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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 c
345077 ' ' 03/15/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
26 SUNNYBROOK RD
KINDRED TRANSITIONAL CARE & REHAB-SUNNYBROOK
RALEIGH, NC 27610
(%4)1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFIGIENCY)
F 000 | INITIAL COMMENTS F 000
The facility is in compliance with the
requirements of 42 CFR Part 483, Subpart B for
Long Term Care Facifities (General Health
Survey).
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficiency statement ending with an asterisk (*} denotes a deficiency wiich the institution 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. If deficiencies are cited, an approved plan of correction is requisile to continued
program participation.
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EPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
OMB NO. 0938-0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (XS)(?S;F};SL:JTRE\:)E(
A A ER:
AND PLAN OF GORRECTION IDENTIFICATION NUMB A BULDING 01~ MAIN BUILDING 01
345077 8. WiNG 03/28/2012
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EHA 25 SUNNYBROOK RD
SUNNYBROOK HEALTHCARE & REHAB RALEIGH, NC 27610
X4} 10 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION (%5
;Rg)mx {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE cou;kfgww
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY) .
K 087 | NFPA 101 LIFE SAFETY CODE STANDARD K 067 Thls Plan of Correation & the cenper's credible
58=D . . N allegation of compliarce.
Healing, ventilating, and air condilioning comply _ .
with the provisions of section 9.2 and are instalied :mpnra‘tion va’rg:tlar Tcm" of this plan qtfb ca;;'scﬁmt
; H ' aes Not constitute admission or agreement by the
n accprd?nce Witb the manufactu re_r s provider of the truth of the facts aflegod or concludions
speclfications, 19.5.2.1, 8.2, NFPA S0A, set farth in the statement of deficiencies. The plan o
g G
18.6.2.2 vorriclion is propared md/or exeented solely becouse
HIs required by the provisions of federal and siate fow,
Lifo Snfety Tssue Az
. Waiver i3 requested.
This STANDARD is not met as avidenced by: LIfe Snfety Jarue B:
42 CFR 483.70{a} AllHYAC el §
i 3 SYStomns warg inppee OF propey
E_:,]y obisen{atlon on_BIztgi 2[_2?1 zj\pproxngxi_tefy noon operation, O unit did ot shug down upon activation
the fq r_owmg Heatmg,‘ entilating, and Air . of the fire alars, Ths HVAC unit will be gomeeied to
Conditionlng {HVAC) items were non-compliant, the fire nlarm in accordance with the upplicablo !
spacific findings include: ' vogulntions by an approved outside contmeter. Whiver
ia requested for additional 45 days due (o need for
{ i ; additiond] equipment required for appropriate ahut
A. Al the time of survey, the facility was using the down of dampers and HVAG systom with fire system.
corfldor as a relurn alr plenum. Note! If a waiver Will be in compliance by 06/26/12.
is requested, the provider must centify that the :
foltowing conditions are met: (1) Alr handling Life Safery laxuo C: P6/26/12
units must be equipped with Sm()ke, detectors. I, During detailed inspection, the rehum air sracke D662
(2} There must be a complele corridor smoke domper located 1o the lcft of the front lobby did not
detection system. (3) Smoke detectors must be cloge upor astivation of the fire alarm. The retumn nir
wired to the fire alarm system. (4} Flre alarm smoke damper urtit wilf be connested 16 thio firc alonn
s in secordance with the applicable regulations by an
system ".‘USt shut down all air handling unlts approved outside contractor, Waiver is reguasicd for :
when activated. sdditional 45 duys due to need for additional equipment
required for appropriate shut down of dampers snd :
] B. The HVAC system di¢ not shut-down-with-fire | HVAC system with fire systein, Will bein compliance
alarm activation, by 0612612, -
2. All other smoke dampers through eut the facility D6/26/12
. ) were inspected {0 cnmoo they operate preperly.
C. The smake damper in the wall did not close 3. The maintenance departmont will monltor the HYAC  [16/26/12
with fire alarm activation. The smoke damper in and smoke damper systama for proper oporation on a
the duct at the same location did not function and wockly basis. If indleated, cotrective action will be
s closed before and after fire alarm activation teken [mimediately,
wa : 4, Results of the weekly inspections and any comrective  D6/26/12
{first smoke wall {o the left of the front lobby, near action will be reported to the P{ Committes each month
the library) for the following sixty dayz. Both the HVAC and
dainper systems will continue to he inapected thereafter
a3 s& forth in our company preventative maintcnance
PIOELMED,
LABD ¥ DIRECYOR'S OR PROVIDERJSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATY
_ Ry Asdhe O] 57>
2fi 5 with an asterisi (I’) denotes a deficiency which the inslitution may be excused from correcting providing i is/delermlned {hat

other safeguards provide sulfiGient pratection to the patients. (Sec Instructions.) Except for nurslng homes, the findings stated ebove are disciosabls 90 days
following the gata of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclasable 14
days lolfowing the date these documents are made availabla {o the facility, If deficlencies are clted, an approved plan of coffection la requisite to conlipued
pragram padicipatlon. '
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