North Carolina Department of Health and Human Services
Division of Facility Services . Licensure and Certification Section
1205 Umstead Drive Lineberger Building Raleigh, NC 27603
Telephone: (919) 733-1610 Fax: (919) 715-3073

Michael F. Easley, Governor Carmen Hooker Odom, Secretary Jeff Horton, Section Chief

January 31, 2005

Mr. David P, McQuaid
Chief Executive Officer
Durham Regional Hospital
3463 N Roxboro Street
Durham, NC 27704

RE: Complaint investigation NC0000 14797, NCOG00 14777

Dear Mr. McQuaid:

RE: Complaint #'s: NCO0014797, NCOG0014777
v Mr. Cherry:

I want to thank you & your staff for the cooperation and assistance provided during the complaint investigation conducted on January
10—~ 14, 2005. As a result of the survey, State licensure deficiencies were cited in the areas of 10-3C.3 503.(16) Functions (Governing
Body),10-3C.3607 Personnel Health Requirements and 10-3C.5105(1) Sterile Supply Services.

Enclosed is the State Form (State licensure deficiencies). A plan of correction shouid be submitted and should include the following: .

{a) A description of the corrective action(s) and the systems that have been or will be implemented to correct the deficiency.

(b} A description of the monitoring system that has been or will be implemented (i.e. quality assurance or quality improvement)
including the person(s) responsible for the monitoring, to assure the hospital remains in compliance; and

(¢) The date by which all corrective actions will be completed and the monitoring system will be in place. This date must be

included on the CMS Form 2567 and should be no later than 60 days from the date of the survey.

The enclosed State Form must contain an original signature, with the date signed. and be returned to this office WITHIN 10
BUSINESS DAYS OF RECEIPT. The plan of correction will be reviewed and an unannounced State licensure follow up visit will
be conducted. if additional information regarding the plan of correction is needed, we will contact you.

[f you have any questions, you may write to the address or contact me at (919) 733-1610.

Sincerely,

‘O//@‘ﬁ%«@\ A W{% £0c

Deberah S, McCarty RN

Facility Consultant

M Department of Health & Human Services
! on of Facility Services

L asure & Certification Section - -
Acute Care

Ahhs - DFs 215, LK)



DEPARTMENT OF HEALTH AND HUMAN SERVICES

MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL
PART 1-TO BE COMPLETED BY THE STATE SURVEY AGENCY

CENTERS FOR MEDICARE & MEDICAID SERVICES

D 223011
Facikity 1D 923142

I. MEDICARE/MEDICAID PROVIDER NO. 3. NAME AND ADDRESS OF FACILITY 4. TYPE OF ACTION: i(LS)
N 3401558 (1.3) DURHAM REGIONAL HOSPITAL
1. Indtin) 2. Recertification
E VENDOR OR MEDICAID NO. (L4) 3643 N ROXBORO ST 3. Termination 4. CHOW
(L2) (L5) DURHAM, NC .6y 27704 5. Validation 6. Comptnint
; 7. On-Site Visit 4. Other
5. EFFECTIVE DATE CHANGE OF OWNERSHIP 7. PROVIDER/SUPPLIER CATEGORY gown :
E 8. Termination of ICF Beds
{L9) 61 Hospidsl 05 HHA 09 ESRD 13 PTIP :
6. DATE OF SURVEY 01/14/2005  (L34) 02 SNE/NFDual 06 LAB 10 NF 14 CORF
8. ACCREDITATION STATUS: o 03 SNF/NF/Distinct 07 X-Ray 11 EMR 15 ASC FISCAL YEAR ENDING DATE (L35}
Q UNACCREDITED i JCAHO 04 SNF 08 OPT/SP 12 RHC 16 HOSPICKE 06/30
2 ACA 4 BOTH -
11, .LTC PERIOD QF CERTIFICATION 10.THE FACILITY IS CERTIFIED AS
From {a}: A. In Compliance With AndfOr Approved Waivers Of The Following Requirements;
) Program Requirements ___ 2. Technical Personnel 6. Scope of Services Limit
To {b): . ) —_ A ;
Compliance Based On: ___ 3. 24 Hour RN __ 7. Medical Director
12.Total Facility Beds (L.18) b, Acceptablie POC & T-Day RN (Rural SNF) 8, Patient Room Size
5. Life Safety Code 9. Beds/Room
3.Total Cartifie Li7 X B. Notin Compliznce with Program
13 Total Certified Beds (L7 Requirements and/or Applied Waivers:  * Code: B* (L12)
14, LTC CERTIFIED BED BREAKDOWN 15. FACILITY MEETS
18 SNF 18/19 SNF 19 SNF ICF IMR 1861 (e){1hor 1861 (1Y (L15)
(L.37) (L.38) (L39} {142} {L43)
16. STATE SURVEY AGENCY REMARKS(IF APPLICABLE SHOW LTC CANCELLATION DATE.
See Attached Remarks
{77 RVEYOR SIGNATURE Date : 18. STATE SURVEY A)G ENCY APPROVAL Date:
L / Lﬁdﬁ ﬂ, ﬂ{ 01/25/2005 " ‘/m&y ; / ;J/ oS
{L19) Vi) i (L203

Pé\RT I1 - TO BE COMPLETED BY HCFA REGIONAL OFFICE OR SINGLE STATE AGENCY

19. DETERMINATION OF ELIGIBILITY 20. COMPLIANCE WiTH CIViIL

21

Statement of Financial Solvency(HCFA-2572)

l.
RIGHTS ACT: 2, Ownership/Contred Interest Disclosure Stmt(HCFA-1513)
.. 1 Facility is Eligible 1o Papticipate 3, Both of the Above:
2. Facility is not Eligible e
(L2h)
22. ORIGINAL DATE 23, LTC AGREEMENT 24, LTC AGREEMENT 36, TERMINATION ACTION: (L.3¢)
QF PARTICIPATION BEGINNING DATE ENDING DATE VOLUNTARY 00 INVOLUNTARY
G1-Mereer, Closure 05-Fail to Meet HealtlvSafery
(L24} (L41) L25) 02-Dissatisfaction W/ Reimbursement 06-Fail to Meet Agreement
75, L'TC EXTENSION DATE: 27. ALTERNATIVE SANCTIONS 03-Risk of Involuntary Tenmination QTHER
A. Suspension of Admissions 04-Other Reason for Withdrawal 97-Provider Status Change
(L44) GO-Active
a7 B. Rescind Suspension Date;
{L45)
28 TERMINATION DATE: 29, INTERMEDIARY/CARRIER NO. 30. REMARKS
49060
{L28) (L3N
31. RO RECEIPT OF CMS-1539 32. DETERMINATION OF APPROVAL DATE
(L32) - (L33) DETERMINATION APPROVAL
DFS 213 -1

FORM CMS-1539 (7-84) {Destroy Prier Editions)

E



DEPARTMENT OF HEALTH AND HUMAN SERVICES CENTERS FOR MEDICARE & MEDICAID SERVICES
MEDICARE/MEDICAID CERTIFICATION AND TRANSMITTAL D Z23GQ11
PART I - TO BE COMPLETED BY THE STATE SURVEY AGENCY Facility 10 923142

C&T REMARKS - CMS 1539 FORM

A complaint investigation was conducted on January £0 - 14, 2005, An immediate Jeopardy (1)) was called as beginning on 11/24/20C4with corrective actions initiated gqn
2/2004. The 1] was abated on 12/30/2004. SA recommends Condition level deficiencies in482.12 Governing Body, 482.13 Patients' Rights, 482.4] Physical
onment, 482.42 Infection Control and 482,51 Surgical Services. Standard level deficiencies were cited in482.13 Patients’ Rights, 482.41 Physical Environment,
wu..42 Infoction Controt and 482.51 Surgical Services. Deficiency findings forwarded to Atlanta Regional Office for review Additionally, State deficiencies were cited

DFS 214 -1

FORM CMS-1539 (7-84) (Destroy Brior Editions) e



