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F 871 | 483.35{i) FOOD PROCURE,
55=p | STORE/PREPARE/SERVE - SANITARY

The facllily must -

{1y Peacure food from sources approved or
considered satisfaciory by Federal, State or local
auihoritles; and

(2) Slore, prepare, distibute and serve food
under sanitary conditions

This REQUIREMENT Is not mef as evidenced
by

Based on observalions and stalff Inferviews the
facllily faited fo malnlaln sanltary conditions In the
kifchen by failing to keep food praparation
equiprant {the convection oven, five stear: lable
pans, Ihe lowerator, the fce machine, tive cooks
feach In, double oven door handles and a
praparation lable shelf) clsaned to desiroy
polantial disease carrying organlsms and lo
prevent the hatboring of pests and insacls.

The findings include:

During the initiat kilchen tour on 8/30/11 at 9:50
Al the convection oven which s used for baking
and roasting was observed to have four white
dried food pariicles approximatsly ¥4 Inch In
diameter and multiple black spols of burat food
parilalas on the bottom of the oven. The front
ledgs of the convection oven was observed o
have a black build up of sticky substance located
inslde the open oven door ledge,

During an observatlon of the kitchen on 8/31/11
at 10:16 AM five of six full size sleam table pans

This plan of correction is submilted as
F3M vequired by State and Federal law. The
provider mainiaing  that  the  alleged
deficiencies do  not  indvidually  or
collectively feopardize the health and safety
of the residents, nor are they of such
character so as o Hmit the providers’
eapacity to render adequale care,

Tag F 371 483.35(1)

1. Toms identified during recerlification
inspection wete corrested immediately by
the Kitchen Manager and Direstor of} 9/23/2011
Dictary Services, ’

2. A new sanitation checklist was developed
by the Director of Dictary Services and a
full inspection done to ensure entire kitchen
meets sanitation requirements,

3, Directed inservice training on sanitation,
cleaning schedules, aud aiso proper drying
and storing of equipment has -been
conducted “by the Divector -of Dietary
Services with ail Dietary employees,

4, A detailed sanitatlon Inspection wiit be
corpleted weekly for 3 months and at least
monthly going forward as part of owr
ongoing Quality Assmance program by
either the Direotor of Dietary Services or the
Kitchen Manager.

Completion dato: September 23, 2011

Mﬁowﬁcﬁlﬂ'ﬁ DR PROW?S@UER REPRESENTATIVE'S SIGNATURE
W . %ﬁ

nLE (X6} DATE

AOMIISTRATOL, 9/}4/}!

Any deficlency staternent ending with an astordsk () denomsfﬁa-de%encywmm tha Institution may ke excused from correcting providing it Is delarmined that
other saleguards provide sufiiclont protection fo the pallents. {See Instructions.) Excopt for nuesing homes, the findings stated abova are dlsclosable 80 days
followling the dale of survey whether of nata plan of corraction Is provided, For nursleg homes, Lhe abiove findings and plans of cotraclion are disclosable 14
days folowing the dale these documents are made avaiiahls to the factiy. It defictencles ara cilod, 2n approved plan of correction Is raquisite 1o continuedd

program patticipation,
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Conlinued From page 1
ware observed stored waet for service.

Dusing a second obzervallon on 8/31/11 at 11:06
AM the lowsrator locatad bahind the fray line was
ohservad wilh a 3 inch by 3 inch yellow green
food parlicle smear on the front slde of lowerator,
On the narrow side of the lowerator six dried drips
of a milky substance approximately four to eight
inches long were obsarved. The fop of the cooks
reach in located to the left of the lowarator was
observed lo have a thin film of dust and dried
foorf parficles. The front 7ight side of the lce
machine was observed lo have a 3 inch wide
drled drp of & red color substance which began
at the door of the ice machine and ran
approximalely three faet down towards the base
of the ice machine. The convaciion oven was
observed {6 ba In the same condiilon.

During an obsemvation of the kitchen on 9/01/11
at 9:45 AM the double oven doors ware observed
wilh & slicky film covering both handlas. A
preparatlon table located near the kilchen office
was observed to have a heavy layer of leod
crumbs and food residue stored on the middle
shelf where slde dishes were stored for seivics.
The convaction oven which Is usad for baking
and roasling was observed fo have four white
dried food pardicles approximately ¥ inchin
diamater and mullipte black spots of burni feod
particles on the botiom of the overn. The front
ledge of the convection oven was observed to
have a black bulld up of sticky substanca localed
Inside the open oven door. Tha lowerator located
bahind the fray line was obsorved with a 3 inch by
3 Inch yellow green food particls sinear on the
front side of lowerator. On tha narrow side of the
loweralor six drled drips of & milky substance

F 371

FORM CMS-2607(02.05}) Pravious Varslons Obsolete

Evant ID:G4RY 1

Facitty ID; 923333

\f coniinualion sheet Page 20f3



PRINTED; 08/08/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
GENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X4) PROVIDER/SUPFLIERICLIA £42) MULTIPLE CONSTRUCTION {X23) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A pUILBING
345608 B.WNG 09/01/2011
HANME OF PROVIDER OR SUPPLIER STREET ADDRESS, 0ITY, STATE, 2IP CODE
760 SOUTH HOLDER ROAD
WHITESTONE A MASONIC AND EASTERN STAR COMMUMTY GREENSBORO, NG 27407
o4} D SUMMARY STATEMENT OF DEFICIENCIES ! PROVIDER'S PLAN OF CORREGTION 5
PRESIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFERENGED TO THE APPROPRIATE DATE
DEFICIENGY}
F 371} Conlinued From page 2 F 371
approximately four {o sight inches long were
ohservad. The lop of the cooks reach in located
to the left of the lowerator was observed to have
a thin film of dust and dried food parliclss, The
front right side of the ice machine was observed
to have a 3 Inch wlde dried dilp of a red color
substance which bagan at the door of the ice
machine and ran approximately lhree fest down
to the base of the ce machine,
in an interview with the Food Service Director on
901111 at 3:55 AM, he Inclcated, " ) will add
these areas lo my ulllity guys ' waekly cleaning
schedule. | would expect staff to wipe ihase areas
down. We had an In-service yeslerday regarding
aliowing the pans lo complately air dry before
slorlng,
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K 012 | NFPA 101 LIFE SAFETY GODE STANDARD Kotz Tag K 8§12
$8=F ) ,
Building construction type and helght meets one The seams {expansion joinis) in L0/
of the following. 19.1.6.2, 19.1.6.3, 18,1.6.4, the ceillug in the identified arens :
19.3.5.1 will bo repuired by 1171017,

‘The lead mechanie will check all
¢eolling scamy (expansiott joluls)
in the nursing center 1o ensure all
are seeyrs by 10721411,

This STANDARD s tot met as svidenced by: Y

Based on Obsequﬁﬂn an F”day o201 . All colling seams (@Xp?lDSiUEi
botween 8,00 AM and 1:00 PM the following was Joitts) will be repaired and
rioted: ' ' seoured by 11710711,

1) Throughout the facility the seams (expansion . .
joints) in the celling that is part of the one hour The Lead meohuntc will monitor

the condition of the colling seams
(oxpansion joints_ In (he health
centor quarterly thon our Quality

celling assembly wera not secured and
maintained In good condition.

42 CFR 483.70(a) : :
K 029 | NEPA 101 LIFE SAFETY CODE STANDARD KO20|  poaranco Drogram fo onsro
Ss=F| - ‘

One hour fire rated construction (with 4 hour “Tag K 029

fire-rated doors) or an approved automatic fire

extinguishing system In accordance with 8.4.1 Self closing deviess have been

andfor 10,3.5.4 prolects hazardous areas. When instetled on the facility seevico . 10721411

the approved automalic fire extingulshing system sforage roomy, the storage closut '

optlon Is used, the areas are separated from in the cinic aves, equipment

other spacos by smoke reslsting partitions and  storuge closef 450 corridor, and

doors, Doors are salf-closing and non-rated or i*“;’lfl}gg:’ég(:ﬂﬂnl starage closet

iy T,

fiold-applied protactive plates that do nol exceed
42:2’({&1:(? fror?gff%ezbfﬁom of the dvor are ‘The lond mechanio ks checked
p ! s VR 7 alt storage nteas of the wirsing
facillty to onsure all oiher storage
areas dre equipped with the
required soff closlng davices,

This STANDARD [s not met ag evidenced by: The lead mechanic will monitor

Based on ohservation on Friday 7/10/2011. theso deor closures quarterly with
between :00 AM and 1:00 P the following was our Quality Assutance progmun
noted: to ensure compliance,

‘AWWUWWS SIGRATURE TITiE R BATE
= y - . ]
P %mwmsfmﬂl&a(_ /a/r,?a/ 7

Any daflclancy statornent ondlag with an astorisk (‘)\dtma!esB defleloncy which tha institiilon may be excusod from corsating proviaing it s y(ctermv{ad that
ather safeguards provide sufficent proteetion to e patlents. (Sea Mstructions,) Exeapt for nursing homes, the findings staled sbove ure disclosuble Y0 days
following the dato ef sunvay whether of nol a plun of correctlon & provided, For aursing homes, the above fladings and-plany of ¢ormection are dlaclosable 14
days following the duty these docurnants are made avellable to fhe facliity. If doflclencles are cited, un approved plan of corraclion Is raqiisite fo Guptinued

programm perigipation. &?df;
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PREFIX
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K 029

K038
858=D

{ installed, tested, and maintained In accordance

Continued From page 1

1) The facllity service storage room corridor (77A)
was not self closing,

2} The storage closat In the clinic area was not
equippad with a self closing device.

3) Equipment storage closet # 50 corridor door
was not equipped with a self closing device.

4} The activily room storage closet corridor door
was not equippad with a self closing devics
(Located next to seiled Inen room #71)

42 CFR 483.70(z) ,

NFPA 101 LIFE SAFETY CODE STANDARD

Exit access is arranged 50 thal exils are readily
accessible at all fimes in accordance with section
7.1 1921 :

This STANDARD is not et as evidenced by:
Based on ohservation on Friday 7/10/2011 .

between 8:00 AM and 1:00 PM the following was
noted:

1) Staff members when questioned at the Rose
nurse station and in the Demantia unit was not
familtar with the master overrde swilches for the
mag lock doors in the facility.

42 CFR 483.70(a)

NFPA 101 LIFE SAFETY CODE STANDARD

A fire alarm system required for iife safety is

wih NFPA 70 National Electilcat Code and NFPA
72. The system has an approved maintenance
and testing program complying with appiicable
requirements of NFPA70 and 72. 8.68.1.4

K020

K038
Tag K 038

mug lock doors.

K052

Staft fralning will be done by the
Administeator and Director of
Nursing to edueato on the
location and function of the
master overrido switches for the

Speeific training on this will bo
ndded by our Staff Development
Coaordinator o our orlentation for
new einployess,

Quasterly monitoring of stafl
knowledge witl be done by our
Staff Development Courdinator
10 enswe ongoiing knowledgs,

1110711
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K 052 | Gontinued From page 2 K 052 Tag K 052
The visunal notification devices 102171
for the fire alaon system in the
Dementia Unit have been
repaired (10/19/11),
All visual notification devices for
the fire alarm sysfem in the
: nursing facility have been
. . checked by an outside confractor
Thls STANDARD ig not met.as evidenced by: and our lead mechanic to ensure
Based on observation on Friday 7/10/2011, proper operation,
between 8:00 AM and 1:00 PM the following was
noted. o ) The lead mechanic will monttor
1) The visual nofification devices for the firg alarm and test that all visual notification
system in the Dementia Unit did not operale devices are working properly
when testing the fire alarm system. monthly in conjunction with cor
42 GFR 483.70(a) Qualily Assurance program,
‘K067 | NFPA 101 LIFE SAFETY CODE STANDARD Kos7
58=D Tag K 067
Heating, ventilating, and air conditioning comply €
with the prOViSlunS of section 9.2 and are installed The smoke duct detector located
in accordance with the manufactures's in the HVAC unit in the Attic on 10/19/11
spacifications,  19.8.2.1, 9.2, NFPA 90A, 400 hatl had been cleaned,
19.5.2.2 ’ (1011971 1)
All of the smoke duct detectors in
the attic were inspected snd
cleangd by the lead mechanic,
. i , (10/19/11)
This STANDARD is not met as evidencad by:
Based on observation on Friday 7/10/2011 This will be menitored quarterly
between 8:00 AM and 1:00 PM the following was in conjunction with our Quality
noted: Assutance program by the lead
1} The smoke duct detector located in the HVAC mechanic,
unit In the Aitic on 400 hall was not clean and
maintained Ih good condition)
42 CFR 483.70(a)
K 1441 NFPA 101 LIFE SAFETY CODE STANDARD K144
SS=F :
(Generators are inspected weekly and exercised
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K 144 Continued From page 3 K144 TagX 144
under joad for 30 minutes per month In .
p . : 1) The documentation for the 11715711
accordance with NFPA 98, 3.4.4.1, monthly Toad fest for the
gonerator witl inclade the percent
rate loaded and the temperature
rise. (10/31/11)
The fead mechanic will sudit the
documentalion for the monthly
generator tests and mounitar thry
the quality assurance process,
This STANDARD 1s not met s evidenced by: ot nt somulnton by
Based on observatlon on Friday 7/10/2011 Nowarbor 15 2011,
between 9:00 AM and 1:00 PM the following was '
hoted: ) . This test will be done annually as
1) Documsntation for monthly load test was part of our proventative
conducted without recording percent rated load or maintenance progtam and
temperature rise. A load bank test had not been monitored by the lerd mechanic
completed within the past year. thrn our quality assurance
- Program {0 ensme CUJI‘IpHﬂIICC‘
NFPA 110 6-4.2.2 (1999 edifion) Dissel-powered
EPS installations that do not meet the 2) The transfer switch will be
requirements of §-4.2 shall be exercised monthly replaced with a new switch, LAY
with the available EPPS load and exercised :
anhually with supplemental loads at 26 percent of Monthly gencrator tosts will now
nameplate rating for 30 minutes, followed by 50 be dono by flipping the clectricat
percent of nameplate rating for 30 minutes, :_’“’akf"’ and f?lfc?"g a tost of tho
followed by 75 percent of nameplate rating for 60 o tohos along with the
mlnutes, for a fotal of 2 continuous hours, (load b :
bank testing) The Iead mechanie wiil monitor
. these tests monthly thry our
2) The emergency generator did not transfer joad qpuality assuranee program,
1 within 10 seconds when tosted on Automatic
Transfer Switch #1 (ATS #1). The transfer switch
(ATS #1) during the survey would not switch back
into normal condition automatically but stoppead
midway through leaving the facility without any
power on emergency ¢ircuit for a.short period of
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2) The medicatlon refrigeratorin the clinfc area
was not connected to emergency power,
42 GRT 483.70(a)

) BUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORREGTION (X6
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQO THE APPROFRIATE DATE:
. DEFICIENGY)
K 144 | Continued From page 4 i 144
time. '
42 CFR 483.,70(a)
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147 Tag X 147
88=E .
Electrical wiring and equipment is in'accordance 1) 'The power s:rips have i;ucn .
with NFPA 70, National Electrical Code. 9.1.2 removed from the beauty shop gs
well as resident rooms 602 and
612,
Residents will be reminded by
This STANDARD s not met as evidenced by: the Adntinistrator af the
Based on observation on Friday 7/10/20114 November Resident Meetings
belwaen 9:00 AM and 1:00 PM the folfowing was that these types of devices are not
noted: , ‘ permiited and assistance given to
1) In resident room 602, 612 and in the beauty remove any other devices found,
shop surge protector/multl outlet power stifps
wsre found o be it use for lights and other
equipment 2) TcS‘firlg was (ianc of the 10/{9/[ [

power outlets in the clinic area
and one was identificd as an
emergency outlel, It was not
propesly lnbelod with a red cover
and this was corrected
immediately and the refiigerator
plugged info the cmergency
outlet.
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