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PEMBROKE CARE AND REHABILITATION CENTER 390 E WARDELL DRIVE
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{X4) 1D SUMMARY STATENMENT OF DEFICIENCIES ] PROVIGER'S PLAN OF CORREGTION %5
PREEIX {(FACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH GORRECTIVEE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L$C IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
— e
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, r aga| " This Plan of Courection is prepared
soet: | PALATABLE/PREFER TEMP and submitted as required by law. By
. submitting this. Plan of Correction, -
ii?;fesr;:?:; ;f;i;\;; Gﬂdf;d“'::: gﬂggﬂeggﬁ:&e Pembroke Care and Rehabilitation
value, flavor, and sppearance; and food that is Centfn‘ doe"s not adrm% that the ,
palatable, allractive, and at the proper deficiency listed on this form exist,
tomperature. nor does the Center admit to any
statements, findings, facts, or
This REQUIREMENT Is not mel as evidenced conclusions that form the basis for the
by: alleged deficiency, The Center
fg;f}?d[oii; c;blsewaﬂo:és ?ndistaff tinte;vl‘ews ;ge reserves the tight to challenge in legat
y failed to serve Cole slaw at or below - ) A
degree Falrenheil for 1 of 2 meal preparalion andfor 1f:3gulatory of a.dmmisti aitve
observations. procecdings the deficiency,
Findings include: staterents, facts, and conclusions that
- form the basis for the deficiency.”
A review of the undated Facility Pollcy regarding
3-501.15 Cooling Methods, read as follows: " {A) .
Cooling shali be accomplished in accordance with Place youy Plan of Correction here.
the lime and temperature criteria speclfied under 1) All colestaw was removed from the
§ 3-501.14 by using one or more of the following tray line and disposed by the Dietary
melhods lbased on the type of Food heing cooled: Manager 6/28/12
(1} Piacing the FOOD in shallow pan;
2} Separailng the FOOD info smaller or thinner .
pir{lon : 9 2) Resident’s lunch trays were observed
(3) Using rapid cooling EQUIPMENT; for coleslaw collected and removed from
(4} Stirrlng the FOOD In a container placed In an ‘trays by Dietary manager, Administrator,
lca water balh; and floor staff 6/28/12, 773112,
(5) Using containors that facllitate heat transfer, )
:‘;; gfﬁé?% ;?jczjeaglﬁgggem? or 3) Dietaty staff were re-educated, on
' food cooling methods, food handling and
During a kitchen observation on 6/28/12 at 9:00 acceptable, food temperatures by
AM, the caok was observed making Gole staw for Cetified Dietary Manager , Registered
the noon meal. The cook was observed placing Dietician on 6/28/12.
an approximate 12 inch by 24 Inch long by 10
inch desp size pan inlo the reach in cooler at 9:10
LABQ TLE Gy OATE
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PEMBROKE CARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
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{X411D SUMMARY STATEMENT OF DEFIGIENCIES
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL
TAG REGULATORY CR1.SC IDENTIFYING INFORMATION)

) PROVIDER'S PLAN OF GORRECTION
PREFIX (EACH CORREGTIVE AGTION SHOULD BE
TAG CROSS-REFERENCED 10 THE APPROPRIATE
BEFICIENGY)

L8]
COMPLETION

F 364 | Continued From page 1
AM.

F36414) The Certificd dietary manager , RD or
cook will complete daily food

During a second kifchan observalion on 6/28/12
al 11:45 AM distary slaff were observed to
fransfer Cole slaw from the long paninfoa
smaller pan which was over ice and ready for
nooh service, At 11:50 AM the Cartified Distary
Manager {CDM) calibrated a thernmometsr and
checked the temperalure of the Cole slaw. The
Cole slaw pan over lce was obseived to read 55
degree Fahrenheit,

During the kitchen observation at 11;55 AM the
CDM revealad we use a cold pan. This pan
should have baen in the freszer before staff
added {he Cole slaw. At 12 noon the CDNi was
observed {o calibrate a sacond thermomater and
chack the lemperature of the Cole slaw. The
Cole slaw over ice was observed to read 48
degree Fahrenheit and the puree Cole slaw read
40 degree Fahrenhgit. The CDM then went to the
fregzer fo check the temperature of the Cole slaw
there, which read 55 degree Fahrenheil,

Buiing the kitchen observation dietary staff were
observad plating up both regutar and puree Cole
slaw and to place the complaied meal trays inlo
the dining carl. A{ 1205 PM the thermometer
resting In the Gole slaw over ice read as 48
degree Fahrenhait. At 12:08 PM nwsing
assistants were observed {o push the dining cart
from the kitchen (o the 300 hall and begin to
serva frays. The first resident served, declined
her tray and staff were observed 1o relurn the
untouched tray (o the dining cart. At 12:10 PM
the nursing assistant delivered a iray to a resident
in the 300 hall dining room, removed the lid, left
the dining room and continued on down the 300

temperature audits of meals prior{o ray
service, The Administrator or designee
will perform random audits 4 x weekly
for 4 weeks then monthly x 2 to assure
compliance, The Dictary Manager will
submit the audit to the Performance
Improvement Commitice monthly x3 to

monitor for complance and any changes
noeded
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SYATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENHFICATION NUMBER: COMPLETED
A, BUILDING
B, WING
345400 ) 06128/2012
NAME OF PROVIDER OR $UPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
310 E WARDELL DRIVE
PEMBROKE CARE AND REHAB TION CE
. ILITATION GENTER PEMBROKE, NC 28372
) SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION o5
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
¥ 384 | Conlinued From page 2 F 364

hall to the next room.

Inan interview with the cook on 6/28/12 at 11:49
AM she stated, "1 should have separated it all
into smaller pans. *

During an interview on 8/28/12 at 1:45 PM the
Administrafor stated, * Thers will be an In-service
with alt the staff regarding colet food temperatures
this is too Important for anyene to miss, *

Interview wilh the CDM on 6128112 al 3:05 M
she stated. "Oh my staff know ihe correct food
temperalures; | expect them to serve food at the
proper temperature.
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%PARTMENT OF HEALTH AND HUMAN SERVICES " "FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF GORRECTION \DENTIFICATION NUMBER: — connc) e SOMPLETED
. ABULDING  01-HAN BUI{:\DE sortE TR
| 345409 B. WING 5 . oh 82012
\wtE OF PROVIDER OR SUPPLIER & [REET ADDRESS, CITY, S}A}iiz,ﬁ‘éépg Wy \ \
310 E WARDELL DRIV \
E "
PEMB_ROKE CARE AND REHABILITATION CENTER PEMBROKE, NG 283 Z\me(\“ }"i\
(%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAK OF CORRECTION (X6}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
A 101 LIFE SAFETY CODE STAND K 02 «This Plan of Correction is prepared
*égfg NFP LIFE SAFETY C ANDARD 0z ‘and submitted as required by law, By
One hour fire rated construction (with % hour submitting this Plan of Correc':t}on,
fre-rated doors) or an approved automatic fire Pembrole Care and Rehabilitation
extinguishing system in accordance with 8.4.1 Center does not admit that the
andfor 19.3.5.4 protects hazardous areas. When deficiency listed on this form exist,
the_approved automatic fire extinguishing system nor does the Center admit to any
option is used, the areas are separated from di
ofher spaces by smoke resisting paritions and statements, findings, facts, or
doors. Doors are self-closing and non-rated or conclusions that form the basis for the
field-applied protective plates that do not exceed alleged deficiency. The Center
48 m?t?eg fror;)gtgezbsﬁom of the door are reserves the right to challenge in legal
permiied. 582 and/for regulatory or administrative
proceedings the deficiency,
statements, facts, and conclusions that
form the basis for the deficiency.”
“This STANDARD is not met as evidenced by
A. Based on observation on 07/18/2012 both
doors to the laundry were being held open and
could not close upon activation of the fire atari. 1) The laundry xbom doors were closed
B. Based on obsetvation on 07/18/2012 the door on July 18 by the Maintenance Director.
to the Central Supply on the 400 hall failed to The door to Central Supply room and the
close and latch. therapy storage room were repaired to self
C. Based on observation on 0741812012 the door close and latch by Maintenance Director,
to the Therapy Storage room falled to close and on Tuly 18.
latch. .
) rs were checked to ensure that the
=1y 3
KS g:!g NFPA 101 LIFE SVAFETY‘CODE STARDARD K076} doors self closed and latch ed by the
Medical gas storage and administration areas afe ‘Maintenance Director on July 19th, 2012.
protected in accordance with NFPA 99, .
Standards for Health Care Facilities. 3) Staff were re-educated on reporting 10
Maintenance Director doors that do not
{a) Oxygen storage Jocations of greater than self close or latch and not to prop doors
3,000 cg.ft. are enclosed by a one-hour on July 19 by Staff Development
separation. Coordinator
{b) Locations for supply systems of greater than
)
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A BUILDING 01 - MAIN BUILDING 01
B, WING
345409 0771812012
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PROVIDER'S PLAN OF CORREGTION

{X5)
COMPLETION
DATE

3,000 cu.fi. are vented to the outside. NFPA 98
4,3.1.1.2, 19.3.24

This STANDARD is not met as evidenced by:

A, Based on observation on 07/18/2012 there
were 02 cylinders full and empty mixed and
unsecured in the 02 storage room near room 112.
42 GFR 483.70 {a)

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)
K 0761 Continued From page 1 K 076{4) The Maintenance Director or designee

will perform random audits 4 X weekly
for 4 weeks then monthly x 2 months to
assure compliance. The Maintenance
Director will submit the audit to the
Performance Improvement Commitiee
montlily x 3 months to monitor for
compliance and any changes needed

1) Full and empty O2 cylinders were
separated on July 18 by the Maintenance
Director. Any unsecured cylinders were
secured by the Maintenartice Director on
July 18

2) Rooms storing O2 cylinders were
inspected to ensure that the full and empty
cylinders were separated and seoured on
July 18 by the Maintenance Director.

3) Staff was re-educated on storage,
separating empty and full cylinders, and
securing of O2 cylinders on July 19 by
Staff Development Coordinator

4) The Director of Nursing or designee
will perform random audits 4 x weekly
for 4 weeks then monthly x 2 months to
assure compliance. The Director Nursing
will submit the audit to the Performance
Improvement Committee monthiy x 3
monitors to monitor for compliance and
any changes needed

8/2/12

81212 -
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