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Croasdaile Villages response to
F 164 | 483.10(e), 483.75(1)(4) PERSONAL :
s5-p | PRIVACY/CONFIDENTIALITY OF RECORDS this 2567 does not denote

agreement with the statement of
The resident has the right to persenal privacy and . . . .
confidentiality of his or her personal and clinical deﬁc1er.101f.:s, nor does it constitute
records. an admission that any stated

. . i i that a
Personal privacy includes accommodations, . deﬁc%ency 18 ?Ccurate or ]
medical treatment, written and telephone deficiency existed. We are filing

communications, personal care, visits, and - :
! ! ' O m the reguirements
meetings of family and resident groups, but this the POC to meet the req

does not require the facility to provide a private - established by state and federal
room for each resident. law. Croasdaile Village reserves
Except as provided in paragraph {e)(3) of this the right to refute any deficiencies
section, the resident may approve or refuse the on this 2567 through the informal
release of personal and clinical records to any . .

individual outside the facility. dispute resolution or formal

. . appeal process.
The resident's right to refuse release of personal

and clinical records does not apply when the F164 The facility will provide privacy of
resident Is transferred to another health care o confidential records during

inslitution:; o record release is required by law. medication administration for
residents #134, #46, #22, and #58
The facility must keep confidential all information
contained in the resident's records, regardless of The facility will provide privacy of 6/30/12
the form or storage methods, except when confidential records during
release is required by fransfer to another
healthcare institution; faw; third party payment
contract; or the resident.

medication administration for all
residents requiring medication in
the facility.

This REQUIREMENT is not met as evidenced All MAR (Medication

by: Administration Record) binders will
Based on observafions and staff interviews, the have an extra non-see through
facilily failed to provide privacy of confidential page divider added to each MAR
records during medication administration for 4 of binder for use during medication
11 residents (Resident #134, Resident #46, administration.

Resident #22, and Resident #58 }

tABORATORY DIRECTOR; ORPROVI[;E)?ISUQPLEER‘REPREWTNE'SSlGNATURE HILE (KGYDATE  »
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Any deficiency statemest ending with an asterisk (*) mel&’;:defmiency which the instifution may be excused from correcting providing it is determined that
other safeguards provide surfficient protection fo ihe patients. (See instructions.} Except for nursing homes, the findings slated above are disclosable 90 days
following the date of survey whether or nol a ptan of correction is provided, For aursing 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 requisite to continued
program participation.

; L
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All ficense staff with medication
. administration responsibilities will
F 164 | Continued From page 1 F 164 P 6/30/12

Findings included:

1. An open Medication Adminisiration Record
{MAR) was observed on top of a medication cart
during a conlinuous observation of a medication
cart located in the hallway in the second floor
nursing station on 06/05/2012 from 3:43 to 3:45
PM, The MAR for Resident #134 was left open
with no cover and unattended during the
observation. The medication cart was being used
by LPN #3. LPN #3 reentered the hallway from a
room with a closed door and returned to the cart
at 3:45 PM. During the cbservation, visitors were
observed walking by the medication cart.

On 06/05/2012 at 4:02 PM, LPN #3 poured
medications for Resident #134 (Room 202) at the
resident's door in the haitlway. LPN #3 then
entered the resident's room, stood beside lhe

| resident's bed and administered the medications.

be re educated by the Staff
Development Coordinator
regarding maintaining privacy of
confidential resident records

. during medication administration.
The Director of Nursing or stati

development Coordinator will

~randomly observe staff during
medication administration at teast
5 times a week for 4 weeks, then 3
times a week for 4 weeks, then
once a week for 4 weeks, to ensure
privacy of confidential records is
maintained during medication
administration. All observations
will be documented on a facility
quality assurance monitoring tool.
Any negative findings will be
corrected at this time,

During the medication administration, the
resident's MAR was left open with no cover on
top of the medication cart in the hallway. The
medication cart was not in view of the LPN during
the medication administration.

The Director of Nursing was interviewed on
06/06/2012 at 11:10AM. She reported there was
no facility policy that addressed privacy related to
the MAR, but it was the expectation staff covered
residents’ confidential information or close the
MAR when away from the medication cart.

2. On 06/05/2012 at 4:13PM, LPN #3 poured
medications for Resident #46 {Room 213) at the
resident's door in the haltway. LPN#3 then
entered the resident’s room, stood beside the

~Alifirdings wiltberintegrated-into——
the facility quality assurance
program and be evaluated for
effectiveness. Any further training
ar monitoring needed will be
discussed at that time and will
continued through the quality

assessment and assurance process. 6/30/12
The Quality Assurance Committee

{QA) to include the Administrator,
DON, Pharmacy Consultant, and
Medica! Director, will review the
audit results and follow up on any
action plans during the QA
meetings. Any item on the action
plan will be completed to ensure
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resident's bed and administered the medications.
Puring the medication adminisiration, the
resident's MAR was left open on top of the
medication cart in the hallway. The medication
cart was not in view of the LPN during the
medication administration. The LPN exited the
resident's room at 4:15PM, repoited he was
going to wash his hands and wentinto a closed
room on the hallway, leaving the open MAR on
top of the medication cart. He reentered the
haltway approximately 45 seconds later and
retumned to the medication cart,

The Direcfor of Nursing was interviewed on
06/06/2042 at 11:10AM. She reporied there was
no facility policy that addressed privacy related fo
the MAR, but it was the expectation staff covered
residents' confidential information or close the
MAR when away from the medication cart.

3. On 6/6/2012 at 08:40 am, a continuous
observation was made of LPN #4 preparing
medications for resident #22 in the hallway on the
first floor, LPN # 4 left the medication cart
unattended and not in her view for 2 minutes, left
the MAR open, did not cover the residents
personal information, and delivered medications
to the resident. White the cart was unattended
and the MAR left open exposing the residenis
personal information, an rmaintenance worker had
been fixing a light in the hallway at the cart site.

On 6/6/2012 at 11:10 am, an interview with the
Director of Nursing reported there was no facility
policy that addressed privacy related to the MAR,
but it was the expectation staff covered resident’s
confidential information or close the MAR when
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F 164 | Continved From page 3
away from the medication carl.

On 5/6/2012 at 11:35 am an interview with Nurse
#4 indicated that it is the resident's right for
privacy. The nurse indicated she had been
trained to close the MAR or cover the personal
information of the resident when she had walked
away from the medication cart.

4. On 6/6/2012 at 09:06 am, LPN #4, during a
continous observation, had prepared medications
in the first fioor haliway for resident #58, left the
MAR open and did not cover the residenis
personal information. Nurse #4 walked away
from the medication cart into the residents room
with the medication cart not in her view. The
whole fime the nurse was away from the cart with
the residents personal information exposed the
maintanence worker was present and able to
view the MAR.

F 164

On 6/6/2012 at 11:10 am, an interview with the
Director of Nursing reported there was no facility
policy that addressed privacy related to the MAR,
hut it was the expectation staff covered resident's
confidential information or close the MAR when
away from the medicalion cart.

On 6/6/2012 at 11:35 am an interview with Nurse
#4 indicated that it is the resident's right for
privacy. The nurse indicated she had been
trained 1o close the MAR or cover the personal
information of the resident when she had walked
away from the medication carl.

F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL
gg=0 | NEEDS

The facility must ensure that residents receive

F 328

The facility will: 1} change oxygen
tubing per facitity protocol, 2) 6/30/12
ensure container with distilled
water is not empty per facility
protocol, and 3) ensure oxygen
tank is secured in the reservoir per
facility protocol for Resident #18.
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The facility will change oxygen } 76 I 12
F 328 | Continued From page 4 F 328| tubing for ali residents using b
proper treatment and care for the following oxygen once a week.
special services: The facility wili ensure ail residents
Injections; ) with orders to receive humidified
Parenteral and enteral flufds; oxygen will have distilled water
Colostomy, ureterostomy, or ileostomy care; tainer with h
Tracheostomy care; container with enough water so
Tracheal suctioning; jwhen the oxygen flows through
Respiratory care; the container bubbles are visible.
Foot care; and ' The container with the distilled
Prostheses. water will be dated with the date
the container was opened and
This REQUIREMENT is not met as evidenced ;ha"ged within seven days or more
by: requently as needed. ; [ 1
Based on observation, record review, and The facility will ensure all oxygen ;}{33 /
interviews, the facility failed to change the oxygen cylinders are secured in the
fubing, keep the humidifier/water bottle filled, and reservoir when in resident use or
secure the oxygen tank in the reservoir per secured in utility closet when not
protocol for 1 of 1 resident (resident #18). in use.
1, Resideni # 18 was admilted to the facility on
3/27/2012 with cumulative diagnosis of congested Ali licensed stafl will be re
heart failure, pacemaker, cardiovascular disease, | " | educated by the Staff
hypothy_rosdlsm, r’neum'fatond arlhn_t:s, chronic development Coordinator
r(?nal fau!u?e, and chronic obstructive pulmonary regarding facility infection Controi
disease with use of oxygen. o . .
On 6/4/2012 at 3:50 pm an observalion of the policies and procedures relating to:
named resident * s oxygen lubing had date of last the use of humidified oxygen, and
change on the tubing of 5/16/2012 (a 3} the facility policy regarding
Wednesday). Per the facility protocol oxygen :
tubing was to be changed every Tuesday on the Storage of oxygen cylinders. 6/30/12
night shift (11 pm to 7 am) by the nurse. Last date
of change was 19 days past due. Observations
on 6/5/2012 at 10:30 am, 6/5/2012 at 1:00 pm,
6/5/2012 at 5:00 pm revealed oxygen tubing with
date of change of 5/16/2012.
Review of the resident medical record had an
order since admission for nasal Cannula oxygen
for 3 Liters via mask or nasal cannula that had
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The director of nursing and for
F 328 | Continued From page 5 F 328} staff development coordinator will

been signed for each shift by a nurse.

Review of the facility staff inservice record dated
10/27/2041 had informed the staff that oxygen
tubing * s were to be changed weekly during the
night shift with the staff to inilial and dafe the
tubing.

Review of the facility oxygen therapy ant slorage
policy dated 1/1/2012 indicated the oxygen tubing
' s and cannulas are {o be replaced one lime a
week on the night shift (11 pm to 7 am) with the
date, time and initials of the nurse who changed
them.

Review of the 11 pm-7 am nursing duties list
dated 3/22/2012 included that the nurse was
respensible to change and fo date the oxygen
tubing every Tuesday night.

Review of the facility March 2012 staff meeling
minutes indicated that the oxygen tubing had
been reporied as not being changed or dated
weekly per protocol.

On 6/5/2012 at 1:00 pm an interview with the

make random ohservations 3 times
a week {to include all oxygen in
use} for 2 weeks 3 days a week for
8 weeks to ensure: 1) all oxygen
tubing is changed once a week and
labeled with the date it was
changed, 2} that all oxygen
concentrators providing humidified
oxygen has a container with an
adequate amount of distilled water
to deliver the humidified oxygen,
and 3) that all oxygen cylinders are
stored and secured properly.

All observations will be
documented on a facility quality
assurance monitoring tool. Any
negative findings will be corrected
at that time as well as

named resident indicated she wore the oxygen at
all times.

On 6/5/2012 at 4:50 pm an interview with Nurse
#6 indicated that oxygen tubing was to be
changed weekly on the night shift (11 pm-7 am)
by the nurse.

On 6/5/2012 at 500 pm an interview with the
Director of Nursing {(DON) indicated the oxygen
tubing was to be changed every Tuesday on the
night shift by the nurse. The DON indicated her
expectation was thal it was done by the nurse.
She indicated her expectation was for any nurse
to change the tubing if it was outdated.

On 6/6/2012 at 09:00 am an observalion was
made of the named resident ' s oxygen fubing
with date of change of 6-5-2012.

On 6/7/2012 at 11:24 am an interview with Nurse

documented—Ali-findingswill be—
integrated into the facility Quality
assurance program and be
evaluated for effectiveness. Any
further training or monitoring
needed will be discussed at that
fime and continue through the
quality assessment and assurance
process.
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Continued From page 6

#1 indicated all nurses are responsible to make
sure a resident ' s oxygen tubing was labeled, she
indicated the night shiff nurse had been
responsible to change the oxygen tubing weekly.
2. Resident # 18 was admitied 1o the facility on
32772012 with cumulative diagnosis of congested
heart failure, pacemaker, cardiovascular disease,
hypothyroidism, rheumatoid arthrilis, chronic
renal failure, and chronic obstiuctive pulmonary
disease with use of oxygen.

On 6/4/2012 at 3:50 pm an observation of the
named resident ' s oxygen humidifierfwater bottle
on the concentrator was emply with no date on it.
The named resident had nasal cannula oxygen at
3 liters in place. Per the facility protocol oxygen
humidifier/water bottles was to be changed every
Tuesday on the night shift (11 pm 1o 7 am) by the
nurse. Observations on 6/5/2012 at 10:30 am,
6/5/2012 at 1:00 pm, 6/5/2012 at 5:00 pm
revealed the oxygen humidifier/water botile was
emply.

F 328} (QA) to include the Administrator,

The Quality Assurance Committee

DON, Pharmacy Consultant, and
Medical Director, will review the
audit results and follow up on any
action plans during the QA
meetings. Any itern on the action
plan wili be completed to ensure
continued compHance. 6/30/12

Review of the resident medical record had an
order since admission for nasal Cannula oxygen
for 3 Liters via mask or nasal cannula that had
been signed for each shift by & nurse.

Review of the facility staff inservice record dated
10/27/2011 had informed the staff that the oxygen
humidifierfwaler botlles were to be changed
weekly during the night shift with the staff to initiat
and date it.

Review of the facility oxygen therapy and storage
policy dated 1/1/2012 indicated the oxygen
humidifier/water botiles are to be replaced weekly
on the night shift (11 pm to 7 am). The oxygen
administration policy indicated for the nurse 1o be
sure the humidifieriwaler botile water level was
high enough thal the water bubbles as oxygen
flows through, to humidify the oxygen. The policy

FORM CMS-2567{02-99) Previous Versions Obsolele

Event 1D; ROOWI

Facifify 1D: NH956223 if continuation sheet Page 7 of 15




PRINTED: 08/21/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERICLIA £42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING ©
345501 06/07/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
2600 CROASDAILE FARM
CROASDAILE VILLAGE
DURHAM, NC 27705
(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5y
PREEIX {EACH DEFIGIENCY 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
DEFICIENCY)
¥ 328 | Continued From page 7 F 328

also indicated for the staff to pesiodically re-check
the water level in the humidifying jar.

Review of the 11 pm-7 am nursing duties list
dated 3/22/2012 included that the nurse was
responsible fo change lhe oxygen concenirator
humidifierfwater bottles every Tuesday night.
On 6/5/2012 at 4:50 pm an interview with Nurse
#6 indicated that oxygen concentrator
humidifierfwaler bottles was to be checked daily
on the night shift {11 pm-7 am} by the nurse.

On 6/5/2012 at 5:00 pm an interview with the
Director of Nursing (DON) indicated the oxygen
concentrator humidifieriwater boftles was to be
changed every Tuesday on the night shift by the
nurse. The DON indicated her expectation was
that it was done by any nurse. She indicated her
expectation was for any nurse to change the
humidifier/water bottle if it was dry.

On B/6/2012 at 09:00 am an observation was
made of the named resident’ s oxygen
humidifier/water bottle was full with date of

change of 6-5-2012.

On B/7/2012 at 11:24 am an interview with Nurse
#1 indicated all nurses are responsible fo make
sure a resident ' s oxygen humidifierfwater bottle
was labeled and not dry. Nurse #1 indicated any
nurse had been responsible to make sure the
humidifierAvater boitle had not been dry.

3.2. Resident # 18 was admitted to the facility on
22712012 with curnulative diagnosis of congested
heart failure, pacemaker, cardiovascular disease,
hypothyroidism, rheumatold arthritis, chronic
renal failure, and chronic obstructive pulmonary
disease with use of oxygen.

On 6/4/2042 at 3:50 pm an observation of the
named resident ' s oxygen cylinder tank was not
in the reservoir per protocot for safely. The
cylinder tank was free standing with the reservoir
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Continued From page 8

across the room. Observations on 6/5/2012 at
10:30 am, 6/5/2012 at 1:00 pm, 6/5/2012 at 5:00
pm revealed ihe oxygen cylinder fank remained
free standing with the reservoir across the room.
Review of the resident medical record had an
order since admission for nasal Cannula oxygen
for 3 Liters via mask or nasal cannula that had
been signed for each shift by a nurse.

Review of the facility oxygen therapy and slorage
policy dated 1/1/2012 indicated the oxygen
cylinder tanks should always be chained tightly in
reservoir, on transport, and when in the oxygen
room.

Review of the facility oxygen administration policy
indicated that the portable oxygen cylinder tanks
should be strapped 1o the stand/reservoir.

On 6/5/2012 al 5:00 pm an interview with the
Director of Nursing {DON} indicated the oxygen
cylinder tanks were to be in a cylinder
holderfreservair at all imes.

On.6/6/2012 at 11:25 am an interview with the

F 328

central supply clerk indicated that all oxygen
cylinder tanks were to be in the reservoir at ail
times.

On 6/6/2012 at 11:25 am an observation was
made of the named resident ' s oxygen tank with
the DON free standing with the oxygen cylinder
reservoir across the room. The DON stated " It
should be in the reservoir " . The DON was
observed to place the oxygen cylinder tank into
the reservoir.

483.25(m)(1) FREE OF MEDICATION ERROR
RATES OF 5% OR MORE

The facility must ensure that it is free of
medication error rates of five percent or greater.

The facility will maintain a
percent.

F 332
discontinued on 5/5/12 for
was obtained for 1 Cap Eye

5/6/12 for Resident # 15.

medication error rate of less than &

The order for Allegra 60mg was
Resident #15. A doctor's order

vitamins and Spironalactone on
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All MARS were compared to the 0/12
F 332 | Continued From page 9 F 332} physician Orders for accuracy. Any 6/3
: discrepancy was verified by the
This REQUIREMENT is not met as evidenced doctor and corrected on the MAR
by: _ . at that time. Three different
Based on observations, record review and staff .
. ; e e - nurses verified each order was
interviews, the faciiity failed to maintain a .
medicafion error rate of less than 5 percent. written as ordered on the MAR.
All license staff with medication 6/30/12
Findings included: administration responsibitities will
be re educate regarding
1. Record review indicated Resident #15 was medication administration policies
feadml‘tted to the fac;hty_on 1'211 ‘?12011 following and procedures. The re education
a hospital stay. The resident's diagnoses il be d by the Ph X d
included Glaucoma. wi .e onehbyt e?’ arrnacist an
Jor Director of Nursing.
During a medication administration observation The Director of Nursing or staff
on 06/06/2012 at 930 AM, LPN {Licensed development Coordinator wii
Practical Nurse) #2 placed medications into a randomly observe at least one
medication cup for Resident #15 that included: 1 complete med pass 5 times a week
Cap Eye Vitamin one tablet, Spironalactone 25 for 4 weeks, then 3 times a week
mg 1 tablet and_ Alle?ra 60mg 1 iabiet.' The LPN for 4 weeks, then once a week for
‘entered the resident's room, stood beside the g ) he I d
resident’s bed and administered all medications 4weeks toensure the license .
orally to the resident. nurse is reading the MAR and
making sure the correct medicine
Review and reconciliation of physician orders and correct dosage are being
indicated Allegra 60 mg was ordered on administered during medication
12/11/2011 and discontinued on 12/22/2011. administration. All observations
There were no further orders in the record for will be documented on a faculty
Allegra. Allegra was not recorded on the June i itoring tool
2012 MAR. There were no orders in the quality ass'uranttce_mom .oring ool.
resident's record for | Cap Eye Vitamins or Any negative f;r‘td:‘ngs will be
Spironalactone and neither medication was on corrected at this time.
the June 2012 MAR. Inspecion of the 3 Al findings will be integrated into
medication containers revealed the resident's the facility quality assurance 6/30/12
name oft each botile/package. program and be evaluated for
fectiveness. Any further trainin
In an inferview with LPN #2 on 06/06/2012 at effectivencss Y ot will be &
10:00AM, she reported she did not look at the or monitoring needed will be
discussed at that time and will be
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Continued through the quality
F 332 | Conlinued From page 10 F 332| assessment and assurance process.
MAR closely enough while pouring the The Quality Assurance Commiittee
medications and should have. She indicated the (QA} to include the Administrator
. . . s ’
resident had been on thfz medtcal:or';s in the past DON, Pharmacy Consultant, and
and she thought the resident was sfill on the Medical Director. will revi h
medications. . » Will review the
audit results and follow up on any
In an interview with the Director of Nursing on action plans during the QA
06/06/2012 at 11:10AM, she indicated the meetings. Any item on the action
expectation was staff who administered plan will be completed to ensure
medications should foliow the MAR when giving continued compliance. 6/30/12

medications.

2. Resident # 62 was admitted to the facility on
972772011 with cumulative diagnosis of atrial
flutter, congested heart failure, diabetes mellitus,
cardiovascular disease, hypertension, dementia,
hypothyreidism, and cardio vascular accident.

On 6/6/2012 at 10:05 am during a medication

_administration, Nurse #5 preparedthe
medications for resident #62, had picked up the

medications and had started 1o walk away from
the medication cart toward the resident’ s room.
When stopped and asked how much Peridex the
resident was to receive, the nurse retumed to the
medication cart and put the medication back
down and responded with ™ well it does not say
how much to give *. The nurse had poured 30
milliliters. When pointed out to Nurse #5 the
MAR (medicalion administration record) had the
order as Peridex 12 % swish and spit 5 milliliters
by mouth four times daily for dry mouth, Nurse #5
was observed to remove 25 milliliters of the
Peridex from the medicine cup. The nurse was
observed to give only the prescribed amount of
Peridex.
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F 332 | Continued From page 11 F 332
On 6/6/2012 at 11:10 am, an interview with the
Director of Nursing indicated her expectation of
the medication nurses was for them 1o use the
MAR as a guide te give medications and that the
nurses should have looked at and read the MAR
orders as wiitten when they prepared the
medications.
On 6162012 at 3:00 pm an interview with Nurse
#5 indicated with a redication error she would
have called the physician and the family of the
resident to report the error and filled out a
madication error repori sheet. Nurse #5 indicated
the five rights of medication administration were
the right name of the resident, the right time of
administration of the medication, the right route
for medication to be administered, the right
medication o be administered and the right
amount of the medication to be administered.
The nurse slated she was nervous and should
have read the MAR.
F 371 483.35() FOOD PROCURE, F 371} 1he facility wil ensure ail opened 5/7)7 /2
Ss=E | STORE/PREPARE/SERVE - SANITARY containers of food are labeled with
The facility must - the date the container was
{1) Procure focd from sources approved or opened.
consid.e.red satisfactory by Federal, State or local The facility will ensure that alf 6/30/12
authaorities; and . . .
{2) Store, prepare, distribute and serve food dietary staff wash their handts with
under sanitary conditions soap and water before handling
clean utensils and/or dishes.
All dietary staff will be re educated
by the Staff Development
Coordinator regarding the facility 6/30/12
This REQUIREMENT is not mel as evidenced policy on food opening and
by: storage.
Based on observation, staff interviews and
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All dietary staff wiil be re educated
by the S
£ 371 Confinued From page 12 Fari yine taff DeveloPment 6/30/12
. . coordinator regarding the facility
record review, the facility failed to store food policy on hand hygi All i .
under sanitary conditions by nof dating cpened ﬁ_v " ygiene. ie_tary
containers of food, and by failing to ensure proper staff will do return demonstration
hand washing by the dish washer while handling of hand washing to ensure
dirty and clean dishes. The findings include: , procedure is performed correctly.
The dietary/kitchen manager will
1. The faciity policy on food opening and storage ; randomly check alt food storage
states, " Expiration dates printed by the “areas to ensure all open containers
manufacturer apply until the product is opened. of food are labeled with the date
Once opened,. use the‘se lim.e limits unless the the container was opened, as well
manufacturer * s date is earlier. The day of K d b " f
opening/preparation counts as day 1. * The a§ make ran o"_' e serv.a tons o
policy indicated for commerclally prepared satads dietary staff ‘:‘Vh']e wa:_:.hlng and
the expiration date is 4 days. For salad dressings storing utensils and dishes 3 times
and mayonnaise the expiralion date is 30 days, a week for 4 weeks, then 3 times a
for refish the expiration date is 60 days, and for week for 8 weeks.
brownie mix the expiration date is 8 months. Any findings will be documented
6/30/12

On an initiat tour of the facility kitchen on 6/4/2012
at 10:30 AM, in the main kitchen walk-in
refrigerator, there were containers of opened

on a facility quality assurance
monitoring tool and integrated
into the facility quality assurance

mayonnaise, sweet relish, vinaigrette dressing,
and pimento cheese that had no date. On
61412012 at 10:45 AM in the dry storage room,
there was an opened box of brownie mix with no
date.

in an interview on 6/4/2012 at 10:45 AM, the
executive chef stated that the staff knows that all
containers must be dated when opened,

On a tour on 6/4/2012 at 4:15 PM, the opened
containers of pimento cheese, sweet relish,
vinaigrette dressing, and mayonnaise were
observed In the walk in refrigerator in the main
kitchen. These opened containers still were not
dated.

program and be evaluated for
effectiveness. Any further
monitoring will be decided at that
time and continued through the
guality assurance and assessment
program.

The Quality Assurance Commiitee
(QA) to include The Administrator,
DON, Pharmacy Consultant, and
Medical Director, will review the
audit results and follow up on any
action plans during the QA
meetings. Any item on the action
plan will be completed to ensure
continued compliance.

6/30/12
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F 371

Continued From page 13

2. The facility policy on hand hygiene dated
11109, states: " All employees associated with
the handling of foed shall wash hands. Hands are
washed with soap and water at the following
times; Before handling food or clean
ulensils/dishes/equipment. After handling soiled
sitverware. After any other activity that may
contaminate the hands.  The procedure policy
states " Use sinks designated for hand washing.

On 8/7/2012 at 11:20 AM during an observation
of the dish machine in the main kifchen, the dish
washer was observed moving from the dirty area,
where he was rinsing and foading trays of diriy
dishes, to the clean area where dishes had come
out of the dish machine, and he stacked these
clean dishes to dry. He did not wash his hands
between the two areas. His hands were observed
to be wet, and he wiped them on his apron before

F 371

touching the clean dishes.

In an interview on 6/72012 at 12:00 noon, the
assistant director of dining stated that sometimes
there are two people working the dish machine,
and sometimes only one. The assistant director
of dining stated that the expectation woukd be for
the dish washer to wash his hands with soap and
water for at least thirly seconds under hot water,
as he was taught.

In an interview with the dish washer on 6/7/2012
at 12:20 PM, the dish washer slaled that he
rinses his hands with the sprayer at the dirty dish
sink. He demonstrated spraying his hands off at
the sink where he was rinsing the dirty dishes.
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F 371 | Continued From page 14

In an interview on 6/8/2012 at 11:30 AM, the
assistant director of dining stated that hands
would be washed with soap and hot water per
facHity policy.

F 371
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Croasdaile Villages response to
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 this 2567 does not denote
SS=F t with the st t of
Exit access is arranged so that exits are readily agreement wi ¢ statement 0O
accessible at all times in accordance with section deficiencies; nor does it constitote
7.1 19.21 an admission that any stated
‘deficiency is accurate or that a
deficiency existed. We are filing
-the POC to meet the requirements
This STANDARD is not met as evidenced by: established by state and federal
Based on observation on Wednesday 6/20/12 at - .
approximately 12:30 PM onward the following law. . Croasdaile Village res.erve_s
was noted. the right to refute any deficiencies
1} The staff when questioned about the on this 2567 through the informal
procedures to unlock alf the mag lock door from ai esoluti P i
one location were not familiar with the master ispute resolution or 100ma
override switch jocated at the nurse station. appeal process,
. K038
42 CFR 483.70(a) Corrective Action:
Eégf)g NFPA 101 LIFE SAFETY CODE STANDARD K052 Facility staff will be in serviced on
A fire alarm system required for fife safety is ‘the location of the master override
installed, tested, and maintained in accordance switch at the nurse station.
with NFPA 70 National Electrical Code and NFPA 7/18/2012
72. The system has an approved maintenance P . .
and testing program complying with applicable IdeT:.tlfymg Llf_e saff.aty ISS‘_‘ES'
requirements of NFPA70and 72, 9.6.14 Facility staff will be in serviced on
-the location of the master override
switch at the nurse station.
7/18/2012
Systematic Changes:
Facility staff will be in serviced upon
new hire and will be in serviced and
his STANDARD is ot met denced b questioned monthly during the
is is not met as evidenced by: . .
Based on observation on Wednesday 6/20/12 at monthly fire drills "f‘bout t.he location
of the master override switch.

LABORATORY DIRECTOR'S OR PROVI BPFEER REPR? ENTATIVE'S SIGNATURE TITLE {X6) DATE
Admin 3{,%,[,9;3 1-3~/8,

4 7
Any deficiency stalemén‘i ending with an asteﬁ;@‘niw a deficlency which the Institution may be’excused from correcting providing it s delermined that
other safeguards provida sufficient prolection fo 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 avallable to the facility. If dsficiencies ara cited, an approved plan of correction Is requisite to continued
program paricipation. /?
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{EACH CORRECTIVE ACTION SHOULD BE

located in the valve pit outside did not activate an

If there is an automatic sprinkler system, itis
installed in accordance with NFPA 13, Standard
for the Instalfation of Sprinkler Systems, o
provide complete coverage for all portions of the
bullding. The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. 1t is fully
supervised. There is a refiable, adequate water
supply for the system. Required sprinkler
systems are equipped with water flow and tamper
switches, which are electrically connected to the
building fire alarm system.  19.3.5

This STANDARD is not met as evidenced by:
Based on observation on Wednesday 6/20/12 at
approximately 12:30 PM onward the following

was noted.

1) The tamper alarms for the sprinkler system

alarm when the valve was closed.

42 CFR 483.70(a)

‘program and evaluated for
effectiveness. Any further training
or monitoring needed will be
discussed at that time and will
continue through the quality
assessment and assurance process.
The Quality Assurance
Committee (QA) to include the
Administrator, DON, Pharmacy
Consultant, and Medical Director,
will review the audit results and
follow up on any action plans
during the QA meetings.

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX st
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 10 g\@)ﬁ APPROPRIATE
X K038
K 052 | Continued From page 1 K052} ponitored:
approximately 12:30 PM onward the following - . -
was noted. The. Safety .and Security Director or
1) When the Fire Alarm Control Panel (FACP) designee will document the monthly
was check while the emergency generator was in service on a facility monitoring
running the FACP lost all power when the batfery . find; b
back-up power was removed. tool. Any negative findings will be
corrected at this time.
42 CFR 483.70(a) ' All findings will be integrated into
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD k osg| A1 fmdings w1t &
§$S=b ' lthe facility quality assurance
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K 052 | Continued From page 1 K052 K 0§2 .
approximately 12:30 PM onward the following Corrective action:
was noted. Maintenance Department contracted
1) When the Fire Alarm Confrol Panel {FACP) ot Grinnell o repair the Fire
was check while the emergency generator was f.Wlth simplex . P Grinnell
running the FACP lost ali power when the pattery ' Alarm Control Panel. Szmp'lex rinne 2512
back-up power was removed. repiaced the power supply.
42 CFR 483.70(a) -
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056| Identifying Life Safety Issues:
$5=D . . Simplex Grinnell tested the Fire alarm
if there is an automatic sprinkier system, itis FACP) while the
installed in accordance with NFPA 13, Standard Control Panel ( ) while _
for the Installation of Sprinkler Systems, fo emergency generafor was mnning and
provide complete coverage for all portions of the ' emoved. The
building. The system is properly maintained in the battery ‘E)ackup was T i
accordance with NFPA 25, Standard for the FACP continued to operate normaly. 16/25/12
Inspection, Testing, and Maintenance of Systematic Changes:

Water-Based Fire Protection Systems. It is fully

supervised. There Is a reliable, adequate water The FACP will be tested during the

supply for the system. Required sprinkler monthly generator tests with the
systems are equipped with water flow and tamper g wer removed 10
switches, which are electrically connected to the battery back-up power re

building fire alarm system.  19.3.5 ensure the FACP operates propeily.

This STANDARD is not met as evidenced by.
Based oh observation on Wednesday 6/20/12 at
approximately 12:30 PM onward the following

was noted.

1) The tamper alarms for the sprinkler system
tocated in the valve pit outside did not activate an
alarm when the valve was closed.

42 CFR 483.70(a)
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. K 052
K 052 | Continued From page 1 K052 .
a i : i Monitored:
pproximately 12:30 PM onward the following - . X
was noted. The Maintenance Director or designee
1) When the Fire Alarm Control Panel {FACP) will document the monthly test on a

was check while the emergency generator was

running the FACP lost all power when the battery facility monitoring tool. Any

back-up power was removed. negative findings will be corrected at

42 CFR 483.70(a) _this 'tune o%‘ as so'on as prac:ucal. All
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 0561 findings will be integrated into the
$5=D facility quality assurance program

If there is an automatic sprinkler system, it is

installed in accordance with NFPA 13, Standard and evaluated for effectiveness. Any

for the Instailation of Sprinkler Systems, to further monitoring needed will be
provide complete coverage for all portions of the discussed at that time and will
building. The system is properly maintained in . .
accordance with NFPA 25, Standard for the continue through the quality
Inspection, Testing, and Maintenance of assessment and assurance process.
Water-Based Fire Protection Systems. 1tis fully .

supervised. There is a reliable, adequate water The Quality Assurance

supply for the system. Required sprinkler Committee (QA) to include the
systems are equipped with water flow and tamper Administrator, DON, Pharmacy
switches, which are electrically connected to the ’ > .
building fire alarm system.  19.3.5 Consultant, and Medical Director,

will review the andit results and
follow up on any action plans

during the QA meetings.
This STANDARD is not met as evidenced by:
Based oh observation on Wednesday 6/20/12 at
approximately 12:30 PM onward the following
was noted.
1) The tamper alarms for the sprinkier system
located in the valve pit outside did not activate an
alarm when the valve was closed.

42 CFR 483.70(a)
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K 052 | Continued From page 1 K052 C tive Action:
approximately 12:30 PM onward the following orrective ACLON:
was noted.
1) When the Fire Alarm Control Pane! (FAGP) Mainienance Department condracted
was check while the emergency generator was th simplex Grinnell t - th
running the FACP lost all power when the battery with simplex Grinnell to repair the
back-up power was removed. Tamper alarm for the sprinkler system.
i i 1 replaced the tampers.
42 GFR 483.70(a) Simplex Grinnell replaced PR eas5/12
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
55=0
If there is an automatic sprinkler system, it is et . .
installed in accordance with NFPA 13, Standard Identifying Life Safety Ygsues:
for the Installation of Sprinkler Systems, to Simplex Grinnell tested the tamper
provide complete coverage for all portions of the alarm for the sprinkler system located
building. The system is properly maintained in . t Th 1
accordance with NFPA 25, Standard for the in the valve pit. The tamper alarms
Inspection, Testing, and Maintenance of operated as required when the valve
Water-Based Fire Protection Systems. |t is fully
supervised, There is a reliable, adequate water was closed. 6/25/12
supply for the system. Required sprinkler
systems are equipped with water flow and tamper Systematic Changes:
switches, which are electrically connected io the N ! q1b ted
building fire alarm system.  19.3.6 The tamper alarms will be teste
during the monthly fire drills to ensure
proper activation of an alarm when the
valve is closed.
This STANDARD Is not met as evidenced by:
Based on observation on Wednesday 6/20/12 at
approximately 12:30 PM onward the following
was noted.
1) 'The tamper alarms for the sprinkler system
located in the valve pit outside did not activate an
alarm when the valve was closed.
42 CFR 483.70(a)
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K 052 | Continued From page 1 K 052 K 056
approximately 12:30 PM onward the following Monitored: :
was noted. . . desi
esignee
1) When the Fire Alarm Control Panet (FACP) The Maintenance Director or Cesign
was check while the emergency generator was will document the monthly teston a
running the FACP lost all power when the battery facility monitoring taol, Any
back-up power was removed. . . .
negative findings will be corrected at
42 CFR 483.70(a) this time or as soon as practical. All
KSgSS NFPA 101 LIFE SAFETY CODE STANDARD K056 findings will be integrated into the

If there is an automatic sprinkler system, itis
installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, to
provide complete coverage for all portions of the
building. The system is properly maintained in
accordance with NFPA 25, Standard for the
Inspection, Testing, and Maintenance of
Water-Based Fire Protection Systems. It is fully
supervised. Therelis a refiable, adequate water
supply for the system. Required sprinkier
systems are equipped with water flow and tamper
switches, which are electrically connected to the
building fire alarm system.  19.3.5

This STANDARD is not met as evidenced by:
Based on observation on Wednesday 6/20/12 at

approximately 12:30 PM onward the foilowing

was noted,

1) The tamper alarms for the sprinkler system
located in the valve pit outside did not activate an
alarm when the valve was closed.

42 CFR 483.70(a)

- further monitoring needed will be

facility quality assurance program
and evaluated for effectiveness. Any

discussed at that time and will
continue through the quality
assessment and assurance process.
The Quality Assurance
Committee (QA) to include the
Administrator, DON, Pharmacy
Consultant, and Medical Director,
will review the audit results and
follow up on any action plans
during the QA meetings.
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