PRINTED: 03/19/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
Cc
345192 B. WING 12/05/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

4761 WARD BOULEVARD

LONGLEAF NEURO-MEDICAL TREATMENT CENTER WILSON, NG 27893

X4) 1B SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFCRMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL. COMMENTS F 000
The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facilities {General Health
Survey).
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
ather safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facllity. If deficiencies are cited, an approved plan of correction Is requisite to continued
program pariicipation.

Facility ID: 923375 If continuation sheet Page 1 of 1
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PRINTED: 01/22/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01 COMPLETED
345192 B. WING : 01/08/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE‘
LONGLEAF NEURO-MEDICAL TREATMENT CENTER . ;;f:své;ﬂ?qzo:;:::ﬂo .
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORREGTION 48)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
K 000 | INTTIAL COMMENTS K 000
This Life Safety Cods({LSC) survey was ad .
conducted as per Tha Code of Federal Register AN 31 701
at 42CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This building is Type 1{111)
construction, six story, with a complete automatic
sprinkier system, 038 (A)
The deficiencies determined during the survey ngu?dgh[::ﬁg?aasfteslygroo:ﬂ:giez;s;m:\ggng 2122114
are as follows: 16836 SWILC
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 ’;;féfodpez‘ *%?e ‘f"l;ge &&‘2"&‘3{5 gﬂgg
58=D s \ . .
Exit access Is arranged so that exits are readlly unit nursing stations and on employee
accessibla at alf times in accordance with section bulletin boards. All staff members will be
7.4 1924 refrained about the master door release
swilch by 2/22/14, Staff knowledge of the
master door release switch will be
checked during quartery Environmental
Rounds by the Safely OfficeriManagers
‘ _ ' end results reporled to the Quality
This STANDARD is not inet as evidenced by: Impravement Commitlee quarlerly.
A. Based on observation and staff interview the
staff did not know about the master door release K038 (B) 2/22/14
EW‘tBCh located at the nurses station. The on & off swilch at the exit door near
. Based on observation on 01/08/2014 the door 536 was repaired 1/814. Al door
release switch at the exit door near room 536 was . :glc;rgse swilohes E.'ere checkeé by Plant
not an on & off swtich. ' '
o oER 48390 (3) Operations by 116414 to validale they
were operalional. Door release swilches
were added lo the facility's preventative
maintenance program. Al door release
swiiches will be checked monthly X3
beginning January 2014, then quarlerly X3.
Results will be reporled fo the Quality
Improvement Committee.
TIFLE {X6) DATE

LABORATORY DIREGTOR'S GR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

aN\J uw(\-)@f\

Center Director

January 28 2014

Any daficiM staternent endi}rg'w‘lt‘[_fa’?‘rﬁ@té‘l'fs denales a deflciency which the institution may be excu
o patients, {See Instructions.) Excapl for nursing hemes,

ovided. For nursing homas, the above fi

fity. If deficiencies are cited, an approved ptan of correction

other safeguards provids sufficient protsciton tc
fotlowing tho date of suvey whether or not 2 pla¥ of correction fs pr
days following the date thase documents are macde available {o the faci

program particlpation.

sed from correcling providing it Is determinad that
the findings stated above are disclosable $0 days

ndings and plans of cofrection are disclosablo 14
is requisite {o coatinued
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PRINTED: 04/22/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MERICARE & MEDICAID SERVICES 3 CMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1} PROVIDER/ISUPPLIERIGLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A BUILDING 02 - BUILDING 02 COMPLETED
’ . 845192 B. WING 01/08/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
L C 4761 WARD BOULEVARD
ONGLEAF N - L
LONG EUI:'RO_ .MEDIC{\.L{T.I_:{E_‘:ATMENT CENTER WILSON, NG 27893
(X410 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION £45)
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
BEFICIENCY)
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038
58=b ‘
Exit access is arranged so that exits are readily
accessible at all times in accordance with section
74, 19.2.4
KO38 (A 2122114
This STANDARD is not met as evidenced by
A, Based on observation on-08/2014 the door The door release covers were unlocked
release covers were Jocked and required the use immedialely on 1/8/14. The door refease
of a kay to open the cover over the on and off covers were added to the facility's
switch; S prevenfative maintenance program 1o be
42CFR 483.70 (a) checked monthly, beginning January 2014.
' Resulls o be reported fo the Qi Commiltes
monthly X3, then quarterly X3.
(¥8) DATE
Center Director January 28, 2014

LABORAT(?( BiRECTOR'S O OVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

{ ] { d\j\b\ N
Any a}e{%aaicyvstalement ending with an asferlsk {*) dencles a deficlency which-the inslitutlon may be excused from corracting providing it Is determined that
other safeguards provide sufficlent protectidn to the patlents. {See instruclions.} Except for nursing homes, the findings siated above are discio§ablergc} days
fallowing the date of suvey whether or not & plan of carrection is provided. Fer nirsing homes, the above findings and plans of .co:recucn ame disclosable 14
days foliawing the date these documents are made available to the facility, deficiancies are clied, an approved plan of correction is sequisite lo continued

program participation.
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