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Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcling 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 correclion are disclosable 14
days following the date these documents are made avaitable to the facility. i deficiencies are cited, an approvad plan of correction is requisite to continued

program participalion.
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Woodlands Nursing and Rehabilitation
1 000 | INITIAL COMMENTS K 000| Center acknowledges receipt of the
Statement of Deficiency and proposes fhe
“This Life Safely Code(LSC) survey was plan of correction to the extent that the
conducted as per The Code of Federal Register suntiary of findings is faotually correct
at 42GFR 483.70(a): uging the Existing H?ajlh.:; . andl im otrder tlo maintain comphaprfe with
Care section of the LSC ‘and Its referenced appl.cab e Tules ‘“{ld the provision of
publications, This building Is Type V construction, quality care to residents, ~The p!ag of
one story, with a complete automatic sprinkler comrection is submitted as  written
system. . , _ allegation of compliance.
The deficiencles determined during the surve The below response to the Statement of
are as follows: . Deficiency and plan Gf correction dpes not
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K 12| denote apresment with the diation by
$8=D : Woodlands Nlll‘Sl'ﬂg and Rehab:l}tatlpn
Building construiction type and helght meets one (Center. The facllity reserves the right to
of the following. 19.1.6.2, 19.1.6.3, 19.16.4, submit documentation to refute the stated
19.3.5.1 ' deficiency through informal appeals
' _procedurss andfor other administrative or
legal proceedings. i
Ko12
This STANDARD Is not met as evidenced by:  The penetration in the cefling q,\{»' 7
42 CFR 483,70(a) ' I at the 100 hall nurses station :
By observation on 8/16/12 at approximately noon :
the following building construction was was repaired,
non-compliant, specific findings include, :
ptergletrafions in the ceiling at the 100 halt nurses An audit of the celling throughout L\ -
statioh. ' -
leted -
K 014 | NFPA 101 LIFE SAFETY CODE STANDARD K014 the facliity was complete 4
8S=E L and any penetrations were repaired.
Interior finish for corridors and exitways, including
exposed Interior strfaces of buildings such as : : ;
fixed or movable walls, partitions, columns, and The maintenance director o.r designee
ceilings has a flame spread rating of Class A or will conduct a monthly audit of the
Class B, 19.3.3.1,19.3.3.2 facility ceilings to identify and repalr
any penetrations,

TITLE

{X0) DATE

LAB(:QTO Y DlRE;ﬂOR'S OR P?WDEWSUPPUER'R PRESENTATIVE'S SIGNATURE
r ' wialoadon
LV ilth S nelimd . Adponiilon 830

Apy de‘ﬁclency statoment ending with aff lasterlsk (*Ydené!as a deficlency which the Instiution may be excused from corracting providing It Is determinad lhat
othar safeguards provide sufficiont protstifon lo the patlents, (See Instruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following he date of survey whether or not a plan of correctlon s provided. For nursing homes, the above findings and plans of correctfon are disclosable 14

days following the date theso desuments are made avallable {o the faclily. If deficlencles are clted, an approved plan of correction Is requislle to continued

program participation. 9&)5/

If continuation sheat Page 1of4

FORM GMS-2567(02-99) Pravious Verstons Obsolols Event 1D: YB83P21 Facility 1D: 823402




PRINTED: 08/20/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES ' EORM APPROVED
CENTERS FOR MEDICARE & MERICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A, BUILDING 01 - MAIN BUILDING 01
345481 B. WING 08/17/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WOODLANDS NURSING & REHABILITATION CENTER 400 PELT DRIVE
. _ FAYETTEVILLE, NC 28301
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 5}
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DEFICIENGY)
K 014 | Continued From page 1 K 014 Results of tfle audit will he rev!ewed
This STANDARD Is not met as evidenced by at the Quality Assurance meeting
42 CFR 483.70(a) monthly x 3 months, then quarterly
By observation on 8/16/12 at approximately noon X3 quarters
the following corridor walls"were non-compliant, '
specific findings include; penetrations in'the
corridor walls in the following areas; Belween K014
rooms 110 & 112, batweaen rooms 108 & 108, The penetrations In the corridor
.| near 100 hall dining. ) : )
K 015 | NFPA 101 LIFE SAFETY CODE STANDARD Kots| Wallsin the following areas: Between |, y {7,
88=D Rooms 110 & 112, between rooms 108 0\
Interlor finish for rooms and spaces not used for & 106, near 100 hall dining were repaired
corridors or exilways, including exposed interior P ]
surfaces of bulldings such as fixed or movable
walls, partitions, columns, and cellings, has a An audit of all corridor walls was 2
flame spread rating of Class A or Class B. {in ‘ completed and any penetrations were qz- "\"\
fully sprinklered buildings, fltame spread rating of -
Class A, Class B, or Class C may be coniinued in repaired.
use within rooms separated In accordance with
1gggg°m the access corridors.)  19.3.3.1, The maintenance director or deslgnee

will conduct a monthly audit of the
corridor walls to identify and repalir
. any penetrations,

This STANDARD is not met as evidenced by: :
42 CFR 483.70(a) Results of the audit will be reviewed

By observation on 8/16/12 at approximately noon
the following Interlor wall was non-compliant, at the Quality Assurance meeting

speelfic findings'include; waltréiiioved and under. | = -t monthly x 3 months, then quarterly
repalr in the storage room next to room 207. X3 quarters.
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
§8=D
. | Doors protecting corrldor openings in other than K015
required enclosures of vertical openings, exits, or The wall in the storage room next 1 A
hazardous areas are substantial doors, such as to room 207 was replaced and sealed. O‘ -

those constructed of 1% inch solid-bonded core
wood, or capable of reslsting fire for at least 20
minutes. Doors In sprinklered bulldings are only
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A BUILDING 01 - MAIN BUILDING 01 .
345481 B WG 08/17/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
400 PELT DRIVE
WOODLANDS NURSING & REHABILITATION CENTER FAYETTEVILLE, NG 28301
(X4) 1D SUMMARY STATEMENT OF DEFIGIENGIES n PROVIDER'S PLAN OF GORREGTION {%5)
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of all storage rooms was
K 0181 Continued From page 2 K018 An auldit dt Soras ll walls are ' qﬂ*““
required fo resist the passage of smoke. There Is completed to ensure ail wails ar
no impediment to the closing of the doors. Doors intact.
are provided with a means sultable for keeping
the door closed. Dutch doors meeting 19.3.6.3. 6 , .
aro permitted.  19.3.6.3 The maintenance director or designee
wilt conduct a monthly audit of all
Roller latches are prohibited by CMS reguiatlons storage rooms to ensure walls are Intact
in all health care facilities. , _
, and repairs are made timely,
Results of the audit will be reviewed
in the monthly Quality Assurance
meeting X 3 months, then quarterly
¥ 3 quarters,
_ | This STANDARD is not met as evidenced by:- K018
42 CFR 483.70(a)
By observation on 8/16/12 at approximately noon The door to the storage room next C\,‘"t AF
the following corridor doors were non-compliant, to room 207 was adjusted to latch
specific findings include; propetrly,
. A
A, The door to storage room next fo room 207 The daor hardware to the new [fubllc 0\ i
did not close and latch properly restroom across from 100 hall dining
B. The door hardware to the new public restroom was installed.
across from 100 hall dining room was missing.
K 0682 | NFPA 101 LIFE SAFETY CODE STANDARD K 082
. 88=D i An audit was conducted on all doors \*
Reql;ﬂred alutom?ﬂtc isprciit}klerl?ygltems arei in the facllity to ensure they latch properly q -
continuously maintained in relfable operating
condltion and are inspected and tested and have appropriate hardware.
periodically,  19.7.6, 4.6,12, NFPA 13, NFPA
25,9.7.5 The malntenance director or designee
will conduct a monthly audit of all facllity
' doors to ensure proper latching and
This STANDARD is not met as evidenced by, hardware.
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NAME OF P
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WOODLANDS NURSING & REHABILITATION GENTER 400 PELT DRIVE
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL RRECTIVE ACTION SHOULD. bt
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K 062 Conlinued From page 3 K 062 Results of the audit will be reviewed
42 GFR 483.70(a) _ in the monthly Quality Assurance
By observation on 8/16/12 at approximately noon meeting x 3 months, then quarterly
the foilowir_lg automatic sprinkier system was
non-compliant, specific findings intiuds; X3 quarters.
A. The sprinkler escufcheon plate for the K062

refrigerator was not fastened properly..
B. There was storage within elghtee% inches of The sprinkler escutcheon plate for the
the sprinkler head in the freezer. refrigerator was fastened properly. q,\{'\ >~

the storage In the freezer was moved
below eighteen Inches of the sprinkler
head,

An audit of the escutcheon plates was
completed on all sprinkler heads in the- @\/Lt-«\?«
facility to ensure proper fastening.

The maintenance director or designee will
Conduct a monthly audit of the sprinkler

4 escutcheon plates throughout the facllity
1o ensure proper fastening.

The malntenance director or designee will
| conduct a monthly audit of the freezer to
ensure all products are stored below
elghteen inches of the sprinkler head,

Results of the audit will be reviewed
in the monthly Quality Assurance
meeting x 3 months, then quarterly
X 3 quarters.
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