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Review of the facility's census and condilion,

i residents, who were tube feeders, did not eat

i food prepared from the kitchen area.

Findings include:

Review of the facility’s "Infection Controf

additional heating or cooling before serving.”
- Further review of the facility's "Sanitation and

Dietary Manager (DM) will provide work
the ime and project to be carried out by the

supervising the sanitation and housekeeping

Par Million {(PPM} of chiorine belwesn uses.”

degrees F.

stove after ali the residents in the dining room
were served and the carls on the floors were

dated 06/08/14, revealed there were fifty-threa
{53} residents in the facility. Three (3} of those

Procedures,” undaled, revealed "Hot foods are
plated at 135 degrees F or above and cold foods
are plated af 135 degrees or below. Foods nol
meeting these requirements must have additionat

Food Handling" policy, undated, reveated "The

schedules and cleaning assignments to indicale
individual employee. The DM is responsible for
procedures wilhin the department. Cloths used

by dietary personnel will be kept in a small pal of
sanitizing solution wilh a minimum fifty {50) Parts

. 1. Observation of a test tray, on 06/10/14 at B:35

: AM, as weil as food temperatures of the last fray

i of fifty {50) Irays served for the breakfast meal,
revealed scrambled eggs and sausage palties
were tested af 110 degrees F and gravy at 100

interview with Cook #1, on 08/10/14 at B:40 AM,
reveated she always turned the burners off on the

delivered. She staled the reason behind this was

3.

-
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The Dietary Manager updated the Food
Temperature Log Policy & Procedure to include
the Daily Temperalure Log that will seflect both
the first and second femperalure measurement.
The Dietary Manager wiif complele a weekly
paint and formica Inspection and results will

be documented on tha Weekly Sanilizing
Checklist.

Dietary slafl was in-serviced on 07/07/2014
regarding Food Temperature Log Policy &
Procedure, policy & procedure for sanilizing
bucket water, and poficy & procedure for
reporting peeling paint or damaged formica.

. The Dielary Manager will submit the Tesl Tray

Temperalure Log, sanitation checklist, and
daily lemperature log io the Adininisirator
monthiy.

The Administrator wiil forward the reports fo
the QA commitiee monlhly for review for 12
monihs {o ensure compliance.
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that the food would nof ba too hol for the
festorative dining room service, as "the faedars
did not like their food so hot.”

Interview with the DM, on 06/10/14 at 8:45 AM, :
revealed she would not have expected the :
temperature of the food o drop so quickly and

stated the food should Isave the stove at 135

degrees F,

| 2. Observation of the chemical test strip {aken
ralated o the sanitizer bucket bleach level, on
06/04/14 at 10:05 AM, revealed no evidenca of
bleach in the bucket.

Interview with Cook #2, on 06/10/14 at 10:15 AM,
revealed she wiped the counter surfaces with the
solution "about 30 minules ago™” end filled the
' bucket and added the bleach "about 6:45 AM.” l

| H

" Interview with the Dietary Manager, on 06/10/14 : ‘ :
at 10:20 AM, revealed the solution was changed : : , |
before breakfast, lunch and supper, and as i
needed. The solution should have lested at 100
FPPM per the facility guidelines.

3. Review of the Heaith Depariment Inspection
. records, dated 04/23/14, revealed the facility was
i cited for the shelving unit near the sink, which
showed "wear and tear” and the floors needed {o
be cleaned. An observation of this area, on
06/10/14 at 10:30 AM, reveaied peeling pain{ as i
well as a peeling, cracked, and chipped laminate :
surface on the front and top of the cabinet. There
was also blistered and peeling paint on the inside
shelving where pans were stored. Additionally,
there was a thick, darkened araa of dabris under
the sfove and shalving, and the drip {ray area,
: under the grill had a build up of dusty debris.
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Interview with the DM, on 06710714 at 10:45 AM,
revealed the facility was in the process of adding
on and remodeling. A new kitchen was being
plannad and they had not tried to repair the
shelving unit. She stated the floors were to be
swept and mopped everyday and a scrubber
machine was used once a month; however, the

. scrubber was not made to reach under the stove.

. The grill area and drip pans were cleaned

: reguiary but the grifl area "must have been

" missed,"

interview with the Adminisirator, on 06/10/14 at
12:15 PM, revealed she was unaware of any
compfaints of cold food from the rasidents, but
food should not have been served at those
temperatures and slated the areas regarding the
bleach solutien, the floor, and the shelving unit
needed lo be addressed.
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