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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} PROVIiDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BULDING COMPLETED
345113 B. WING 0971212013
NAME QF PROVIDER OR SUFPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

2401 WAYNE MEMORIAL DRIVE

CREEK G REHABILITATION CENTE
WILLOW NURSING AND NTER GOLDSBORO, NC 27534

41D SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION @5)
PREFIX {EACH DEFICIENCY MUST B PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | 483.35(i) FOOD PRQCURE, F 371
§5=E | STORE/PREPARE/SERVE - SANITARY The tea In the canister and the
09/26/2013

watermelon In the walk frigerator
The facility must - h alk In refrigerato

(1) Procure food from sources approved or were Immediately discarded by the
considered satisfactory by Federal, State or local Dietary Manager upon discovery of
authorities; and these items being uncovered by the

szn)dsetrosr:;]g;?;)i?ﬁéﬁ?;::ute and serve food surveyor; both items were re-prepared
for the Residents.

All othgr food items which were

This REQUIREMENT is not met as evidenced susceptible to contamination were

by: 09/20/2013
Based on observation and staff interview the checked to ensure they were properly

facility falled to cover food and beverage items in covered to prevent bacterial

the pl'esence Of ﬂfeS. Findings include: contamination; any Other observed

Beginning at 9:02 AM on 09/11/43, during food items uncovered were discarded and

preparation observation, flies were observed in re-prepared for the Residents.

the kitchen.

From 9:02 AM until 10:23 AM on 09/11/13 two tea

canisters, full of brewed tea, were left uncovered. Al Dfetary staff will be re-educated by

At 10:25 AM on 09/11/13 a dietary employee the Dietary Manager or designee on | 4q/)5/2513
stated the staff usually covered the tops of the the importance and standard for ’
canisters with plastic wrap or aluminum foil to covering all food items that are’

prevent flies or gnats from contaminating the susceptible to bacterial contamination -

beverage.

from bugs and insects.

At 11:10 AM on 09/11/13 a dietary employee was
filling a pitcher with tea from an uncovered
canister to pour into eight-ounce cups filted with
ice. She stated this tea would be served to
residents at the lunch meal. Fiies were still
observed in the kifchen at this time.

LABORATO IREC R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATHRI TITLE {%6) DATE
-f-- Phloninibrator” ol
—= 108 & 7’
1]

Any deﬁée{cy statement ending wilh an asterisk (*} denotes a deficlency which the Institution may be excused from correcting providing it s determined that
other safeguards provide sufficient protection to the patients. (See instuctions.) Except for nursing homes, the findings slated above are disclosable 96 days
following the date of survey whelher or not a plan of cosrection is provided. For nursing homes, the above findings and ptans of correclion are disclosable 14
days loliowing the date these docurments are made available to the facility. If deficiencies are cited, an approved plan of cosrection Is requisite to continued
program participation.
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At 11:18 AM on 09/11/13 a cart pushed info the
walk-in refrigeration was observed uncoverad.
There were eight rows of trays on the cart on
which fresh watermelon cubes or pureed
watermelon had been placed. At thistime a
dietary employee commented the staff usually
had plastic covers which fit over the carts to keep
the salads, desserts, or fruit from being
contaminated. Flies were still observed in the
kitchen at this time.

At 1106 AM on 09/12/13 the dietary manager
(DM) reported that during in-services her dielary
staff were trained to cover all food items in the
kitchen and storage areas to help prevent
bacterial contamination from bugs and insects.

XD SUMMARY STATEMENT OF DEFICIENCIES D " PROVIDER'S PLAN OF CORRECTION o8
PREFIX (EAGH DEFICIENCY 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
DEFICIENGY)
F 371 Continued From page 1 F 371  The Dietary Manager or designee will

audit food items at risk for
contamination at each meal X 14 days; 09/20/2013
then weekly for 3 months. All negative
findings will be immediately corrected
and appropriate re-education by the
Dietary Manager or designee wili be
provided as needed. All audits will be
reviewed weekly X 4 weeks; then
monthly X 3 months to ensure
compliance with the identified deficient
practice. Hua)}‘)' Ye_bv}b Lt
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QORM APPROVED
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NO. 0538-0391

|

CENTERS FOR:MEDICARE & MEDICAID SERVICES . .
STATEMENT OF DEFIGIENGIES (%1) PROVIDER/SUPPLIERICLIA oc muunieLe construeip NUY 1§ 2013 ) DATE SURVEY
AND PLAN OF GORRECT(ON IDENTIFICATION NUMBER: A BUILDING 01~ MAIN/BUILLING 04 / COMPLETED

"~7-~—_?ni____,_.
o 345113 {8 wino CONS? RUCTION SECTION! _somesz01a

NAME OF PROVIDER OR SUPPLIER STREET ADDRESSCITY, STATE, ZIP CODE ~

2401 WAYNE MEMORIAL PRIVE :

WILLOW CREEK NURSING AND REHABHITATION CENTER GOLDSBORO, NG 27534 y

X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OE.CORRECTION o
PREEIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD HE EOMPLETION
TG - REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-RESERENCED YO [THE APPROPRIATE PATE
. . DEFICIENCY)
The identified PIV valy i .
K 000 | INITIAL COMMENTS K 000 tiflec PIV valve that didf not
send the required audible Indlcator to  111/30/2013
Surveyor: 27871 the fire p?inel has beep repaired and
This Life Safety Code({LSC) survey was now functigns properly:
conducted as pér Tha Code of Federal Reglster !
at 42 CFR 483.70(a); using the 2000 Existing
Health Cdre section of the LSC and iis referenced i _ '
pubiicaﬁqns. This bullding_ is Type V (211) All other PIV valve tamper afarms will 11/30/2013
construction, one story, with a complete be tested fto ensure that théy are '
automatic sprinkler system. L -
functioning; properly and have the
The deficiencies determined during the survey required audible and wisual indicators
are as follows: at the requifed panel. -
K 056 ] NFPA 101 LIFE SAFETY CODE STANDARD K056 .
38=E
[f there is an automatic sprinkler system, it is y
installed in accordance with NFPA 13, Standard The mai Lo .
. : ntenance director or designee
far the Installation of Sprinkler Systems, to _
prinkler Sy will test 3ll{PIV volve tamper alarms | -V o0/2013

provide complete coverage for all portions of the i
building. The syslem is properily maintained in weekly 4=uireeks and then monthly
accordance wlth NFPA 26, Standard for the “imes 3 months fo ensure that the
Inspection, Testing, and Maintenance of required au?ibre and visual functions

Water-Based Fire Protection Systems. ltis fully .
supervised. There is a reliable, edequate water are wor; k“’*.ﬂipmf’er iy and sending the
supply for the system. Required sprinkler appropriate| signal to the required

systems are equipped with water flow and tamper pane),
switches, which are electrically connected to the :
building fire alarm system. 18.3.6

. i H
The Quality Assurance committea will - 11/30/2013

i

3 review the Weekly and monthly audits .
This STANDARD is not met as evidenced by; weekly times 4 weels and then
Surveyor: 278771 . - ,
monthly tiives 3 months to edsure

Baged on ahservations and staff interview al

approximately 12:00 am onward, the following continued ?quP"imce and wifl adjust

itemns were noncompliani, specific findings this plan as.xfaecessary If any" fiefative
include: both PIV values locafed at back of facility Yidines are (Found during the audit ’
: h : @ ifound du :

did hot 2end a audible signal to fire atarm control pEﬂO: : : ring the audit

lABORATORY REPRESENTATIVE'S SIGNATURE ﬂﬂ,“ . :11:115 ‘ . T
< : AN\ 2 0 A o £ Al U
Any deficienciStatement ending with an asterisk () dencles a deficleney which Lhe Ins(iatlon may be axcused from cearetin piaviding jt is determined dhat. . . .. ..
~ othir St e e Suidant Rl Eﬁlﬁﬁfﬁ:ﬁipﬁhﬂmm(ﬁ&eimuucﬁoub.)jxéeptﬁr.nuislhb.hﬁhd'sgmc.ﬂhdinds.sia'i'_ng-ubov' a-sru-dlsciospble-80-days—————ew

whether or not 2 plan of correction Is provided. For nursing homss, the above findings and plang of correction spe disclosahble 14

following the date of surve Ind 5 )
de avaitable tothe fadlity, If deficlenclas am clted, an appioyed plan of corréillon’ly requisits to continued’

days following the dale these documents are ma

program participation. . i
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/ISUPPLIERICUA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 ~ MAIN BUILDJNG 01 COMPLETER
345113 B. WING A 10/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, P GODE
. 2401 WAYNE MENSOFJAL DRIVE
WIFLOW CREEK NURSING AND REHABILITATION CENTER GOLDSBOF_&O. b?c 27§34 v
068 ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o8
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREF (EACH CORRECTIVE AGTION-SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-RERERENCED TO THE APPROPRIATE DATE
| DEFIGIENGY)
F ;
. The " spetified fire/smoke damper [
K 056 | Continued From page 1 K 086 pedli /s PEr |11/3pfe013
supply was! cleaned to alféw proper
panel when tested, C ]
function. : ; :
42 CFR 4B3.70(a) §
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K067 . ;
=F ' . [ '
Heating, ventitating, and air conditloning comply All other fire/smoke damper supplies |
with the provisions of section 9.2 and are instaffed will be chen&(ed and cleaned ifneeded  F11/30/2013
in accordance with the manufacturer's L - .
ol 1 : t
specifications.  16.6.2.1, 9.2, NFPA 90A, ° ,r,na“?t?’n prop ?r operating
185207 condition.. l
|
| .
. Yhe mainteal\ance Dlrectjor or designee
?szizg_r‘gg? is not met as evidenced by: will audit :ﬁéelsmoke damper supplles .| 21/30/2013
Basad on observations and staff interview at weekly ‘"‘Fs 4 weeks and then
approximately 12:00 am onward, the following monthly tmes 3 months to ensure
items were noncompliant, specific findings they areclean and Mmaintained Iin
include: fire/amoke dampera through out facility operating cendition. :
are malntained in operafing condition. i
-
42 CFR 483.70(a) :
The Qqa!iév Assurance {::ummit-tee will
meet weekly times 4 weel and then  {11/30/2013| -
manthly times 3 months to ensyre: -
contlnued dompliance and will adjust
this plan as] necessary ¥ any negative
findlogs are found during the atsdit
perlad. . :
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDJCAID SERVICES i OMB NO. 0838-0381
STATEMENY OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICUIA {X2) MULTIPLE CONSTRUGTION {X5) DATE SURVEY
AND PLAN OF CORAECTION JIDENTIFICATION NUMBER: A BUILDING 0% ~ BU“-DING;U‘! COMPLETED
' ‘ 345113 B.WING , : 10/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS,[GITY, STATE, ZIP CODE

WILLOW CREEK NURSI?;JG AND REHABILITATION CENTER

2407 WAYNE MENIORIAL DRIVE
GOLDSBORO, NC 27534

(X4) 1>
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFIGIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

o
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION o0
{(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
CROSS-REFERENCED TO YHE APPROPRIATE DATE
R DEFICIENCY)

K 000

INITIAL COMMENTS

Survayor: 27871

This Life Safaty Code(LSC) survey was
conducted as per The Code of Federal Register
at 42 GFR 483.70(a); using the 2000 Exjsting
Health Care section of the LSC and ifs referenced
publications. This bullding is Type V (214)
construction, one story, with a complete
automatic sprinkler system.

No Lifs Safety Code deficiencies determined
during the survey.

K000

E

"1

1

{ABORATORY DIRECTER'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

(X8) DATE

11843

Mf’n ; Jﬁ/ajbr

Any deflciencydfatement ending with an asterisk {*) denotes

a deficlency which the institution mey ba excitthd from correcting providing it ls determined that

offier safeguards provide aufficiant protoction o the patiants. (Ses instructions.) Except for nursing homes, (ha findings statad above are diaclogable 80 days
following the data of survey whethers or not a plen of coraction s provided, For nutsing homes, the abovefindings and plans of corrsection are discloseble 14
days following the dats these documents are mada avaliable {o ths facillly. If deficiencies ara citad, an apprpved plan of correction b5 requisita {o continued
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CENTERS FOR MEDICARE & MEDICAID SERVICES : : OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERIGUA (2) MULTIPLE CONSTRUCTION ' (X3) DATE SURVEY
AND PLAN OF CORRECYICN IDENTIFICATION NUMBER; A BUILDING 03 BU!LD]NG u3 COMPLHED
345113 8. WiNG ; __10/30/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS] CITY, STATE, ZIP CORE
2401 WAYNE MEMORIAL DRIVE
WILLOW CREEK NURSING AND REHABILITAYION CENTER GOLDSRORO, *{C 27534 | .
o) 1D SUMMARY STATEMENY OF DEFICIENCIES B PROVIDER'S PLAN OF CORRECTION o5
BREFIK (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX © {FACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L83 IDENTIFYING INFORMATION) 1AG CRO$9-REFERENGEO TO,THE APPROPRIATE DATE
DEFICIENCY} !
i = =
K 000 | INITIAL COMMENTS K 000 .
Surveyor: 27871

This Life Safety Code(LSC) survey was
conductéd as per The Codé of Federal Register
at 42 CFR 483.70(a); vsing the 2000 Exisling
Health Care section of the LSC and its referenced
publications. This building Is Type V (211}
construction, one story, with a complete
automatic sprinkler system.

No Life Safety Code deficlencies datermined
during the survey.

(X&) DATE

LABORATORY DIRECTOR'S OR BROVIDER/SUPPLIER REFRESENTAYIVE'S SIGNATURE /m“v TITI:E
M/(.__, | wi s fye LF /(812

Any deficlancy slg}eﬂéﬂ endlng with a0 asterisk (*) denclas a daficlancy which the Inslitutlan may be excused from corecting providing it is determined that
other safeguards provide sufficient protsctlon to the patients. (See inetruclions.) Except for nursing homes, fho findings staled above are dlsclosabla 90 days
folowing the dats of survay whethier or not a plan of comection is provided, For mursing homes, the abave,fihdings and plans of copraction are dleclosable 14
days following the dale these documents are mads available to the faciity, if doflclancles are clted, an apprlbved plan of correction Is requisite {o continuad

program participation. i .
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