PRINTED: 10/01/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0321
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
345552 B. WING 08/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2005 SHANNON GRAY COURT
THE SHANNON GRAY REHABILITATION & RECOVERY CENTER JAMESTOWN, NC 27282
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EAGCH DEFICIENCY MUST BE PRECEDED BY FHLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
No deficiencies were cited as a result of the
recertification survey on 9/26/13. Event |D#
HE8O11.
LABORATORY DIRECTOR'S OR PROVIDER/ISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for aursing 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 avaitable te the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program pardicipation.
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f PRINTED: 10/26/2013
DEPARTMENT OF HEALTH AND HUMAN SERVICES _ § FORM APPROVED
_ GENTERS FOR MEDIGARE & MEDICAID SERVICES RN OMB NO. 0938-0261
STATEMENT OF DEFICIENCIES (41) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE GONSTRUCTION : X3) DATE SURVEY
AND PLAN OF CORRECTION |DENTIRICATION NUMBER: A BUILDING 0% - THE SHANNON GRAY COMBLETED
REHABILITATION & RECOVERY
245552 B. WING 10/24/2013
NAME OF PROVIDER OR SUPPLIER STHEET ADDRESS, OITY, STATE, ZIP GODE
2005 SHANNON GRAY GOURT
THE SHANNON GRAY REHABILITATION & RECOVERY CENTER AMESTOWN, NC 27282
o SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION pe
PREFIX {BAGH DEFIGIENGY $4UST BE PRECEDED PY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION;) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY}
K 000 | INITIAL COMMENTS K000 A Malntenance Director Identiflad
the problem belng lack of 11/21/13
K 076 NEPA 101 LIFE SAEETY CODE STANDARD K076 storage for empty/used oxygen

88D , canisters and staff placing
Madical gas storage and adminisiration ereas are

protected In accordance with NFPA 98, canisters in the wrong rack. We
Standards for Health Care Facliities, have two axygen starage aréas

that have distinct storage for
{2) Oxygen storage locations of greater than d
3,000 cu.f, are enclosed by & ona-hour empty and full oxygen
separation, canisters. Adequate storage

has been accompiished by

{b) Locatlons for supply systems of greater than

3,000 cu.ft, are vented to the outside, NFPA 99 purchasing two new storage
4311.2,18.3.24 racks which were delivered on
10/24/13,
| ris STANDARD Is rot el orced by Signs have been laminated and
TE'lt_\e::smeczi on obs}:gal?ogoo? ﬁfz?ﬂ% aatnce Y posted on the storage racks
approximately 8:00 AM onward the following specifying the ampty and full
deficiencles wera noted: canisters. In-servicing wilibe

4} In the oxygen storags room in {Hearlland)

wing full and empty oxygen cylinders were stored completed with nursing,

togelher. If stored within the same enclosure, “malntenance, hguéekeepgng
emply cylinders shall be segregated and N
degignated (with signage) from full cylinders. and administrative staff
Empty cylinders shail ba marked to avoid regarding facllity process for
coifusion end delay if & full cylinder Is needed _
hurbiedly. [NFPA 89 4-3.5.2.20(2)] storage of oxygen tanks. In
- servicing wiil be completed by
K144 :Jz;g:?:fis.l;% SAFETY CODE STANDARD Wednesday, November 13 and
sgm . ARD K144 will be provided semi-annually
Generators are Inspected weekly and exercised as well, t
under load for 30 minutes per month in E
acoordance with NFPA 98, 3.4.4.1, l
i
VABORATORY DIRECTORS OR PROVIDEFUSUPPLIER REBRESENTATIVE'S SIGNATURE _ TLE (X6 DAYE
C%&#{)‘ Qﬂ/fﬂfﬂﬁ‘ﬂ;‘ﬂ_ﬁf : /- 543

Any deficiency staizmen! ending with an asterisk (*} denotes a deficlency wiich the instilulion may ha excused from comeciing pioviding it is delermined thal
other safeguards provide sufficlent protection to the pallents, {Sea nslrictlons.} Except for nurelng homes, the Tindings staled abave are disclosatle 90 days
followdng the dala of survay whather or ot a plan of correction: Is provided, For aurelng homes, tha above Aindings and plans of coneclian gre distlosable 14
days Iollw:?c;helgile thase documents are made avaliable s the iclily. If deficlencles are clted, an approved plan of carrection is requisite ta confiniad
program pariicipatan, ‘

i e tRmn——— o —
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. §B38-0381
STATEMENT OF DEFICIENCIES (%1} PROVIDER/BUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {43} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMHER: A BUILDING D1 - THE SHANNON GRAY COMPLETED
, REHABILITATION & RECOVERY
345552 B.WING : 10/24i2013
NAME OF PROVIDER OR SUPPLIER . SYREET ADDRESS, OITY, BTATE, ZIP CODE
2005 SHANNON GRAY COURT
THE SHANNON GRAY REHABILITATION & RECOVERY CENTER JAMESTOWN, NG 27262
0 SUMMARY STATEMENT OF DEFICIENCIES m 1 PROVIDER'S PLAN OF GORREGTION G
PREFIX : {EACH DEFICISNCY MUST 8E PRECEDED BY FULL PREFIX . {EACH CORRECTIVE ACTIDN GHOULD BE  COMPLY, HON
TAG .  REGULATORY OR LEC IDENTIFYING INFORMATION} TAG cnoss-aevaneggz% 1'2:': 'GT‘I‘-'!)E APPROPRIATE B
1
K 144 Conlinued From page 1 K144 Maintenance Director or

 This STANDARD s not met as evidanced by:
Based on chservation on 10/24/13 at

" approximately 8:00 AM onward the following

" daficiensies were noted.

, 1) When tesling the emergency generator the

; tima to transfer farm normal power to connected
amargency powsr exceeded the 10 seconds.

. Time to transfer for normal to emergency

" gonnected load to greater than 14,6 seconds.

" 42 GFR 483.70

|
!
3
t

t designee will monitor 1o

: ensure compliance by chacking
1 oxygen storage areas dally x 4
waeks, weekly x 3 months and
: then random quarterly audits
by adminlstrative or
maintenance employees.
Resylts will be reported to the
guarterly QA committee by the
Malntenance Director.

The maintenance director will
i utitize the "2013 Oxygen
Storage QA Tool” that has been
‘  developed tolog all findings

© and corrective actions if
necessary.

8, To correct this problem, the
"delay time" has been reduced
to ensure time to transfer from
normal power to connected
emergency power is within ten
seconds.

11/21/13

13

t
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPRQVED -
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIERICLIA {¥2) MULTIPLE CONBTRUGTION {A3) DATE BURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER- A BUILDING 01 - THE SHANNON GRAY COMMLETER
RENABILITATION & RECOVERY
345552 B, WING 102472013
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, SYATE, ZIP CODE -
2005 SHANNON GRAY COURT
THE SHANNON GRAY REHABILITATION & RECOVERY CENTER J AME_STOWN. NG 27282
wayo . SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION i
PREFIX {EACH DEFICIERCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE CUMPHE 130
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) COTAB cnoss-ﬁEFenEggglg ;}rﬁg {1} %E APPROPRIATE pAIY
: .%
bR 1a4)

K 144. Continued From page 1

Tiis STANDARD is not mat as evidenced by:
Based on observation on 10/24/13 al
approximately 8:00 AM onwerd the following
deficlencles wera noted;

1) When testing the emergency generator the
* time %o transfer form normal power {o connected

smergancy power exceeded the 10 secands.
Time to transfer for normal lo smergency
connecled lord to greater than 11.5 seconds.

42 CFR 483.70

Maintenance Director will test
the generator weekly x4 and
monthly thereafter, recording
amount of time to transfer from
normal power to connected

emergency power,

The malntenante director wiil
utilize the 2013 Generator QA
Tool” that has been developed
to log ali findings and corrective
actlons If necessary,

This report will be reviewed In the
quarterly QA meating
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