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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/GLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING
345153 08/16/2012
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CHTY, STATE, ZIP GODE
820 KLUMAC RD
LUTHERAN HOME AT TRINITY OAKS SALISBURY, NC 28144
(X4) ID 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 INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
F 000! INITIAL COMMENTS F 0G0
The facility is in compliance wih 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 deficlency which the instifution may be excused from correcting providing it is determined that
other 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 facility. !f deficlencies are cited, an approved plan of correction Is requisite to continued
program participation.
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}S\I'ATEMENS ogoomclewmss (%1) PROVIDER/SUPPLIER/CLIA PMLLIRE (X3) gghrmea fé@éEY
D FLAN OF CORRECTION IDENTIFICATION NUMBER: MRIING
CEONHAKENLDING 01
345153 BhNG 09/05/2012
NAME OF PROVIDER OR SUPFLIER S$T2%EET ADDRESS, CITY, STATE, ZiP CODE
LUTHERAN HOME AT TRINITY OAKS SABRUKLLIVAG
RYF,D NC 28144
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDERS PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAE
DEFICIENGY)
K 000} INITIAL COMMENTS K 000

This Life Safety Code (LSC) survey was
conducted as per The Gode of Federal Register
at 42 CFR 4883.70(a); using the 2000 Existing
Health Care section of the LSC and its
referenced publications. This facility has two
different buildings, Bullding number 1 is Type 2
(222) protected construction, and is utilizing
North Carolina Speclal Locking arrangements,
The facility Is equipped with an automatic
sprinkler system.

CFR#: 42 CFR 483.70 (a)
K 062| NFPA 101 LIFE SAFETY CODE STANDARD K 062
SS=E The sprinkler head in question was {9/6/12

Required automatic sprinkler systems are A
continuously maintained in reliable operating inspected and cleaned. Annual

condition and are inspected and tested sprinkle inspections are conducted
periodically.  19.7.8, 4.6.12, NFPA 13, NFPA and required maintenance is
25,975 performed. All other sprinkler heads

were checked and meet code.
Quarterly inspections are conducted

This STANDARD is not met as evidenced by: by the Maintenance Department to
Based on the observations and stalf interview ansure compliance.

during the tour on 9/5/2012 the facility has a
quick response sprinkler head In the soiled utility
room on the A-B wing that has pain! overspray on
the bulb.

CFRit: 42 CFR 483.70 (a)
K 072{ NFPA 101 LIFE SAFETY CODE STANDARD K Q72
88=D
Means of egress are continuously maintained free
of all chstructions or impediments to full instant
use Ifthe case of fire or other emergency. No
furnispings, decorations, or other objects obstruct

FAY 2
LABCRATORY DE% OR (ROWPHESENTAT[VES SIGNATURE ﬂ( TITLE \ D(SI\DATE
o, v Qraskiake- Q) T

i

Any deflelency s ‘ralemam ending \w}ﬁ asterlsk {{ denoles a deficiency which the instliutlon may ba‘ excused from corracling providing it is déﬁarmmed ihat

other safequards provide sulliclent préjaction 1o the palients, (See Instruciions.) Excepl for nursing homes, the lindings stated above are disclosable 90 days
following the dale of survey whether ¢¥ not a plan of correctlon is provided. For nursing homes, the above findings and plans of correclion. are disclosable 14
days following the date these documents are made available to the faciiity. It deficioncies are cited, an approved plan of corractfon is requisite lo continued

program participation.
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exits, access to, egress from, or visibility of
exits. 7.1.10

This STANDARD is not met as evidenced by:
Based on the observations and staff interview
during the tour on 9/5/2012 it was determined
that the facllity had two janitor closets that
opened into the corridor, these doors did not
open 180 degrees flat to the corridor wall nor had
a door closure installed to automatically keep the
door closed after being opened.

The locations are: Service hall janltors closet and
the janitors closet on the adminisiration hallway.

CFRi#: 42 CFR 483.70 (a)

STATEMENT OF DEFICIENCIES (%1) PROVIDER/SUPPLIERICLIA PeMLIRE X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AINE  coeroniaT COMPLETEDR
BISTRE oivG o1
345158 BANG 0910512012
Nﬂwﬁfﬁ%\f\?ﬁﬁ}%ﬁfﬁﬂfﬁmfw OAKS STREET ADDRESS, GITY, STATE, ZIP CODE
820 KLUMAG RO| SALISBURY,NC28144
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES P PROVIDER'S PLAN OF CORREGTION {5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
The facility removed the 6 inch 9/6/12
K 072} Continued From page 1 K 072 thandrails beside the janitors closet

on the Administration hall and D
wing janitor closet door. The doors
are able to be openedi80 degree
flat,

On the service hall door, the door
stop was removed which allows a
180 degree flat.

Monthly safety rounds are

to ensure access to egress meet
compliance and code. Those
findings are reported to the safety
committee and corrective action is
taken when required,

conducted by the Safety Committee
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INITIAL COMMENTS

This Lite Safety Code (LSC) survey was
conducted as per The Code of Federal Register
at 42 CFR 483.70(a); using the 2000 Existing
Huaalth Care section of the LSC and its
referenced publications. This facllity has two
different buildings, Building number 2 1s Type 2
(222} protected construction, and is utifizing
North Carolina Speclal Locking arrangements.
The facllity is equipped with an automatic
sprinkler system,

CFR#: 42 CFR 483.70 (a)
NFPA 101 LIFE SAFETY CODE STANDARD

Doors protecting corridor openings In other than
required enclosures of vertical openings, exis, or
hazardous areas are substantial doors, such as
those constructed of 1% inch sofid-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklered buildings are only
required to resist the passage of smoke, There Is
no impediment to the closing of the doors. Doors
are provided with a means suitable for keeping
the door closed. Dulch doors meeting 19.3.6.3.6
are permitted.  19.3.6.3

Roller latchas are prohibited by CMS regulations
In & health care facliities.
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| i PRINTED: 09/10/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES } FORM APPROVED
EVIES i OMB NO. 0938-0391
T
STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIERVCLIA oG | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ‘fk“'g@'ﬂ COMPLETED
2 DINER 02
N BRG ' .
X 345153 !l 02/05/2(012
NAME OF PROVIDER OR SUPPLIER STAEET AZJEF £sd, CHilY. STATE, ZiP
CODE BRO|KLUIMAT AD
LUTHERAN HOME AT TRINITY QAKS S ALIS@U v, NG 2B144
(X&) 1b SUMMARY BTATEMENT OF DEFICIENGIES o ! _FHOV|DERIS PLAN OF CORRECTION %)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFEX é‘*a CH CORBECTIVE ACTION SHOULD BE - L]
TAG AEGULATORY OR LSO IDENTIFYING INFORMATION) TAG CROBY-REFE .gg'%gléﬁ g;i)E APFROPRIATE
K 018 | Continued From page 1 K018 [The ifacliity i :sta‘led a closing
mechdhisin Was[installed which is  [9/10/12
This STANDARD Is not met as evidenced by: an alstidgal dh tHe upper half of the
Rased on the observations and staff interview sl
during the tour on 9/5/2012 the following item - WR"’“ fl"“ tef ‘Oéhe ".’W‘aglh’“;"
was observed as hongompliant, specific findings wheh giosing ’[:e Qor s anle 10
include: The dutch door for the VCC unlt nurses be closed with ofie motion.
station was not able o be closed latched and !
sealed with one motlon of the hand,
NOTE: Dutch doors shall be permitted whare
they conform 10 19.3.6.3.6 Int addition, both the
upper leat and lower leaf shall be equipped with
& latching device, and the mesting sdges of the g
uppert and lower leaves shall be equipped withs ]
an astragal, a rabbet, or a bevel. (NFPA 107 i
~ 19.3.6.3.6)
i
CFR#: 42 CFR 483.70 (a) ;
i
f
' i
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! PRINTED: 06/10/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APFPROVED
RE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICLIA tQMITRE x3) DATE SURVEY
AND PLAN OF CORRECTION ( )EDENTIFICATION NUMBER: ARG L COMPLETED
AEERN biG o1
7 345153 BVG 09/05/2012
NAME OF PROVIDER OR SUFPLIER s;ﬂ%esrp.b Crf¥, STATE, ZIF CODE
LUTHERAN HOME AT TRINITY QAKS SN BH N H )NC L 81k4
SUMMARY STATEMENT OF DEFICIENCIES IDEJS PLAN OF CORREGTION 8).
é’é‘gp’& (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFFX H %m CTIVE ACTION SHOULD BE WM&%E"“
TAG REGULATORY OR LBG IDENTIFYING INFORMATION) TAG Gh FERENCED TO THE APPROPRIATE
DERCIENCY)
K 000/ INITIAL COMMENTS K 000
This Life Safely Code (LSC) survay was
conducted as per The Cade of Federal Register
at 42 CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its
referenced publications, This facillly has two
different buildings, Building number 1 1s Type 2
(222) protected construction, and is utilizing
North Carolina Special Locking arrangements.
The facility is equipped with an automatic
sprinkler systsm.
CFA# 42 CFR 483.70 (8)
# 062| NFPA 101 LIFE SAFETY CODE STANDARD K 082
/TN SSsE by ; 19
Required automatic sprinkier systems are The \ie ;heféd n gu;sﬂon \;\ras o/6/
continuously malntairied in rellable operating insp ang cleaned. Annua
condition and are inspected and tested SPIir spctlcms are conducted
pariodically.  18.7.6, 4.6.12, NFPA 13, NFPA and Irdl edimaintenance Is
25,8.7.5 perforiried. il other sprinkler heads
wer: keft and meet code.
' Quapdily insgections are conducted
This STANDARD Is not met as evidenced by: WM4 ntghance Department to
Based on the observations and staff Interview ensurd comdliance.
during the tour on 9/5/2012 the facllity has a
quick response sprinkler head in the soiled utility
room on the A-B wing that has paint overspray on
the bulb,
CFRit 42 GFR 483,70 (a)
K O072| NFPA 101 LIFE SAFETY CODE STANDARD K072
88=D :
Means of egress are continuously maintained free
of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
fumishing decorations, or other objects obstruct !
[CABORATORY mn?o 5 OKPHWSENTATWES SIGNATURE : . . {15} DATE
MLR . 52 1?(52*”/' : 9‘¢v1>~4¢ifacikfe;ta
Any deflclency siai‘oment ending with storisk () denotes a deflclency which the institution may bH dxal correcting providing it is determined that
77w sataguards provide sulficlant ptojéctlon to the patlents. {Seae instructions.) Excopt for nursid g me ngs stated above are disclosabln 80 days
xing the date of survay whetherlof not 4 plan of correction Is provided, For nurging homes, tHe :we nd plans of corraction ate disclosable 14
aays following the date these documonts are made avallabls to the facitity. If deflclenclos are crte . H ap n of sorrection I3 requisite to continved
program patileipation. ﬁ ID
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PRINTED: 09/10/2012
DEPARTMENT OF HEALTH AND HUMAN BSERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0391
STATEMENT OF DEFICIENGIES %1) PROVIDER/SUPPLIER/CLIA PLIRE (063) DATE SURVEY
AND PLAN OF CORRECTION ( )IDENTlFlCA’HON NUMBER: AIDNG (G o1 COMPLETED
~~
. 345153 BAR, 0910612012
PGP RERRT RS WP ey oaks STREET 4D ATE, ZIP CODE
820 KLUMAC RD i
X4) 1D SUMMARY STATEMENT OF DEFICIENGIES 1D AN OF CORRECTION sy
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX VE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG %,‘éﬁ g;l)a APPROPRIATE DATE
ved the 6 Inch 9/6/12 -
K 072 Gontinued From page 1 K072 de|the janitors closet
exits, access to, egress from, or visibllity of stration hall and D
exits. 7.7.10 sét door. The doors
ogenedi180 degree
This STANDARD is riot met as evidenced by: On t iges hall door, the door
Based un the observatlons and staff interview Stop ibvad which aliows a
during the tour on 9/5/2012 It was determined 180
that the facility had two janitor closets that
opened into the corrdor, these doors did not
open 180 degtees flat to the corridor wafl nor had Mon] Il rounds are
a door closure Installed to automatically kesp the ilthe Safety Committee
door closed after being opened, :I hsd to egress meet
. The locations are: Service hall janitors closet and c‘on‘?bl' ‘ d tode. Those ;
' the fanitors closet on the administration hallway. findih pparted to the safety
com}q 1K corrective action is
CFR# 42 CFR 48370 (a) takeh quired,
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