYING INFORMATION) TAQG CROSS-REFERENCED 7O THE AYPROPRIATE) DATE
]  DEFICIENCY) _"
Cont, K147. L
K 038 | Continued From page 1 K038 E .
as "Not an ExIt", the acrion plan to ensure continued] 08/12/201k
: , ‘ compliance,
. |CFR# 42CFR483.70 (a) | P .
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD TK 147 l:
§8=E ‘ ;
Electral wiring and equipment is in accerdance i
with NFPA 70, National Electrical Code. 9,1.2 }
This STANDARD is not met as evidenced by. £
Based on the observations and staff interviews :
on 62872012  the following Life Gafety itern was :
observed as noncompiiant with the generator i
annunciator panel, specifte findings Include;
The gnnerator annunclator panel did not give.an i
Indication that the generator was runhing and ]
carrying the load for the Life Safety clrouit when i
tested I
CFR# 42 CFR 4B3.70 (a) i
i
' d
§
E.
e
|
|
{
g
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