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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES COMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION " IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345330 B. WING 08/15/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
THE GRAYBRIER NURS & RETIREMENT CT 116 LANE DRIVE
TRINITY, NC 27370
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES s} 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 INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F OO0 | INITIAL COMMENTS F Q00
The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facilities. No deficiencles were
cited as a result of the complaint investigation
Event 1D #TFXQ11.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement anding with an asterisk (*) denotes a deficiancy which the institution may be excused from correcting providing it is delermired that
other safeguards provide sufficient protection fo the palients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 20 days
fotlowing 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 facilily. If deficiencies are cited, an approved plan of correction Is requisite to continued

program paricipation.
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w/DEPARTMENT OF HEALTH AND HUMAN SERVICES PRI%SE;A?’%%%%?;S
CENTERS FORMEDRICARE & MERICAID SERVICES s DMBNO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPFLIER/CLIA u SYRU
AND PLAN CF CORRECTION ) IDENTIFICATION NUMBER: K(i;lzjv:u;‘lﬂgL;Cnorﬁkﬂ?BﬁT]{.%}:NG Y] b ggl.fiﬁ LS[%FE'/}EY
345330 p. WING . 097052013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
THE GRAYERIER NURS & RETIREM M8 LANE DRIVE
ETIREMENT CT TRINITY, NG 27370
D SUMMARY STATEMENT OF DEFICIENCIES OVIDER! F N
,ﬁ’,‘fém {EAGH DEFICIENCY MUST BE PRECEDED BY FULL pp.'gmx (Efg!{ ggg&EscFI'icg .SCT?&Rgsg?j‘l?D ag COM}’@TEON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENGY)
K 000 | INITIAL COMMENTS K 000 K. 025
This Life Safety Code {LSC) suryay was All penetrations to smoke barriers in 9-9-13
conduc;ed as per (Tf;e Code of Federal Register the 1. smoke wal} in the attic space
at 42 CFR 483.70{a); using the 2000 Existing : int
Health Care section of the LSC and s referenced nea room number 31 and in the 2.
publications. This facility is Type V (Ill) protected smoke wall in the attic space af the
construction utilizing North Carolina Special administrative area were repaired with
locking arrangements, and Is equipped with a approved fire rated caulk. ’
complete automatic sprinkler system.
CFR# 42 CFR 483,70 (a) All other smoke barriers were checked 9-11-13
i 025 | NFPA 101 LIFE SAFETY CODE STANDARD K 025 to ensure there were no unsealed
§8=D penctrationg present.
Smoke barders are constructed to provide at
accordance with 8.3. Smoke barriers may . . .y k
terminate at an alrium wall, Windows are Maintenance Assistant will make
protected by fire-rated plazing or by wired glass monthly rounds to examine all smoke
penels and steel frames. A minimum of two walls to ensure there are no unsealed
separate compartments are provided on esch trati Anv findi £ unsealed
floor. Dampers ara not required i duct penetrations. Any findings ol unsea
penetrations of smoke harriers in fully ducted penetrations will be corrected and
heating, ventilating, and air conditioning systems. recorded in the monthly maintenance
10.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4 log
. . . -11-13
The Maintenance Director will utilize ?
. ) ) the “2013 Life Safety Plan of
This STANDARD is not met as evidenced by: Correction Audit Tool” that has been
Baset on the observations and staff interview , .
during the tour on 8/5/2013 the following item developed to log all corrective actions
was observed as noncompliant, specific findings monthly, if necegsary. This report will
inciude: There were unsealed penetrations in .
the rated walla at the following locations. be reviewed at q.uarteriy Quaity
Assurance meetings for six months.
1. smoke wall in the atfic space near reom
number 31,
2. smoke wall in the attic space af the
TITLE (48] DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any deficlency staterent endlng with an asterisk () dunclas a deficlency which the institution may ;
y o : for nursing homes, iho findings staled abova are discinsable 50 days

nomes, the above findings and plens of correclon are digclosable 14
da avalishle to the faclity, If deficloncles are cited, an approved plan of cotpaction [ regquisile to continuad

other safeguards provide sufficlent protection ta the pationte, {See instruclions.) Except
follawing the date of survey whether or not a plan of cormetion ks provided. For nursing
days followlng the date theso documents sre ma
program participation.

be exouzed from correciing providing it Is determined that
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DEPARTMENT OF HEALTH AND HUMAN SERVICES PRIEJEE&A%%%%%?QS
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA MULTIPLE CONSTRUCTIO 3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: E‘ZB)UELDl';:Q; 04 - MAIN BUILDTNG 01 s )COMPLETED
348336 B, WING 09/05/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
118 LANE DRIVE
THE GRAYBRIER NURS & M
RETIREMENT CT TRINITY, NG 27370
(Xa) 1D SUNMIARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION ¥s)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
PEFICIENGY)
K 025! Continued From page 1 Ko25 K 029
administrative area.
CFR#: 42 CFR 483,70 The buildup of dust and fint in the 9-9-13
. .10 (a) : .
on chamber of the gas fired
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K 0zg| OMOusH B
§5=D dryers in the laundry was cleaned.

One hour fire rated consatruction {with 3 hour
fira-rated doors) or an approved automatic fire
extingulshing system in accordance with 8.4.1
and/or 18.3,6.4 protects hazardous areas. When
the approvad automatic fire extinguishing system
option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted,  18.3.2.1

This STANDARD is not met as evidenced by,
Based on the obseivations and staff interview
during the tour on 8/5/2013 the following item was
observed as noncompllant, specific findings
include: The facility had a buildup of dust and lint

in the laundry.
CFR#: 42 CFR 483.70 (a)

in the combustion chamber of the gas fired dryers |

There are no other combustion
chambers for dryers in the lavndry,
therefore there are no other areas that
would be affected.

The Maintenance Director and/or
Maintenance Assistant will check

monthly. A housekeoping employee
will be assigned to clean the
combustion chamber weekly as
directed by the Maintenance Director.

The Maintenance Director will utilize
the apnual “Cleaning Schedule” that
has been developed to log clean dates,
check dates, and initials of person(s)
clcaning and checking the combustion
chamber. Thig report will be reviewed
at quarterly Quality Assurance
Meetings through the end of calendar
year 2014,

and/or clean the combustion chamber N
for {he gas fired dryers in the laundry

8-9-13

5-9-13

9-11-13
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STATEMENT OF DEFICIENCIES 1) PRO “ P
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345330 B, WING . i 09/05/2012
NAME OF PROVIDER OR SURPLIER STREET AD[‘I ﬁm@ﬁmww I —
THE GRAYBRIER NURS & RETIREMENT G 116 LANE ORIVE
. MENT CT TRINJTY, NG 27370
001D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION E)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL COMPL
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) ”ﬁﬁé"‘ céﬁ’;‘;ﬂ;@%’;&éﬁgﬁ‘ﬁ -?g %?é‘ frg%%%a?frs DATE |
DEFICIENCY)
K 000§ INITTAL COMMENTS K 000 K 025
This Life Safety Code (LSC) survey was All penetrations to smoke barriers in 9-9-13
c?‘r;gug;eg as per The Code of Federal Register the 1. smoke wall in the attic space
a 483.70(a);, using the 2000 Exlsting ;
Health Care section of tive LSC and lts referenced neat room fumbsr 31 and in the 2,
publications, This faciiity is Type V (ll) protected smoke wall in the aftic space at the
Icor;;truction utifizing North Carofina Special administrative area were repaired with
ocking arrangements, and Is equipped with a T
complete automatic sprinkler system. approved fire rated caulk.
CFR# 42 CFR 483.70 () All other simoke barriers were checked 9-11-13
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K025/ to ensure there were no ungealed
§8=D penetrations present.
Smoke banlers are constructed to provide at
least a one half hour fire reslstance rating in ; H 9-11-13
accordance with 8.3. Smoke bariers may The_ Mamtenance-Dlrccto.r and/or
terminate at an atrium wail, Windows are Maintenance Assistant will make
protecied by fire-rated glazing or by wired glass monthly rounds to examine all smoke
penels and stoel frames. A minimum of two walls to ensure there are no unsealed
separate compartments are provided on each . findi . d
floor. Dampers are not required in duct penetrations. Any findings of unseale
penetrations of smoke barriers In fully ducted penetrations will be correoted and
heating, ventilating, and air conditioning sysfems. recorded in the monthly maintenance
19.3.7.3, 19.3.7.5, 19.1,6.3, 18.1.6.4 log
; . R 0-11-13
The Maintenance Director will utilize
'fh STANDARD & y the “2013 Life Safety Plan of
is STA is not met as evidenced by: ; »
Baged on the obaervaetions and staff interview Correction Audit Tool that. has b?en
during the tour on 9/5/2013 the following item developed to log all corrective actions
wals observed as nencompliant, specific findings monthly, if necessary. This report will
Include: There were unsealed penetrations in : T
the rated walls af the following locations, be reviewed at q.uarterly Quallty
Assurance meetings for six months,
1. smoke wall in the atlic space near room
number 31.
2. smoka wall in the aftic space at the
£
LABD Y DIRECTORS/OR P O\ADEWRESENTATW'S SKENATURE TLE {X8) DATE
~ N A} [y
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Any dqﬁolenci statemant ending with 81 Betarisk (*) donotez a deficlency which the instilution mals be excused from comrecting providing it s detarmined that
other safoeguards provida sufficlsnt protsction fo the patlents, (See Inshuctlons.) Except for nursing homes, the findings stated gbove ata discicsabls 80 days
fnltowing the dato of survey whather or not a plan of correction |3 provided. For nurslng hames, the whove findinga and plans of comaction are dlsclosable 14

days following the dals these documenls are made avalisble 16 the faclity, I deficlencles are clted, an approved plan of coivaclion Is raguilsite fo continued

program parlicipation.
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