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DEFIC

F 241 | 483.15(a) DIGNITY AND RESPECTOF .
83«D | INDIVIDUALITY | Pine Ridge Health & Rehabilitation

. Center ackaowledges receipt of the .
Tha facility must promota care for residonts in a S al:em cnt of D e&“ﬁ encl cs‘sll)n d proposes
manner and |n an envirenment that maintatns or
enhances each resident's dignlly and respact In g:?:&ﬂﬁg;ﬁ%?ﬁ‘;:ﬁ%:ﬁg{;mat .

j dividuality.
full recognition of his or har individuality. correct and in order fo mainialn cont-

pliance with applicable rules and

This REQUIREMENT ls not met as evidenced provisions of quality of cato of restdents.

by: . The Plan of Cotrectlon is submitted
Basad on chservations, record review, and ag a written allegation of compliance.
Iterviews wilh staff the facitity failod to asslst

residents to dress In thelr own clothes to malntaln : )
dignity for 2 of 2 residents (Resldent #69 and Pine Ridge Fﬁ“’ & R"l‘“""f““ﬁ‘m 5
4#73) revlswoad for dignity. response {o this Statoment o

Deficiencies docs not denote
agreement with the Statement of

Findings included: ! -
Defictencies nor daes it constitute an

1.Resident #89 wae admitted on $1/17/11 with adwmisston that any deficiency is accurate..
diagnoses that included dementa, allerad mental Further, Pine Ridge Health & Rehab
slatus, generatized mysdle weaknoss and failure reserves the right to refute any of the
to thrive. deficiencies on this Statement of

. Defictencies through informal Dispute
The care plan dated 4/26/13 indicated a Resolution formal appeal procedure
progressive decline in intellectual functioning 1 andfor any other administrativeor
rolated to dementia, Intervantions indludad: Iegal promeding.

ostablish a dally routing with the resident.

The quarterly Minimum Data Set (MDS) .
asaossment dated 9/18/13 indloatsd Resident _ e
#89 was severely cagnitively impaired and did not : ©F-241:

reject care. Sho was totally dependent and a two
peraon assist with bad mobliity, and was totatly Resldents 180 and #73 S

o were réviewed N
depandent and one person assist vith dreesing. fgr' cI ch] n o éiéféHCEs by theDON an | 1271303 i
On 1412113 at10:12 am and 3:40 pm, Rosldent 11715/2018 abd dressed I thoir own
#89 was observed [n bed, In a semi-fowler's clothes according to thelr prefarences.

pusttion, wearing & greon hospltal-syle gown.

LABORATORY DIRECTO PROVIDERISUPPLIER EF‘RI'ESE.NI'ATWE'SSIGNAWRE TITLE X8 DATE .
&?"’W Lok Adynivzco oty 12208

Ay deficloncy elateffont onding with an astertsks () denoles a Gelicloncy which the Instiulion may be exeused from cartealing providing & is Geteinined that

oihor sefeguards provide sufficient profedtion to the pallants. (Ses Instructions.) Exoapt for nursing homes, the findings staled abova ore disclogablo 00 days
fotkwarlng 1he dale of survoy whelher of not a plah of correclion Is provided. For rursing hormes, the abova findings and plans of coreciion ate disclosable 14
daya followlng the date thase documents are tade avatiablo (o the faclity, 1l daftcloncles are oited, an approved planof cotrecton ks fequisita to soneed

propram participation.
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On 44713113 at 10:50 ara, 12:16 pm, and 218
pm, Ros!dant #69 was obsarved inbed, ina
gemi-fowter’s position, woering a graen
hospital-style govm.

On 1114113 at 2:30 am, 11:10 am, 12:07 pim, and
2:90 pim, Restdent #89 was observadinbed, Ina
somi-fovlers position, wearing & blue
hospital-style gown.

During an Interviow on 1iH4M3 at 2,27 prm,
Nuree Alde {NA) #1 indicated she was asglgnad
to Resident#69, the resident had clothing to
wear, and neaded asslstanco with dressing, She
indicated fhere was no feason the resldentwas
not dressed,

On 11414743 at 2:31pm, Resident #1069 was
ohservad no longer wearing a gown. She was
dressed ina shirtand pante.

Durng an Intarview on 44414143 at 2:37 pm Nurse
#1 stated, ™t like [Resident #89] up daily and do
not know of a reason [she] should not be. [8he)
should be dressed every day.”

During an interview on 1471413 at 3:38 pm, the
Diraotor of Nurelng {DON) indicated Resldent #89
should be dressed unlass she retuested notto
e or hor power of aitomey raquested a hospital
gown. She Indloated she was not avrare of &
request for the resldent o not ba dregsed,

On 11ABM3 at10:21 am, Resldent #89 was
obsarvad dressed and sitting In her scoot chalr,
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F 241 | Gontinued From page 1 Fos| A 1009 audit of residents was completed-

by the DON, ADON and Qf nurse to
determine thelr dressing preferences on -
11/22/2013. One resident was identified
for wearlng personal gowns of cholce

and had previously been care planned,

A 100% In-service for nursing staff was
conducted by the Staff Facllltator on
11/18/2013 on Resident Dignity, to
include restdents baing dressed
appropriately and according to thelr
preferences, A QI toolwill be utliized
to ensure residents ate appro-
priately drassed according to their
preferances with supporting docu-
mentation as needed,

This QI monitoring will be com-

plated by the Qi nurse as follows:

A random selection of 5 residents
(Including resldents #89 and #73) from
each Hall will be monltored for clothing
praference three times weekly for two
(2} weeks, two (2} times weakly for

two (2) waeks, then once weekly for

4 weeks. Any areas of concern wilibe
addressed at the time noted with the
administrative nurses, These audlt
results will be reviewed woekly at the
stiifid-up meeting with additional -~ '
foflaw up action taken as noted by

_ tha DON & ADON.
On 1171513 at2:00 pm, Resldent #89 was
obsarved dressed, siting fn har reom, smiilng,
and remalned in her scoot chalr.
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E 241 | Conlinued From page 2

2 Resldent #73 was admitied on 42/16/10 with
diagnoses that Includsd Alzheimers, lack of
coordination, and dementia.

‘The quartetly MDS dated 8/22/13 \ndicated
Resldant #73 was soverely cognitively Impalred
and did not reject care, She was toially
dependent and & two person asslstwith hed
mohility, and vas fotally dependent and a ono
person asslst with drossing.

On 11743113 at 10:50 am, 12:16 pm, and 2:16
pm, Resident #73 was ohserved Inbed, Ina
sornlfowlers position, wearing & hospital-style
gowm,

On 11714113 at 9:30 amn, 14:10 arn, 12:07 pm, and
2:20 pm, Resldent #73 was ohserved In bed, lna
sormi-fowlor’s position, vearing & hospitat-shle
gown.

Duilng an interview on 1171413 at 2:27 pm,
Nurss Alde (NA) #1 indiouted sho was aaslgned
fo Resldent#73, the regident had dothing to
woar, and naeded asslatance with dressing. She
indlcated there was no regson the regldent was
not drassed.

During an interview on 11714/43 at 2:37 pm Nurse
#1 etatad), ¥ like [Resldent #73] up daily arxido
not know of a reason {she] ghould nof be. {She]
ehould be dressed every day.”

During an Interview on 11414713 at 3:45 pm, the
Director of Nursing {DON) indloated Resident #73
was a total assist with activities of daily living
which Included dressing and that the resident
should be dressed,

F241}  The results of the audits will be for-

warded to the Executive Q) Committee
monthly X 3 and quarterly thereafter
for the Identification of potantial trends
for follow-up as deemad necessary and
to determine the need for and/or the
frequency for continued moniforing.
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F 241 | Continuad From page 2 F 241
On 14M6H3 at10:21 am, Resident #73 was
observed dressad In her own clothes and siting
In her g chalr. F-248:
F 248 | 463.45(H{1) ACTIVITIES MEET £ 2408 )
=0 | INTERESTS/NEEDS OF EACH RES
8s=n The Actlvity Director and the hall 1gf 1313
The facllity must provide for an ongolng program nurse evaluated restdent #89 and
of activities deslgned to meet, in accordance with {73 activity Interests and accommo-
the comprehensive assessmont, the Interasts and dation neads to attend activitles on
the physloal, mental, and psychosoclal well-being 11/15/2018 and assisted themto
of each resident. activitles,
This REQUIREMENT s notmet as evidanced A 100% audit of residents was con-
by: ducted hy the Activity Director to
Based on abservations, record Teview, and determine resident activity Interests
interviows with staff the faciiity falled to assist for group and In-room activities
residents, as negded, o get dressod for, be accarding to thelr function, abllity
transportad to, and participato In deslred activitles and/or preference with updating of the
for20f2 realdemf. {Rosident #89 and #73) Activity Supplem ental Assessment as
reviewad for activittes.
neaded.
Findings includad:
A 100% In-service for Activity and
4.Resident #89 was admitted on 1414711 with Nursing Staff was conducted by the
diagnoses that included domtentia, altered mental Staff Facllitator on 11/18/2013 to
etafiis, goneralized muscle woaknees and faliure encourage residents to participate n
to thrive. group and/or Individual activities,
Tho odre plan dated 277/13 Indicated the realdent dress restdents appmp;'a"e‘v and -
rotjulred assistanca for all transfers felatad to asslst residents to and from activitles
dobility of ctronlo dieease and cogntive defacts, as provided based on thelr Interests
Interventions Included: assist of two with altlit and needs, A Ql audit tool will he
transfors. used to monitor resident activity
The oate plan dated 4/25/13 Indloated a particlpation In group and Individuat
progressive deoline In inteileciual functioning activitles, clothing preferences and
related to dementia. Interventions Included: ssslstance to and from activities.
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F 248 | Conlinued From page 4 F248 Monitoring will be completed by the
encourage group activities and establish a dally QI Nurse as follows: A random selection
routine with the resldent. of 5 restdents {including residents #88
. and 1173} frem each Hall wili be mon-
The quarterly Minimum Data Set (MDS)
assessment dated 9/16/13 indloated Resldent itored (3) three times weekly for two
#80 was severely cognitively Impalred and did not (2) waeks, two (2} times weekly for
reject care. She was totally dependent and a two two (2) waaks, then once weekly for
porson asslst with ransfors, was totally 4 waeks, Any areas of concern wilf be
dependent and one pereon asslet with dressing, addrassed at the time noted by the
and locomotion on and off tha unit. administrative nurse, Audit restilts will
The activlly progress noto dated 8118113 Indicated he 'et‘l"aw"i?hwigﬁ‘; at tl'}e Ifta“d up "
Resldent #89's group interests were music meeting with a anal follow up action
groups and women's groups, Her independent taken as noted by the DON and ADON,
interests were television and chalr rides. The
note Indicated Resident #8¢ actively participated The results of the audits will be for-
in out-ofyoom activitles 2-4 times weokly, that warded to the Executive Of Committee
In-room aotivities were in koaping with her monthiy X 3 and quarterly thereafter for
intorosts, and that her activity neads and goals the Identification of potentiat trends for
were bolng met. follow-up as deemed necessary and to
The Aotivity Assessment dated 11/14/13 Indicatad determine the need for and/or the
Resldent #89's activity Interests Inciuded gospel frequency for continued monltoring.
musle, television and movies.
Areview of the resident’s group activities dated
10/44113-11H14M3 revealed she pariicipated In 4]
ruslo program that month and 2 rellylous
programs that month.
On 111213 at10:12 am and 3:40 pm Resldent
#80 was observed In bed, In a semi-fowler's
position, wearing a hospital gown. There wasno
rmuslo, tefavision or other activity In the reom.
On 1111313 at 10:60 am, 12:16 pm, and 216 pm
Resldont #89 was observed Inbed, ina
semi-fowlar's position, wearing a hospital gown.
There was no music, talevision or cther activity In
FORMONS-2567{02-69) Previous Versions Qbsokle Even{1D:LLUBTS Fackity \D: 023017 {f confinuiation sheel Page 60f143
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F 2481 Continuod From page 5
the raom.

On 1114113 at 9:30 am, 11:10 am, 12:07 pm, and
2:20 pm Resident #89 was observed inbed, lna
semi-fowder's posltion, wearing a hospltal gown.
There was no muslo, talevision or other activity In
the room.

During an interview with Resldent #89 on
11114113 at 2:22 pm, when aekad if she vould like
fa get out of bed, she stated, "You, ploasa.”

During an interview o 11/14/13 at 227 pm,
Nurse Alde (NA) #1 stated, YRasldant #80] hasn't
baon up today. She was up yesterday, 8hels
usually up 2-3 houre a day.” She indicatad thare
was no reason why the resident had notheen out
of bed,

On 14114713 at 2:31pm Resident #89 was
observed no longer wearing a gown. She wae
drassad in a shirt and pants, The ift pad was
lying underneath her. NA R and NA#2 wearo
using the It to get her out of bed.

An obsarvation on 1414713 at 2:36 pm of the
resldent care gulde, posted on the baok of the
door to Restdent #89's room, Indicated she was
non-ambulatory and required a liftto getout of
bed.

During an interview on 11/14/13 at Z:37 pm Nurse
#1 stated, 1 ke {Rosldent #68] up dally and do
not kiow of & reason [she] should not be.”

During an nterview on 11714113 at 2:65 pm with
the Activitlos Diractor she etated, "We taks
{Resldent #89) to muslc and to watch videos. If

wo ¢ah get her out we do that. She doasn't

F 248
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F 248 Continusd From page 6 F 248

actively participate. She has had 3 group
activitios In the past month. We read to her and
tub her hands with lotion. There [s no minimum
for activities, it depends on her moods.” She
indlcatsd Residont #88 “ia not &s active now on
the haliway as she was on the looked unit” She
furiher indicated the reasort for her dacreasad
activitios was that the lecked unlt has one activity
assistant for 20 rasidents and "the restof the
bullding, about 120 resldents, 1& handted by
myself and oho other activity gosiatant™ She
indicated restdents that require fifts and are not
drassad and out of bed at tha time of the
scheduled activity are not able fo pariicipate.

On 14153 st 10:21 am, Resldent #89 was
obsorvad dregsed and sitting in her scoot chalrin
the dining room vith 6 othor residents, watching
tolavision. She was Intarastive, looking arotnd,
veaching out to the restdent siting heslda her and
enling. : S

On 11115113 at 10:40 am, Residont #89 was
observed in a group astivity with 8 other
resldonts. She vas siting In her scoot chalr,
alert, smiling, interactive and leoking around at
other roslidente and staff In the activity. She was
reaching out her arms and attempting to calch
the balloon belng usad In the activity when it
came closs to her. She was holding the balioon
and kicking it with her fest when the batioon wes
pasead to her.

On 11/1813 at 2:00 pm, Resldent #89 was
observed skiting In her room, smliling, and
remalnad In her scoot chalr,

2. Resident #73 was admitted on 12611 O viith

dlagnoses that Included Alzheimers, lnck of
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F 246 | Continued From page 8

waaring a hospital gown, There was no musle,
telovision or other activily in the reom.

Buring an intorvieyy on 1171413 at 2:37 pm Nurse
#1 stated, " ike [Resident #73] up daily and do
not know of a reason {she] should not be. [She]
should be dressed every day."

During an interview on 11744113 at 3:45 pm, the
Direstor of Nursing (DON) indicated Restdent 473
waa a tolel assist with activitles of dally living
which included dressing and that the resklent
should be dressed.

On 111813 at10:21 am, Resldent #73 was
observed drossed and siting in her geri chalrin
the dining room with 6 other residents. The
televigion was on and the resldent was positionad
in front of It.

F 367 | 463.95(e} THERAPEUTIC DIET PRESCRIBED
g5=5 | BY PHYSICIAN

Therapsutic diets must be prescribad by the
attending physiclai.

This REQUIREMENT is not met as avidencad
by:

Based on cbservation, record revievs and staff
Interview the facliity falled to provide a modified
diptfor 1 of 1 sampled restdent (resldent #138)
who had orders by & physiclan,

The Findings included:
Resident #1136 was admitted to the facliity on

THAH vith a disgnosis to include; Dysphagta,
abnormat posture, hypothyrotdism,

£248

F 367

F-367 ~

. 12/13/13
Resldent #1136 was referred to Spaech :
Therapy for re-evaluation of dlet con-
slstency en 11/14/2013, The Dletary
Manager and Reglstered Diatitlan
te-evaluated the resident's diet for
proteln and Infake on 11/13/2013.
Resldent #136 recelves dlet a3 ordered
and contihues in restorative dining,
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gastroesphageal reflux dlasass, pepilo ulser, and
acute renal failurs,

The latast Minlmum Data Set (MDS) dated
9/26/3 Indlcated Resident #1386 required
extansive assistance with ealing. The MDS
further indicated Resldent #136 had short term
and long term memory loss and was ceverely
cognitively Impatred for dafly decision making.,

Physlcian Order datad 8/25/13 dictated; change
patients dlet ta no concontrated augars (NCS), o
addod salt (NAS) puree with HTL.

Review of Resldent #136's care plan revised on
7HBM 3 ravealad the resldent had the foliowing
goals in regards to Resident #136 "state of
nourishment™, Will adhare to prescribed diat and
wilt provide protein to meet residents dally
requirement. The interventions included; provide
prescribed diet, monitor closaly during meat
timas, and provide resident with extensive asslst
during meals,

Chservation of Restorative dining on 1211 2/13 at
12:25 pm revaalad Nursing Asslatant (NA) #3
providing asslstanoce to Residont #1236 with mea!
gstup. Housekeaping Staff #1 Intervened prior to
NA#3 baginning fo feed Residont #136 as
evidencad by stating Resident #136 was not to
receive meats dus to the resident choking
yostarday (11/11/13).  Housekeeping steff #1
further Indlcated that a meating was goingto be
held to disctiss posalble conslstency changes,
NA#3 was observed to remova the meat ftem
from Resident #138's plate, Review of Resident
#1136 moal card dated 11123 located on the
rosldent ' s fray indlcated the resident was to

The Clinical Diatary Manager com-
pleted an aodit of &Yl restdants to
ensura each resident Is recelving his/her
diet as prescribed on 12/4/2013. A i:l
in-service tralning oh “Diets Offered as
Prescribad” for housekeeping staff #1
and NA #3 was completed by the Staff
Facllitator on 11/18/2013.,

A 100% in-service of all nursing and
trained feading staff was completed by
the DON, ADON and Staff Facllitator on
providing diets to restdents as prescribed
on 11/13/2013, Anaudit tool will be
used to ensure restdents recelve diets
as ordered,

Monltoring will be completed by the

QI Nurse as follows: A random selactlon
of & residents {Including resident #136)
{3) timas weekly for {2} weeks, two (2)
times weekly for two (2) weeks, then
once weekly for 4 weeks. Any areas of
concern will be addressed at ths thie
noted by administrative nurses, Audit
rasults will be reviewed weekly at the
stand-up meeting with additional follow
up action taken as noted by the DON &
ADON

™
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recelve pureed double meats. NA#3 vas
obsarvad fo not provide resident with an altemate
pureed meat of gain clarification of a change in
Resldent #130's dist constancy,

Interview with NA# 3 on 11/12/13 at 1230 pm
revealed she was unaware that the resident was
not to have maats or had any epleodes of
choking. The NA further Indloated Is she had not
been told by Housekesping Staif #1 she wouldn't
have known that resident #136 was notto receive
meate. NA#J stated that changes to resldents
moat should be located on the resident's meal
oard.

Confinuad Interview with NA#3 on 11/14/13 at
10:03am revealad she was not aware of Resident
136' diet changes untll 117423 when
housakeeping staff #1 communicated the
resldent was not to raceive moats dus to choking.
Pus to what was communicated by
Housekeeping staff, NA#3 ramovad the meat
from Resldent #136's plate.  NA #3 staled that
she did not locate & nursa to determine whether
Resident #1356 was not to have meats or to
determine If thers was a change in the realdent's
dist, NA #3 did not attempt to logate a substitute
food {tem due to removing the resldent’s meats.
NA#3 stated that she has naver observed
Resldent #1368 to chake. NA#3 indlcated she
diseussad Resldont #136's diet with the head of
tha restorative program {(NA #4} on 11H413 in
vhich she discovered the resldent was only
having problems swaliowing puread chicken and
dumplings and items stich as roast basf,

Interview with Housekeoping staff #1 on
111412013 0t 9:42 am revealod Rosldent #1368
did have a choking episode with meats whon staff
fad resident #1368 on 1111113, &laff #1 Indicated

The results of the audits will be for-
warded to the Executive QI Committee
monthly X 3 and guarterly thereafter for
the ident-

ification of potential trends for follow-up
as deemed necassary and to determine
the nead for and/or the frequency for
contfaued monitoring.
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the resident would occaslonally choke on stiingy
meats that ware pureed but recently had basn
chokdng on everything. Staff #1 indicated that
while feading resident on Friday (11711113},
Resident #1306 choked. Staff #1 further indicatad
that she communicated the choling incident to
nursa #2 who informed the housekeeplng staff
not to provide the resldent with any meat. Staff #1
revealed she'd communicated to NA #3 that
Resident #1386 was not to have meate until the
facility had 5 meeting fo determine conslstancy
changes. The Housekeeping staff indloated
changes to the resident * s dtet would be
documented on the rasident's menl card.

Review of hursing notes from 14913 through
111213 revoaled no documentation in regarda to
Restdent #138 having difiiculty consuming or
choldng on meat llems.

Raviaw of the facliity incident fop for 11/6/43
through 11/12/13 did not reveal any incidents
involving Residant #136.

intorviow with the haad of Restorative MA #4 on
10114113 at 10:40 am rovealad Resident #1358
was having only having lssues swallowing pureed
food ltems that are stringy such as ohioken and
dumplings and roast bosf, NA#4 revealed
Housakasaping staff do not feed residents. Staff
1 Is In restorative dining {o act as an asslatantas
evidenced by refdeving $mos that may be needed
by the NA, NA #4 indlcated no other staff had
coimunicated any chokdng probloms in regards
to Resldent #1368, NA ¥4 stated that
Housekeoping Staff #1 vras tralned to faad
residents although sha was not to foad any
rasidont with swallowing difficulty or on a
thickened liquid, Staff are made aware of

F 387
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changes to residents diets as they are 1o be
located on the resldents meal cards. NA#4
stated it was hor expsatation that NA's follow the
order on the resident ' s meal card. Intha
Instance there s a question or an entry la not
located on the dist sheet, the NA should
consultant with the nures, speach therapy or
distary to confirm tho resldent ' s diot prior to
removing an ltem from the resident's plate,

interviaw with the DON on 13/44/13 at 1:34 pm
revealed tha facllity does not have pald faeding
asslstanta and Housekeeping staft do not foed
rogldents. The DON furthar Indicated that
Housskeeping staff do not faed resldents who
have speclalizad diats. The DON revealed it was
har expectation that staff review what is
transcribed on residont meal cards. The DON
turther Indlcated staff should gatn darfivation
prior to remeving an ltem from a resldants meal,
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|
K 000 | INITIAL COMMENTS Kooo| K012 1/19/14
I'tis Life Safety Code {LSC) survey was The identified radiation dampers
conducted as per The Code of Federal Reglster on the 300/400 hall shower room,
at 42 CER 483.70(a); using the 2000 Existing aofled sorting yoom off service
H‘—‘;‘i‘h gare ?t?ﬁop 0{ g‘e LTSC an;d [5 {;—‘fﬁfﬂnced haliway, and Linen storage room
ublications. This facility is Type
grotected construction utii'rzingp Nortl(1 Carolina on the service hallway Wwas deaned
Special locking arrangements, and is equipped on 12/5/2013.
with a comgiate automatic sprinkler systam, LIC#
NH0187 and the census for the facility at the All other radiation dampers in the
survey was 138. facility were checked and cleaned
ouse-~
CFR#: 42 CFR 483.70 (8) ﬁ;‘;ﬁlﬁ: :‘?’M‘;“;:he h
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K042 '
§3=D .
Building construction type and height meets one Using a Q) Tool, the housekeeping
of the foliowing. 19.1.6.2, 19.1.6.3, 19.1.64, supervisor and/or maintenance
19.3.6.1 director monitor all dampers weekly
to ensure they are clear and free
of dust and lint.
This STANDARD is not met as evidenced by. The results of the weekly monitoring
Rased on the observations and staff Interviews will be forwarded to the Executive O
on 12/5/2013 the following Life Safety item was Committee monthly X3 and quarterly
gﬁsévedﬁs nlgr&foﬁmpﬁgn:;\ Specigicti;i\ndintgus : thereafter for the identification of
include: The radiation dampers in the re rn air :
registers of the following argas were not well potential trends for fOI!OW‘u;’. as
malntained and had dust and fint on the heat deemed necessary to determine
sensitive elements of the radiation dampers. the need for and/or the frequency .
of conitinued monitoring. .
1. The 300/400 haliway showar room. L
2. The sailed sorting room s you enter the K0S
Taundry roam from the servica haliway, ] \ : 1/19/14
3 Linen storage room on the sefvice hallway The identified unsepled penetration
at the 400 hathway cross corridor was
CFR# 42 CFR 483,70 (3) repalred by the maintenance director
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K025 on12/12/2013.
LABORATORY 0 y PROVIDER/BUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {Xs) DATE

e’

%é’m’n;“sv[m%mf

12419
termfned fat

Any deWﬁf ending with en asterisk (7) denotes 3 deficiency which the Institution may be excusad from corracling providing i is de ﬁ #

othar safeguarn

Zvide sufficient pratection to the patlents. {See Instructions,) Except for nurelng homes, the findings stated sbove are disclosable 90 days

following the date of survay whether of not a plan of correction ls providad, Fornursing homes, the abova finding® and plans of correction are disciosable 14
days following the dete thago documents are made avallable lo tha facllity, 1f deficiencies are clied, an approvad plan of corection s reduisite o continued

program paricipation. -
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TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG CAOSS-REFERENCED TO THE APPROPRIATE
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K 025 | Gontinued From page 1 KO025|  All smoke walls in the facility were
§8=D , conty | checked by the maintenance director
Smoke barriers are constructed to provide at on 12/12/2013to ensure there are
least a one half hour fire resistance rating in no other unsealed i
accordance with 8.3, Smoke barrers may ealed penetration areas.
terminate at an atrium wall. Windows are i
protected by fira-rated glazing o7 by wired glass The maintenance director will monitor
panels and steel frames. A minimum of two smoke/fire walls monthly ta ensurs
separate compariments are provided on each continued compliance.
floor, Dampers are not required in dutcti
enetrations of smolke barrers in fully ducted )
ﬁeating, ventilating, and air condition?;\g systems. the results of the manthly monitoring
19.3.7.3, 10.3.7.5, 19.1.6.3, 18.1.6.4 will be forwarded to the next morthly
Executive Q] Committee meeting and
quarterly thereafter for the jdentifica-
tion of potential trends and follow-up
This STANDARD s not met as evidenced by. :}ed::;“;f necessary to determine
Raser on the observations and staff interviews eed vor "’“d/‘"_' fréquenty of
on 12/5/2013 the foliowing Life Safety item was continued monitoring.
observed as noncompliant, specific findings :
include: There was unsealed penetrations in the
smoke wall above the cross corridor doors
teading from the center core to the 400 hallway.
CFR# 42 CFR 483.70 (a) _koz8
K 0298 | NFPA 101 LIFE SAFETY CODE STANDARD K029 1/19/14
S8=E
Ona hour fire rated construction (with % hour The combustion charber of the
fire-rated doors) or an approved automi:tlc fire jdentified dryers were cleaned by
extinguishing system in accordance with 8.4.1 u inm SUDBIVISOr N
and/or 19.3.6 4 protects hazardous areas, When 1’52;’2;:: eeping sup
the approved automatic fire extinguishing systern :
option Is used, the areas are separated from
other spaces by smoke resisting partitions and All dryers were cleaned thoroughly
doors. Doors are self-closing and non-rated or by the housekeeping supervisar
field-applied protective plates that do not excead on 12/6{2013.
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48 Inches from the bottom of the door are

permitted. 19.3.2.1

This STANDARD Is not met as evidenced by
Based on the observations and staff interview
during the tour on 12/6/2013 the following item
was observed as noncompliant, specific findings
inciude: The facility had a buildup of dust and lint
in the combustion chamber of the gas fired dryers
in the laundry.

CFR# 42 CFR 483.70 (a)

CENTERS FOR MEDICARE & MEDICAID SERVICES .
: STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION o) ggm LS!';_JTRE%E
AND PLAN OF CORRECTION [DENTIFICATION NUMBER; A, BUILDING 01 - MIAIN BUILDING o1
345144 B, WING 42/05/2013 |
NAME OF PROVIDER OR SUPPLIER STREET ARDRESS, CITY, STATE, ZIP CODE
705 PINEYWQOD RO
PINE RIDGE HEALTH AND REHABILITATION CENTER THOMASVILLE, NC 27380
SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (5]
p?;.‘e);& (BACH PEFIGIENCY MUST RE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY) .
K 029 | Continued From page 2 Ko2g| Aninservice of all laundry staff on

_“Fire Prevention - Monitoring and
Cleaning Dryer Combustion Chambers®
was completed by the housekeeping-
laundry suparvisor. Using a Qi Tool,
the housekeeping/laundry supervisor
will monitor all dryer combustion
chambers weekly to ensure they
are clean and free of dust and lint.

The results of the weekly monitoring
will be forwarded to the Executive QJ
Committee monthly X3 and quarterly
thereafter for the identification of
patential trends for follow-up as
deemed necessary and to determine
the need for and/or the frequency
of contlnued monitoring.
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K 000 INITIAL COMMENTS KooDi Pine Ridge Health & Rcha;_bilimﬁon
Center acknowlcdg‘es mcc:;ltd of the
This Life Safety Code (LSC) survey was st?temenmfneﬁms_mcxes pmpofﬁ
this Plan of Comrection to the exuent
conducted as per The Code of Federal Register o]
e e the summary of findings is factually
at 42 CFR 483.70(a); using the 2000 Existing comect amd jn order to TmapItain con-
Health Care section of the LSC and Hs referenced ; : : and
M o ot pliance with applicable rvles
publications. This facillty Is Type Il (211) rovistons of quality of caxe of reaidents,
protected construction utlfizing North Garolina "i'he Plan of Cq“h o js submitted
Special locking arrangements, and Is equipped cen aflegation of compli
with a complete automatic sprinkler system. LIC # a5 a written allegation of compliance.
NH0187 and the census for the facllity af the o ey
survey was 138, Pive Ridge Health & Rehabilitaion’s
respotise to this Statement of
CFR#: 42 CFR 483.70 (a) Deficiencies docs not denote
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD Ko12| agreement with the Sﬁsftenmm.nf
58=D Daﬁc:mmﬁ:or de:a d;l congtitue &0
Building construction type and height meets one admissjon that any ciency is accurie.
of the following, 19.1.6.2, 19.1.8.3, 19.1.6.4, Fusther, Pine Ridge Health & Rehab
19.3.5.1 msewasthsngm‘mmfumsnj't)f the
deficiencies on this Statement of
Deficicncies through informal Dispate
Resotution formal appeal pmzﬂmt_
anidfor any other adminigtrativeor |
This STANDARD s ot met as evidenced by: ‘] tegal proceeding. !
Based on the observatlons and staff interviews t
on 12/5/2013 the following Life Safety item was 1/15/14
observed as noncompliant, specific findings K012 BUILDING 02
include: The radiation dampers in the return air
rﬁg:lste.rs of the fonDWing area \:‘JES not well The identified radiation damper at
e s oom ass o
pers. #503 was cleanad by the house-
1, "The shawer room just across the haliway from keeping supervisor on 12/5/2013.
room 503, :
. All other radiation dampers inthe
CFR#; 42 CFR 483,70 (a) facility were checked and cleaning
bé 253 NEPA 101 LIFE SAFETY CODE STANDARD K 058 completad on 12 /11/2013 by the
if there is an automatic sprinkler system, itis housekeeping supe_rvlsor.
TITLE (X6) DATE

21 fad

Any deﬁci&gw statemepéndfng with &n asterlsk {*) denotes a deficiancy which the institution may be excused from corracting providing it is determined tfiat

olher safag

 sufficient protaction to the patients, (See instructions.) Excapt for nursing hommes, the lindlnge slated ahove are disclosable 80 days

following the data of survay whether or not a plan of cormaction ls provided. For nursing homes, the above findings and plans of carrection are disclosablo 14

days following the date these documents are made available to the facllity. If daficlenciss are cited, an approve

progrant participation,

d-plan of correction is raqulsite fo continved

I
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' K012 Cont, :
K 056 | Continued From page 1 S 1 '
" | installed in accordance with NFPA 13, Siandard : : p—
far the Installation of Sprinkler Systems, to Uslr}ga- a Toc::, the h?u::kee:;ng
provide completa coverage for all portions of the supervisor and/or main nan |
building, The system is properly maintained in director will check and monitor af
accordance with NFPA 25, Standard for the darnpers weekly to ensure they are
inspection, Testing, and Maintenance of clean, and free of dust and lint.
Water-Based Fire Protection Systéems. It is fully
supervised. There s a reliable, adequate water :
supply for the system. Require;d sprinkler The resuits of the weeklvEr: oc?:io:rg}‘
systems are equipped with water flow and tamper will be forwarded to the Executiy
switches, which are electrically connected to the Committee manthly X8 and quarterly
building fire alarm system.  13.3.5 : thereafter for the identiflcation of
potential trends for follow-up as
deerned necessary and to determine
the need for and/far the frequency far
This STANDARD is not met as evidenced by: cortinued monitoring.
Based on the observations and staff interview '
during the tour on 12/5/2013 the following item ,
was observed as noncompliant, specific findings g
include: The facility could not vetify that the
" standard head sprinkier head in the 500 hallway
activitles offlce was an active sprinkler head.
1. The standard head sprinkler head in this office . .
was the only standard sprinkier head noted in the '
facllity. K056 1/19/14
2. The famlity did not ha\fe Ex{fa‘ Standard The identified standard spﬂnk}er
sprinkler heads in the sprinkler riser room, head was verified as an active
sprinkler, An extra standard
CFR#: 42 CFR 483.70 {a) sprinkler head was received from
the sprinkler company and is now
in the sprinkfer riser room.
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g . DEFICIENGY) :
K 058 | Continued . K 056 ) )
: ' sunland Fire Protection, inc. eval-
wated the identified sprinkler
head for replacement on 12/17/2013.
“The sprinkler head has been ordered
to be conslstent with the sprinkler
' system on the 500 halt unit and will
— b '
Tuserl 1o be Instalted upon recelipt. -
" All other sprinkler heads in the
Cortinne RobL facility were checked by the mafn-

From page 297
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b

tenanca director to ensure they
comply with the current system.

The Sprinkler Company, Suntand

. fire Protection, Inc will provide an

inspection of the sprinkler system
quarterly and annually to ensure
compliance, This will ba monitored
by the Maintenance Director.

The inspection results will be for-
warded to the Fxecutive Q) Com-
mittee by the maintenance director
at the next monthly meeting and

- quarterly thereafter for follow-up
" as deemed nacessary for continied
" compllance. :
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