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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 CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
345554 12/05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

631 JUNCTION CREEK DRIVE

ROVE
TRINITY G WILMINGTON, NC 28412

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENGY 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
DEFICIENCY)
F 000 { INITIAL COMMENTS F 000

The fagility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
l.ong Term Care Facilities (General Health
Survey). Event 1D YOK811.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcling 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 80 days
following the date of survey whether or not a ptan 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. if deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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J DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVIID
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STAYTEMENT OF DEFICIENCILS X1} PROVIDFERISUPPLIERICLIA (%2} MULYIPLE CONSTRUCTION (%3) DATE SURVEY
AND PI AN OF CORRECTION IDENTIFIGATION NUMBER: COMPLLIED
A BUILDING 01~ TRINITY GROVE
o L
345554 R WING ‘ 01/16/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDHLSS, CITY, ;‘I{Aéﬁ. ﬂm: °‘§°E
: : B 1 Z(>
TRINITY GROVE . 631 JUNCTION CREEK Drivel & 7013
WILMINGTON, NG 28412
P | SUMMARY SYATEMENT OF DEFICIENCGIES L PROVIDER'S PLAN OF GORRECTION %
PREFIX {FACH PEFICIENGY #UST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHQULD B COMPYETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
1 000 | INITIAL COMMENTS K goo| it accoss will be arranged so that exils
are readily accessible at afl times in
Surveyor: 27671 accordance with section 7.1. //5’ e
Thie Life Safely Code{l.SC) survey was i Cr el
. i order to fully comply with this
conducted as per The Code of FFederal Register standard, cmployces have been re-

at 42 CFR 483.70(a); using the New Health Care
sectlon of the LSC and its referenced
publications. This building is Type i {211)
construction, one story, with a complete
automatic sprinkfer system.

edycated as to the location and function
ol the maglock emergency release
switel,

In order to identily othor life safoty

The deficiencies determined during the survey issues having the potential to affect
are as follows: residents by & similar deficienl practice,
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038] a review of Lile Salcly guidelines has
§S=D heen included in the re-eduoation
Exit access is atranged so that exits are readily meetings.
accessible at all fimes in accordance with section
7.4 18.21 included with this POC is a meeting
schedule, course outline and ationdance
rpster.

. . In order (o ensure that {he delicient

This STANDARD 1s not met as evidenced by: practice will not vecw, the Divector of
E?auszg)fr:‘fgsiﬁaﬁons and staff interview al FaFi]iiy Scrvico§ will Ens;}ccl all sesident
approximalely 8:30 am onward, the following neighborhoods for compliance on a
iletns were noncompliant, specific findings monthly basis, and will conduct

include: when interviewed staff on where employce intorvicws during this
emergency release switchi was located for may | inspection to defermine employee

locks, staff did not have knowledge of [ocation of awareness and knowledge of guidelines.

switch al nurse station, , ) L
: In arder to menitor corrective action to

42 GFR 483.70(a} enswe that the deficient practice will not
reour, the Administrator will perform a
random check of employees on each
ncighborhood an a quartorly basis, and
veport the results to the QA Committee.
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Any do%rclonci staloment ending with ntaslarlsk (‘)?Rsnotus 3 doficiency wivich the instilution muy be excused from corecling pm\'idij(g itn's delermined thatl

olher shfegughds provide sufficlen prolection to the palienls. (See instructions.) Excop! for nursing hamas, (he findings stated above &re disclosuble 90 days
followin date of survey wislher of nel a plan of correction is provided, For nursing homos, (he above findings and plans of corratilon ure disclosable 14
days followlng Uhe dato theso documents are made svallabie Lo the facilly, Jf doficloncios are cited, an approved plan of correciion s requtstlo Lo continued

neogram pariicipation. - .
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