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§s=C | PERSONAL FUNDS

Upon written authorization of a resident, the
facility must hold, safeguard, manage, and
account for the personal funds of the resident
deposited with the facility, as specified in
paragraphs {c){3)-(8) of this saction.

The facility must deposit any resident's parsonal
funds in excess of $50 in an interest bearing
account {or accounts) that is separate from any of
the facility's operating accounts, and that credits
all interest earned on resident’s funds to that
account. {in pooled accounts, there mustbe a
separate accounting for each resident's share.)

The facility must maintain a resident’s personal
funds that do not exceed $50 in a non-interest
bearing account, interest-bearing account, or
petty cash fund.

The facllity must establish and maintain a system
that assures a full and complete and separate
accaunting, according to generally accepted
accounting principles, of each resident's personal
funds entrusted to the facility on the resident's
behaif.

The system must precluds any commingling of
resident funds with fagility funds or with the funds
of any person other than another resident.

The individual financial record must be available
through quarterly statements and en reguest to
the resident or his or her legal representaltive.

The facility must notify each resident that receives
Medicald benefits when the amount in the
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This Plan of Correction does not constitute
an admission or agreement by the provider
of the truth of the facts alledged or
conclusions set forth in this Statement of
Deficiencies. This Plan of Correction is
prepared solely because it is required by
State and Federal law.

F-159C

#1 Residents #69, #72, #6, and #37 funds have been
reduced to within the SS1 {Supplemental Security
Income) resource limit. Residents #1d, #12 and #37
have been provided quarferly statements for their
respective Resident Fund Account by the Business
Office Manager.

#2 A review of current resident accounts has been
completed by the Business Office Manager to identify
any residents with funds reaching $200.00 within SSI
resource limit with no corrective action needed.
Quarterly statements were reviewed and defivered by
the Business Of¥ice Manager to alert and oriented
residents as determined by review of the Minimum
Daata Set for those residents assessed as alert and
oriented,
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SUMMARY STATEMENT OF DEFICIENCIES

resident’s account reaches $200 less than the
S8l resource limit for one person, specified in
section 1611(a)(3)(B) of the Act; and that, if the
amount in the account, in addition to the value of
the resident's other nonexempt resources,
reaches the SS1 resource limit for one person, the
resident may lose eligibifity for Medicaid or SSL.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff and resident
interview, the facility failed to notify 4 of 4
sampled residents, {Residents #69, #72, #8, and
#57) andfor their responsible party of resident's
funds reaching $200.00 within the SSI
{Supplemental Security Income) resource limit
and failed to provide quarterly statements to alert
and oriented residents with Resident/Parsonal
Fund Accounts for 3 of 3 residents (Residents

The findings include:

1a. During a review of a list of resident's whose
funds were managed by the facility, the list
revealed that Resident #89 had an account
balance of $1880.30 as of 3/26/12. Further
review of Resident #69's financial record revealed
that the resident received $418.00 per month on
4f4/12, 57112, 6/6/12 and 7/6/12 with an ending
balancs (after the monthly cost of care was
debited) of $2,000.60 on 7/26/12, which
exceeded the resource fimit. The record
indicated that Resident #69 had not spent any
money for personal expenses.

Buring an interview with the Business Office
Manager on 7/26/12 at 11:39 AM she stated that
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#3 'The Business Office Manager has been re-educated
by the Nursing Home Administrator regarding the
requirements in Tacility management of persenal funds
for skilled nursing home residents specifically that
when the amount in the resident's account reaches
$200 less than the $S1 resource limit notification to the
resident andfor responsible parly must be done; and,
quarterly statements are 10 be provided in writing to

the resident and/or the resident's representative within -

30 days after the end of the quarter. Quarterly
statements will be delivered to all residents and
responsible party within 30 days after the end of the
quarter by the Business Office Manager. A letter witiia
copy of the resident’s trust fund account. will be mailed
to the residentfor the designated responsible party
indicating that the resident’s fund balance is within
$200 or the resource Hmit allowed by Medicaid. and
that Medicaid eligibility could be jeopardized if the
trust fund

halance exceeds the limit by the Business Office
Manager. A copy of this letter will be provided to the
Social Services Director and a copy filed in the
resident’s financial file.

The Social Services Dircetor has been re-educated by
the Nursing Home Administrator to note in the
resident’s chart when conversations are held with
residents and/or respenible party regarding funds

reaching the resource limit and the plan to spend down,

A Quality Emprovement tool will be completed weekly
% 12 weeks, then monthly x % months to identify
notification of residents andfor responsible party if
funds reaching within $200 of the resource fimit and
alert and oriented residents receive quarterly
statements for their respective Resident Fund Account
by the Business Office Manager or Nursing Home
Administrator,

#4 The Business Office Manager or Nursing Home
Administrator will report the results ot the Quality
Improvement teol to the Performance lmprovement
commitiee monthly x [2 months to identify trends and
need for further education and/or monitoring.

i
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she notified the responsible party by telephone of
the balance being within $200.00 of the spending
limit but did not document this. She also
indicated that she notified the Soctal Worker to
start working with the families on spending down
the funds for the resident.

Buring an interview with the Social Worker on
7126112 at 12:30 PM she indicated that she did
work with families to spend down funds within
$200.00 of the spending limit on things such as
pre burial need but did not have any
documentation of this for resident #69.

1b. During a review of a list of resident's whose
funds were managed by the facility, the list
revealad that Resident #87 had an account
balance of $1874.94 as of 3/26/12. Further
review of Resident #72's financial record revealed
that the resident received $418.00 per month on
4/4/12, 5712, 6/6/12 and 7/6/12 with an ending
balance {after the monthly cost of care was
debited) of $1858.22 on 7/26/12, which remained
within $200.00 of the spending limit. The record
indicated that Resident #72 had withdrawn a tota!
of $137.00 from 3//26/12 - 7/17/12 as " resident
advance cash ", no other personal spending was
evident.

During an interview with the Business Office
Manager on 7/26/12 af 11:38 AM she siated that
she notified the responsible party by telephone of
the balance being within $200.00 of the spending
limit but did not document this. She also
indicated that she notified the Social Worker to
start working with the families on spending down
the funds for the resident.
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During an interview with the Sociat Worker on
7126112 at 12:30 PM she indicated that she did
work with families to spend down funds within
$200.00 of the spending limit on things such as
pre buriat nead but did not have any
documentation of this for resident #72.

1c. During a review of a list of resident's whose
funds were managed by the facility, the list
revealed that Resident #6 had an account
balance of $1,997.21 as of 3/26/12. Further
review of Resident #6's financlal record revealad
that the resident received $633.00 per month on
414112, 5/T112, 6/6/12 and 7i6/12 with an ending
balance (after the monthly cost of care was
debited) of $2,117.53 on 7/26/12, which exceaded
the resource fimit. The record indicated that
Resident #6 had not spent any money for
personal expenses.

During an interview with the Business Offica
Manager on 7/26/12 at 11:39 AM she stated that
she notified the responsible party by telephone of
the balance being within $200.00 of the spending
limit but did not document this. She also
indicated that she notified the Social Worker to
start working with the families on spending down
the funds for the resident.

During an interview with the Social Worker on
7/26/12 at 12:30 PM she indicated that she did
work with families to spend down funds within
$200.00 of the spending limit on things such as
pre burial need but did not have any
documentation of this for resident #6.

1d. During a review of a list of resident's whose
funds were managed by the facility, the list

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
346442 07/26/2012
NAME OF PROVIDER OR SUPPLIER STREEF ADDRESS, CITY, STATE, ZIP CODE
620 HEATHWOOD DRIVE
FORREST CAKES HEALTHCARE CENTER
ALBEMARLE, NC 28001
043 1D SUMMARY STATEMENT OF DEFICIENCIES [} PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 159 | Continued From page 3 F 159

FORM CMS-2567(02-99) Previous Versions Chsofele

Event1D:FLOJ 1T

Facilty |D: 823154

if confinuation sheet Page 4 of 15




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 08/08/2012

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPUERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B, WING
345442 07/26/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
620 HEATHWOOD DRIVE
FORREST OAKES HEALTHCARE CENTER
ALBEMARLE, NC 28001
Xy 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o5)
PREFEX {EACH BEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR 1SG IDENTIFYING INFORMATION) TAG CRUSSREFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 158 | Continued From page 4 F 158

revealed that Resident #57 had an account
balance of $583.05 as of 3/26/M2. Further
review of Resident #57's financial record revealed
that the resident received $368.00 per month on
4/4112, 517112, 616/12 and 7/6/12 with an ending
of $2055.21 on 7/26/12, which exceeded the
resource limit. No debits for care costs were
listed for the period 3/26/12 - 7/6/12. The record
indicated that Resident #57 had not spent any
maney for personal expenses.

{uring an interview with the Business Office
Manager on 7/26/12 at 11:39 AM she stated that
she notified the responsible party by telephone of
the balance being within $200.00 of the spending
limit but did not document this. She also
indicated that she notified the Sacial Worker to
start working with the families on spending down
the funds for the resident.

During an interview with the Soclal Worker an
7126/12 at 12:30 PM she indicated that she did
work with families to spend down funds within
$200.00 of the spending limit on things such as
pre burial need but did not have any
documentation of this for resident #57.

2a. Review of the document titled ™ Resident
Fund Management Service Authorization and
Agreement fo Handle Resident Funds " dated
107108 revealed Resident #14 had a Resident
Fund Account with the facility.

Review of the Annual Minimum Data Set (MDS)
assessment dated 4/13/12 for Resident #14
revealed the resident was cognitively intact.

During interview with Resident #14 on 7/24f12 at

e
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1:47 PM she stated that she did have a personal
funds account with the facility but was not issued
a monthly statement. She indicated that she
could get a statement or find out the balance if
she asked.

During interview with the Business Office
Manager on 7/26/12 at 11:38 AM she sfaled that
Resident #14 did have a personal fund account
but she did not provide a quarterly statement of
personal funds to Resident #14. The Business
Manager said only provided quarterily statements
to the Responsible Party, even for alert and
oriented residents.

2b. Review of the document titled " Resident
Fund Management Service Authorization and
Agreement to Handle Resident Funds " dated
1/30/12 revealed Resident #12 had a Resident
Fund Account with the facifity.

Review of the Quarterly Minimum Data Set
{MDS) assessment dated 5/25/12 for Resident
#12 revealed the resident was cognitively intact,

During interview with the Business Office
Manager on 7/26/12 at 11:39 AM she stated that
Resident #12 did have a personal fund account
but she did not provide a quarterly statement of
personal funds to Resident #12. The Business
Manager said only provided quarterly statements
to the Responsible Party, even for alert and
oriented residents,

2c. Review of the document titled " Resident
Fund Management Service Authorization and
Agreement to Handle Resident Funds * dated
7/1/08 revealed Resident #37 had a Resident

F 159
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Fund Account with the facility.

Review of the Quarterly Minimum Data Set
{MDS} assessment dated 4/6/12 for Resident #37
revealed the resident was moderately cognitively
impaired.

Buring interview with the Business Office
Manager on 7/26/12 at 11:32 AM she stated that
Resident #37 did have a personal fund account

.but she did not provide a quartery statement of

personal funds to Resident #37. The Business
Manager said only provided quarterly staternents
to the Responsible Party, even for alert and
oriented residents.

483.10(c){8) CONVEYANCE OF PERSONAL
FUNDS UPON DEATH

Upon the death of a resident with a personal fund
deposited with the facility, the facility must convey
within 30 days the resident's funds, and a final
accounting of those funds, to the individual or
probate jurisdiction administering the resident's
estate.

This REQUIREMENT is nof met as evidenced
by:

Based on financial records review and stafi
interview, the facility failed to convey resident
funds money within 30 days of death for 2 of 3
sampled residents who had a Resident/Personal
Fund Account with the facility (Resident #51 and
#89) and failed fo convey resident funds money to
the appropriate party for 2 of 3 sampled residents
who had a Resident/Personal Fund Account with
the facility (Resident #88 and #89).

F 159

F 160

F-160

#1 Residents #51 #89, #38 no longer reside at the
facility.

#2 Current residents are at risk for the deficient
practice.

#3 Business Office Manager has been re-educated by
the I\}ursing Home Administeator regarding the
requirements of conveyance of personal funds upan
death to convey within 30 days the resident’s funds,
and a final accounting of those funds, to the
individual or probate jurisdiciion administering the
resident's estate.

A Quality Improvement tool will be completed
}veekjy X 12 weeks, then monthly x 9 months to
1d_enl|fy appropriate conveyance of funds upon death
within 30 days of death by the Business Office
Manager. The Nursing Home Administrator will
audit these results weekly x 12, the monthly x 9
months,

fd Thg Business Office Manager or Nursing Home
Administrator will report the resulis of the Qurality
lmproymnenl tool 1o the Performance Improventent
committee monthly x |12 months to identify trends
and need for further education and/or nonitoring,

%’/33//1
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Findings include:

1a. Financiaf record review revealed Resident
#51 expired on 5/18/12. The Resident Fund
Account was closed out on 7/10/12, 53 days after
the resident had expired, and a check in the
amount of $2,182.55 was mailed to the Clerk of
Courts.

During an interview with the Business Office
Manager on 7/26/12 at 11:39 AM, the Business
Manager stated that she was aware of the 30 day
deadline for conveyance of funds but for Resident
#51 she had initially been uncertain where to
send the funds as the resident had previousty
lived in another State.

1b. Financial record review revealed Resident
#89 expired on 12/5/11. Resident Fund Account
was closed out on 1/10/12, 36 days after the
resident had expired, and a check in the amount
of $1,033.90 was mailed to the Social Security
Administration,

During an interview with the Business Offica
Manager on 7/26/12 at 11:39 AM, the Business
Manager stated that she was aware of the 30 day
deadline for convayance of funds.

2a. Financial record review revealed Resident
#88 expired on 12/5/11. The Resident Fund
Account was closed out on 12/12/11, and a check
in the amount of $1,000 was mailed to a funeral
home.

During interview with the Business Office
manager on 7/26/12 at 11:39 AM she stated the
resident had a burial fund so the Resident Fund

F 160

FORM CMS-2567(02-99) Previcus Versions Obsolete Event iD: FLOJ1E

Facility I0: 923154

1§ continuation sheet Page 8 of 15




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

PRINTED: 08/08/2012
FORM APPROVED
OMB NC. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

345442

(X2} MULTIPLE CONSTRUGTION {X3} DATE SURVEY
COMPLETED
A, BUILDING
B. WING
07/26/2012

NAME OF PROVIDER OR SUPPLIER

FORREST OAKES HEALTHGARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
620 HEATHWOOD DRIVE
ALBEMARLE, NC. 23001

FHHio
PREFIX
TAG

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

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

&3
COMPLETION
DATE

F 160

F 309
§8=G

Continued From page 8

Account balance was transferred there. The
Business Office Manager did not provide
documentation authorizing this diract payment to
the funerat home in lisu of the Responsible Parly
or Clerk of Court.

2b. Financial record review revealed Resident
#89 expired on 12/5/11. Resident Fund Account
was cloged out on 1/10/12 and a chack in the
amount of $1,033.80 was mailled to the Sodial
Security Administration.

During interview with the Business Office
Manager on 7/26/12 at 11:39 AM she stated that
since she had received noftification that Resident
#89 had an overpayment from Supplemental
Security income (SSI) and owed $1,760 as of
10/5/11 (prior to expiring on 12/5/11) she believed
she should convey the funds directly to the Social
Security Administration. The Business Office
Manager did not provide documentation
authorizing this direct payment to the Social
Security Administration in lieu of the Responsible
Party or Clerk of Court.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physicat,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced
by:

F 180

F 309

F-309

#1 Resident 485 js receiving pain medication as
ordered by the physician. Resident #85 is
receiving skin carc treatment as ordered by the
physician.

#2 Currendt residents have been re-assessed for
pair: management utilizing the “Pain Assessient
Tool” which identifies location of pain. type of
pain, duration of pain and verbal and/or non-
verbal indicators of pain. The attending phyician
has been notified of any residents that exhibit
verbal or non-verbal indication of inadequate
pain_ management with orders received and
carried oul as indicated by the physician. The
assessments were completed by the Weekend
Supervisor and/or Unit Manager and reviewed by
the Director of Clinical Services.

%//;
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Based on observation, resident and staff .
Continued from Pg ¢

interview and record review, the facility failed to
put interventions in place for pain and failed to
provide skin care treatment as ordered for 1 of 2
rasidents {Resident #85). The findings included:

1a. Resident #85 was admitted o the facility on
7/5M12. Cumulative diagnoses included pressure
ulcer to the heel.

The admission Minimum Data Set {(MDS) dated
71212 indicated that Resident #85 had
moderate cognitive impairment, required
extensive assistance of 2 persons for bed
mobility, had an unstageable pressure ulcer (right
heel} and denied having pain.

Physician orders dated 7/17/12 included
"betadine swab right heel, wipe away excess, dry
dressing daily®.

Nurse s notes dated 719712 at 3:10 PM indicated
the physician was faxed requesting something for
pain for Resident #85.

Review of Resident #85's physician orders
revealed no order for pain medication.

During an interview on 7/23/12 at 4:39 AM,
Resident #85 said that his feet hurt most of the
time but his doctor did not want to write a
prescription for a pain reliever. He added that he
got scme relief with repositioning his feat which
he could do independently.

On 7/25M2 at 2:35 PM, Nurse #1 was observed
providing treatment to Resident # 85's right heel
as ordered. At the beginning of the reatment,

#3 Current licensed nurses have been re-
educated by the Director of Chinical Services,
Unit Manager. andfor Weekend Supervisor on
pain management policy and proceduse,
providing skin care (reatments as ordered. and
residents with new cnset of pain will be
documented on (he 24 hour report until resolved
with an order and/or follow up by the physician.
This education will be reviewed during the
orientation process tor newly hired licensed
nurses by the Unit Manager or Director of
Clinical Services.

A Quality Improvement too! will be completed
for three {3} residents receiving skin treatments
by the Director of Clinical Services, Unit
Manager, and/or weekend supervisor by direct
observation of treatrents being pertormed as
ordered, resident interview, and it verbal or non-
verba! indicator of pain present that interventions
are in place. This tool will be

completed daily x 14 days, then daily x 5
daysfweek x 2 weeks, then 3/x per week x2
weeks, then weekly x 2 weeks, then monthly x 10
months.

#4 The Director of Clinical Services or Unit
Manager will report the results of the Quality
Improvement tool 1o the Performance
{nprovement commitiee montlly x 12 meonths to
identify trends and need for further education
andfor monitoring.
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Nurse #1 asked the resident if he had any pain.
The resident said that his right foot hurt. Nurse #1
proceaded with the treatment. During the
treatment, Nurse #1 again asked if he was having
pain. The resident sald yes. Nurse #1 stated, "
apologize.” Resident #85 raplied, "You apologize
every day." Immediately upon completion of the
treatment Nurse #1 asked the resident about
pain. The resident said he had no pain at this
time but will have pain again.

During a follow-up interview on 7/25/12 at 3:10
PM, Resident #85 said that he had pain in his
right foot most of the time. He said sometimes
the pain kept him awake at night, or if he did fall
aslesp, his foot was hurting when he awoke.

During an interview on 7/25/2 at 3:15 PM, Nurse
#1 stated that Resident #85's level of pain was
hard to judge. "He does not pull back or fiinch
unless | actually fouch the heel. He says he has
pain in his right heel."

Nurse's notes dated 7/25/12 at 3:25 PM indicated
the physician was faxed again regarding pain
medication.

During an interview on 7/26/12 at 9:45 AM, Nurse
#1 stated that the faxed request for pain
medication on 7/19/12 should have been followed
up by the nurse on 7/20/12. Nurse #1 stated that
she did not pursue getting an order for pain
medication for Resident #85 because he did not
act like he was having pain and only complained
of pain when asked. Nurse #1 indicated that
typleally, if a resident had pain during a treatment,
she would see that the resident was
pre-medicated.

F 309
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During an interview on 7/25/12 at 10:03 AM, the
Director of Nursing {DON) indicated that she
expected pain assessments to be done before
and during treatment. if the resident expressed
pain, she would expect some type of pain
relieving measures to be taken.

1b. Resident #85 was admitied to the facility on
7/5/12. Cumutative diagnoses included
incontinence associated dermatitis involving
buttocks.

Physician orders dated 7/5/12 included an order
for Calmoseptine (a moisture barrier ointment) to
buttocks every shift and as needed.

AProgress Note dated 7117H2 revealed that
Resident #85 was evaluated by a Wound Ostomy
Clinician (WOC). The treatment plan included
Lotrimin cream fo buttocks twice a day then cover
completely with Calmoseptine. Physician orders
dated 7/17112 included Lotrimin cream to
buttocks twice a day and continue Calmeseptine
over Lotrimin cream to moisture proof.

On 7/25/12 at 2:35 PM, Nurse #1 was observed
providing treatment to Resident #85. Nurse #1
applied the Calmoseptine first to two open areas
on the buttocks, then applied the Lotrimin over
the Calmoseptine. The buttocks were a deep red
color. Nurse #1 indicated that they were much
improved since starting the Lotrimin cream.

During an interview on 7/25/12 at 3:15 PM, Nurse
#1 indicated that the WOC came to the facility
every other Tuesday and she accompanied the
WOC on rounds. Nurse #1 indicated that the

F 309
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WOC verbally communicated to her that the

Calmoseptive was to be applied first, then the

Lotrimin. Nurse #1 acknowledged the

discrepancy between the written orders, and her

understanding of the verbal communication.

Nurse #1 indicated that clarification was needed.
F 356 | 483.30(e) POSTED NURSE STAFFING F 356
$38=C i INFORMATION

The facility must post the following information on
a daily basis:
o Facility name.
0 The curent date.
o The tetal number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State faw).
- Certified nurse aldes,
o Resident census.

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as folfows;

o Clear and readable format.

© I a prominent place readily accessible to
residents and visitors.

The facility must, upon oral or written reguest,
make nurse staffing data available to the public
for review at a cost not to exceed the community
standard.

The facility must maintain the posted daily nurse
staffing data for @ minimum of 18 months, or as
required by State law, whichever is greater.

F-336

#1 Daily staffing with accurate information is posted
daity.

#2 No residents were identified

#3 The Director of Clinical Services and Unit
Manager were educated to the requirements of

posting accurate. complete staffing information to
include census on a daily basis by the Mursing Home
Administrator. The weekend supervisor and licensed -
nurses were educated regarding posting of the daily
staffing by the Direcotr of Clinical Service andfor

Unit Manager.

A Quality Improvement tool will be completed by
the Nursing Home Administrator oy designee daily 5
x week x 2 weeks, then 3 X week x 2 weeks, then
weekly x 8 weeks to ensure duily stalting posting is
accurate and complete.

#4 The Nursing Home Administrator or Direetor of
Clinical Services will report the results of the Quality
tmprovement tool to the Performance lmprovement
commitiee monthly x 3 months to identify trends and
need for further education andfor menitering.

91330
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This REQUIREMENT is not met as evidenced
by:

Based on observations, record review and staff
interview, the facility failed to post daily staffing
with aceurate information for 4 out of 4 days.

The findings include:

On 7/23/12 at 2:47 pm, during the initial tour of
the facility, the dally staff posting was observed
on the bulletin board across from the nurse's
station. On the board, hung a staff posting from
7121112 that lacked resident census.

On 712412 at 4:55 pm, the 7/23/12 staffing hung
alongside the current staffing, dated 7/24712,
however, it still acked the resident census.

The Assistant Director of Nursing was interviewed
on 7/24/12 at 5:45 pm. She explained that she
completed the daily staifing and was putting staff,
being trained during orientation on all of the
forms, for nursing staff, Further, she stated that
she completed the weekend staffing on Fridays
and left them for the weekend supervisor to post.
She stated that she purposely left the resident
census off of the form because she does not
have that information when she left the papers on
Fridays.

She stated that her weekend staff has not been
trained how to complete the staffing or how to
update the form when staffing needed to be
adjusted or resident census changed. She
indicated that she hoped fo train her weekend
staff so that they could comply with the

F 356
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K 000 { INITIAL COMMENTS K000
This Pian of Correction does not
Surveyor: 27871 constlitute an admisslon or
This Life Safely Code(LSC) survey was ngreement by the provider of the
conducted as per The Code of Federal Reglster truth of the facts alleged or
at 42 CFR 483,70(a); using the Existing Health conclusions set forth in this
Cara soction of the L.SC and Hs referenced Statement of Deflclencies, This
publications. This bullding Is Type lll-protected Plan of Correction s prepared
construction, ohe story, with a complale solely because It Is required by
automatio sprinkier system. Facllity Is using State and Federal law.
‘NCSBC-spsclal locking,
The deflclencles determined during the survey K 012
| Heh 101 VEE SAFETY GODE STANDARD Kofz| 1) The penetrations in the gas Qo811
'ég:E' S furnace room on C-Hall and smoke K
Il In attic on F-Hall shall be
Bullding construction type and helght moets one wa
of the following. 191,82, 10.1.6.3, 19.1.64, sealed with approved fire-stop
40.3,6.1 material,
2} The Administrator and
Malntenance Director shall Inspect
the facility for othor unsealed
penetrations and repair them with
Thls STANDARD s not met as evidenced by: approved flre-stop material,
Surveyor, 27871 3} The Maintanance Director shall
Based on obsetrvations and staff Interview at malintain a log of any installation
approximately 8:00 am onward, the following work that Includes penstration of
items were noncompllant, speciiic findings one hour rated flre barrlers within
include; facllity had ungealed penetration in one 1 the facifity, The log shall indlcate
hour rated of bullding, To maintaln construction . s
Hine of buil] all ih | the date and locations of the
rating or buliding penetrations must be sedl. penetrations and the materfal used
. o seal the penetrations,
%‘f’;ﬁﬁ‘}ﬂ;ﬂc’;@rﬁ%‘ﬁ?i‘ﬁ?&ha;;, 4) The Maintenance Director shall
2, smoke wall In attle off F-hall, attend manthly faclilty safety
o cormnmittee meetings and review
42 CFR 483.70(s) the penetration log to assure
K 0281 NFPA 101 LIFE SAFETY CODE STANDARD Ko28| compllance,
88=E
LABORATORY DIRECTOR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE e DATE
&:ﬁ//ﬁ@w@w/ (e et PugitZ,

Any deficlenoy sfatement endlng with an astersk (*) donoles a doflcloncy which the Instliutlon may be exsused from correcting providing § (s delerimined thal
other safepuards provide sufflclant protection 1o the pallents. (Ses instructions.) Except for nursihg homos, the findings slaled above are disclosable 80 days
followlng the dato of survey whether or ot a plan of sorraction Is provided. For nursing homas, the above findings and plans of corroction are disclosable 14
days fel!owingdlhe dale these documenie aro made avallable {o the faollity, 1f deficlencles are cllad, ant approved plan 6f correation Is ragulslte to continued

program particlpation,

Elid.
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for the Instdllation of Sptinkler Systems, to
provide complete coverage for all portions of the
bullding. The system s properly maintalned In
accordance with NFPA 25, Standard for the
inspection, Testing, and Malntenance of
Water-Basad Fire Protection Systems, 1tis fully

supervisad. There Is a rellable, adequate water

supply for the system, Reduired sprinkler
systems are equipped with water flow and tamper
switches, which are electrically conpected to the

1) Clted sprinkler valves connected
to the system accelarator shall he
electrically connected the facllity’s
fire alarm system with a tamper
switch,

2) StmiplexGrinnell shall Inspeact all
othet sprinkler valves and install
tamper swiches as needed,

X4y 10 SUMMARY STATEMENT OF DEFIGIENCIES P PROVIDER'S PLAN OF CORRECTION o)
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K 029
K 029 | Contlnued From page ! . K029 1) Automatic door closers shall be | $48-/2
One hour fire rated congtruction {with % hour
f installed on the dry storage room
re-rated doors) or an approved automatic fire door In the Kitche d th dical
extingulshing system In accordance with 8.4,1 00 dn g nan el;“e ca
and/or 19,3.5.4 protects hazardous areas, When records room door on C-Hall,
the approved automatlc flre extingulshing system 2) The Administrator and
option Is used, the areas are separated from Matntenance Director shall Inspect
other spaces by smoke reslsting partifions and the facllity for any other hazardous
doors, Doors ars self-closing and non-rated or areas that have doors without self-
field-applied protective plates that do not exceed ¢loging devices. Automatic door
48 Inchas from the boltom of tha door are closers shall be installed as
permifted.  18.3.2.1 needad.
3} The Maintenance Director shall
inspect all hazardous area room
doors In the facllity each month to
. assure the gutomatic door closers
This STAdeARD is not met as evidencad by: are In place and operational, This
Surveyor: 27871 : Inspection shall be part of th
Based on observations and staff Interview at A {’ ciion shalt be part of the
approximately 8:00 am onward, the followlng Maintenance Director’s monthly
ftoms were noncompliant, specific firidings proventative maintenance
include: dry storage room door and Med. records schedule.
door are not self olosing. 4) The Maintenance Director shall
attend monthly facility safety
42 CFR 483.70(=) commitiee meetings and review
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 08| the facllity’s preventative
88=E maintenance schedule to assure
if thare Is an automatic sprinkler system, itls compliance, .
installed In accordance with NFPA 13, Standard K 056 ?p,.(& 14
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Generators are Inspected weekly and exerclaed

(XY 1D SUMVARY STATEMENT OF DEFICIENCIES ) . PROV'DER?GPL,G\E f(f ?o$g§g5|&NBE oo
PREEK | e AToRY O Lot ISENTIMAG INFORMATION) " | oiossnerkecD @E% NPPROPRIATE | ONTE
K 068 | Continued From page 2 K 066
K 056 {cont.)
buliding firo alarm system. 19,36 3) The Maintenance Director shall
malntaln a permanent file or binder
contalning records of all sprinkler
, system rapalrs, tests and
Thiz STANDARD Is not met as evidenced by: equipment Instaltations. All tamper
Surveyor: 27871 switches shall be Inspected and
Based on observations and staff Interview at tested by SimplexGrinnell as
approximately 8:00 am onward, the followlng required by State Life Safety Code -
lterms were noncompliant, specific findings regulations.
Include: valves connected to accelerator are not 4) The Maintenance Director shall
electrical supervisad. attend monthly facility safety
‘ committes meetings and review
42 CR 463,70{a)
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 SgﬁjggigﬁgeJrgngirgiggztIthat was
88=E
Requirgd automatic sprénkler l‘?yslirems, aretzE K 062
continuously maintained In rellable operaiing ,
condlion and are Inspectod and fostad if) Documantation of the thres year | ¢.28./2
perlodically.  19.7.8, 4,6.12, NFPA 13, NFPA ull flow test and five year
28 0.7.6 obstruction Investigation of the
' facilitys sprinkler system shall bs
obtained from SlmplexGrinnell and
he submitted with this Plan of
This STANDARD s not mst as evidenced by Correction,
Surveyor: 27871 2) The Maintenance Director shall
Based on obsevations and staff interview at maintain a permanent file or binder
1 approximately 8:00 am ohward, the followlng containing records of all requlred
items wete noncompliant, specific findings sprinkler system repalrs, tests and
include: faclity could not provide proper aquipment Installations,
doocumantation that tha 3 year full flow test and & 3) The Maintenance Director shal
yoar obstruction invesﬂgaﬂon has hesen - attend mOI‘lEhly faC”[ty Safety
performed on sprinkler systom. committee meetings and raview
42 GFR 483.70(a) any sprinkler systern work that was
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144| done Lo assurs compliance,
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This STANDARD s not met as evidenced by
Surveyon 27871

Based on ohservations and staff interview at
approximately 8:00-am onward, the following
ltems were noncompllant, speolfic findings
include: at time of strvey staff could hot get
genarator o grank under fest.

42 GFR 483.70{a}

emargency powar gonerator to.
datermine why the generator did
not start. on test mode and repalr
accordingly.

2) The Kraftpower service
technlcian shall educate the
Malntenance Director on the
procedure to start the generator on
test mods,

3) The Malintenance Director shall
Include running the emargency
power generator on test mode on
the monthly preventative
maintenance schedule,

43 The Malntenance Director shall
attend monthly facllity safety
tommittee meetingsa and review
the monthly preventative
malntenance schedule to assure
compliance.

{x4) 1D SUMMARY STATEMENT OF DEFICIENCIES i 048)
PREFIX (EACH PEFICIENGY MUST BE PRECEDED BY FULL PREPI {EAGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR [.SC IDENTIFYING INFORMATION) TAB oRoss-REFEREg:g r:;% ;ng gye APPROPRIATE DATE
= }
K 144 Gontinued From page 3 K 144
under foad for 30 minutes per month In
acoordance with NFPA 99, 3.4.4.1.
K 144 o "
1} Kraftpower Cornpany shall be ?
contactad to service tha facllity’s A8/,
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(*4) 1D SUMMARY D PROVIDER'S PLAN OF GORRECTION {x8)
PREFIX {EACH DEFICIE PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ¢ TAG CROSS-REFERENCED TO THE APPROFPRIATE DATE
DEFICIENGY)
Kooo| INITIALcoMME Oy o ¢ zl K 000
This Plan of Correction does not
Surveyor: 2787 constitute an admisston or
This Life Safsty agreement by the provider of the
conducted as per The Code of Federal Reglster truth of the facts alleged or
at 42 CFR 483.70(a); using the Existing Health conclusions set forth in this
Care section of the LSC and its referenced Statement of Deficlencies. This
publications, This building is Type lll-protected Plan of Correction Is prepared
construction, one story, with a complete solely because It Is required by
automatic sprinkler system. Facllity is uslng State and Federal law.
NCSBC-special locking.
The deficlencles determined during the survey K012
are as follows:
' 1) The penetrations In the gas .
i;gjé NFPA 101 LIFE SAFETY CODE STANDARD K012| firnace room on C-Hall and smoke Q2842
Bullding construction type and height meets one Wau| 13 atllélrf ap F_Halcli ?Ihal-I It38
of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4, sealed WIth approved fire-stop
19.3.5.1 material,
2) The Administrator and
Maintenance Director shall inspect
the facllity for other unsealed
penetratlons and repalr them with
This STANDARD is not met as evidenced by: approved fire-stop material.
Surveyor: 27871 3) The Maintenance Director shall
Based on observations and staff interview at maintain a log of any Installation
approximately 8:00 am onward, the following work that Includes penetration of
ftems were noncompliant, specific findings one hour rated fire barriers within
include: facitity had unsealsd penetration in one the facility. The log shall indicate
hour rated of building. To maintaln construction the date and locations of the
rating of buliding penetrations must be seal, penetrations and the materlal used
. to seal the penetrations.
Locations of penetrations:
1. gas furnace room off C-hall. 4) The Malntenance Director shall
2, smoke wall In attic off F-hall, attend monthly facility safety
comimittee meetings and review
42 CFR 483.70(a) the penetration log to assure
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 028] compliance.
SS8=E
LABORATORY DIRECTOR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (¥6) DATE
CALN i ihidn P.str2

Al s
¥

Any defloiency statement endlné with an asterisk (*) denotes & deficlency which the Instilution may be excused from correcting providing it Is determined that
other safaguards provide sufficlent protection to the patlents, (Ses Instructions.) Except for nursing homaes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not & plan of correction is provided. For nurslng homes, the above findings and plans of correction are disclosable 14
days followlng the date these documents are made availabla to the facliity, f deficlencies are cited, an approved plan of correction Is requisite to contlnued

program participation,

&)
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{X3) DATE SURVEY

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
345442 B, WiNG 08/24/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
820 HEATHWOOD DRWE
FORREST OAKES HEALTHCARE CENTER ALBEMARLE, NC 28001
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x6)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD 8E GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 029
K 0291 Continued From page 1 K029 1) Automatic door closers shall be | $-48-/2
One hour fire rated construction {with % hour installed on the dry st
ry storage room
fire-rated doors) or an approved automatic fire door In the kitch d the medical
extingulshing system In accordance with 8.4.1 oor € kitcnen an e”m
and/or 19,3.5.4 protects hazardous areas. When ~ records room door on C-Hall,
the approved automatic fire extinguishing system 2) The Adminlstrator and
optlon Is used, the areas are separated from Maintenance Director shall inspect
other spaces by smoke resisting partitions and the facllity for any other hazardous
doors. Doors are self-closing and non-rated or areas that have doors without self-
field-applied protective plates that do not exceed closing devices. Automatic door
48 Inchas from the bottom of the door are closers shall be Installed as
permitted.  18.3,2.1 needed,
3) The Maintenance Director shall
Inspect all hazardous area room
doors in the facility each month to
assure the automatic door closers
ghﬁvgg‘fg%i? ls not met as evidenced by: are In place and operational. This
Based on observations and staff interview at !ns}ae_ction shafi be pa’rt of thii
approximatsly 8:00 am onward, the following Maintenance Director’s monthly
ftems were noncompliant, specific findings preventative maintenance
include: dry storage room door and Med. records schedule.
door are not self closing. 4) The Malntenance Director shall
attend monthly facility safety
42 CFR 483.70{a) committee meetings and review
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K066 the facllity’s preventative
SS=E maintenance schedule to assure
if there Is ah aufomatic sprinkier system, itis compliance. .
installed in accordance with NFPA 13, Standard K 056 ? ”‘/3. 14
for the Installation of Sprinkler Systems, fo 1) Clted sprinkler valves connected
provide complete coverage for all porflons of the to the system accelerator shall be
building. The system Is properly maintained in electrically connected the facllity’s
accordance with NFPA 25, Standard for the fire alarm system with a tamper
Inspection, Testing, and Maintenance of switeh
Water-Based Fire Protection Systems. It s fully 2) Sim. lexGrinnell shall inspect all
supservised. There is a reliable, adequate water th P inki i a d Ip tall
supply for the system. Required sprinkier Other sprinkier vaives and msta
systems are equipped with water flow and tamper tamper switches as needed.
switches, which are eleclrically connected to the
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER; ABULDNG 01 - MAIN BUILDING 0f
346442 B. WING 08/24/2012

NAME OF PROVIDER OR SUPPLIER
FORREST OAKES HEALTHCARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
820 HEATHWOOD DRIVE
ALBEMARLE, NC 28001

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES P PROVIDER'S PLAM OF CORREGTION 6)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG caoss-REFEnggglg]TEﬁ g%s APPROPRIATE
K 056 | Continued From page 2 K 056
K 056 (cont.)
buliding fire alarm system.  19.3.6 3) The Maintenance Director shail
maintain a permanent file or binder
contalning records of all sprinkier
system repairs, tests and
This STANDARD Is not met as evidenced by equipment installations. All tamper
Surveyor: 27871 switches shall be inspected and
Based on observations and staff Interview at tested by SimplexGrinnell as
approximately 8:00 am onward, the following required by State Life Safety Code -
ltems were noncompliant, specifie findings regulations,
include: valves connected to accelerator are not 4)The Maintenance Director Sha”
electrical supervised, attend monthly facility safety
committee meetings and review
42 CR 483.70(a)
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K082| Gor e b seure ccommiianeer T2
$8=E
Regquired automatic sprinkler systems are K 062
continuously maintained in rellable operating
condition and are inspected and tested 1) Documentation of the three year %&B/IZ
perlodically.  19.7.6, 4.6.12, NFPA 13, NFPA full flow test and five year
2B, 9.7.5 obstruction Investigation of the
facllity’s sprinkler system shali be
obtained from SimplexGrinneli and
he submitted with this Plan of
This STANDARD is not met as evidenced by: Correction,
Surveyor, 27871 2) The Maintenance Director shall
Based on observations and staff Interview at maintain a permanent file or binder
| approximately 8:00 am onward, the following containing records of all required
items were noncompliant, spacific findings sprinkler system repairs, tests and
Include: facliity could not provide proper equipment Installations. !
docum;ntation t?ilat th? Stiyeai1 full i:!ow testand 5 3) The Maintenance Director shall
year obstruction investigation has been attend monthly facllity safety
performed on sprinkler system. committee meetings and review
42 CFR 483.70(a) any sprinkler system work that was
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144| done to assure compliance.
58=D
Generators are inspected weekly and exercised
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(4) 1D SUMMARY STATEMENT OF DEFICIENGIES 15} PROVIDER'S PLAN OF CORRECTION 46}
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED]E{; g‘}(i)a APPROPRIATE DATE
DEFIC
K 144 | Continued From page 3 K 144

under load for 30 minutes per month in
accordance with NFPA 99.  3.4.4.1,

K 144 .
1) Kraftpower Company shall be

contacted to service the facility's ?’2 3/2
emergency power generator to.
determine why the generator did
not start on test mode and repair

accordingly.
' 2) The Kraftpower service
This STANDARD Is not met as evidenced by: techniclan shall educate the
Surveyor. 27871 Maintenance Director on the
Based on observations and staff interview at procedure to start the generator on
approximately 8:00 am onward, the following test mode
items were noncompliant, specific findings 3) The Maintenance Director shall

include: at time of survey staff could not get

generator to crank under test. Include running the emergency

power generator on test mode on
42 CFR 483.70(a) the monthly preventative
maintenance schedule,
4} The Maintenance Director shall
attend monthly facility safety
committee meetings and review
the monthly preventative
maintenance schedule to assure
compliance.

k3
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