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A standard health survey was conducted on
12/08-11/15. Deficient practica was identifiad
with the highest scope and severity at "E" level. Rockcastle Health and Rehablltation, a Signature |
F 3641 483.35(d){(1)-{(2) NUTRITIVE VALUE/APPEAR, F 364| Healthcare Facility does not belleve and does not
&8s=p | PALATABLE/PREFER TEMP admit eny deficiencies existad before, during or after

survey, The faclity reserves the rights 1o contest the
survey findings through informal dispute resolution

Each resident receives and the facility provides formal a

. ppeal proceedings or any adminlstrative or
food prepared by methods that conserve nutritive legal proceedings. This plan of corraction is not meant
value, flavor, and appearance; and food that is to establish any standard of care contraci obligation pt
palatable, attractive, and at the proper position and the facility resarves all rights to ralse all
temperature, possible contentlons and defenses in any typa of civil

or criminal clakm, action or proceeding. Nothing
“contalned in this plan of cormection should be considered

as a waiver of potentially applicable Peer reviaw,

Quality assuranca or self critical examination privilege

This REQUIREMENT Is not met as evidehced which the facility does not waive and reserves the right
by: to assert in any administrative, civil, or criminai daim, |
The facility failed to serve food that was palatable actlon or proceeding. The facillty offers it's rasponse,
and at the proper temperature. A test tray was credible allsgations of compllance apd plan of corredlon_
' as part of it's ongoing efforls to provide quality care to. |
requested on 12/10/15 and the temperature of the residents, |

test tray food was oblained, The {emperature |

of the pea salad was sixty (60) degrees .
Fshrenheit 1.All avening meals were served and/or consumed within

an one hour timeframe.
The findings include:
2.No other trays wera Idenfifisd lo be out of temperature

Review of the Food Service Temperature policy, fange.

*Point of Service Temperatures," no dats,
revealed food was to be at an acceptable
temperature at preparation and at point of service
to the residant. The policy stated the temperature

3. On 12/1115 Dletary staif members were sducated on
placing potantially hazardous cold foods in Insulated
serving bowls to decrease warming time.

of potentially hazardous cold foods shail be no 4, Point of service lemperatures will be checkad daily by
greater than 45 degrees when served to the diatary Managar 5 times a week for four weaks then three |
resident. times a week for four weeks then weekly on-going. Resulls |

from temperature audits with ba brought to QAP committe{
Observation on the 150 Hall on 12/10/15 at 5:21 for review and recommendations.

PM revealed the test tray temperatures for the
pea salad was 60 degrees Fahrenheit at point of
{%6) DATE

I.ABORATOR\' ] - GﬁATUR.E w’(/ﬂ TITLE /é //Q

Any daﬂclanw :tar.ement aending" with an aotarlsk ") denolas a daﬂclancy which the Institution may ba excused from corracting providing it Is datermined that
other safeguards provide aufiicient protaction to the patients . (See Instructiona.) Except for nursing homes, the findings steted above ara dlsclosable 90 days
following the date of survey whether or not a plan of comrection is provided. For nursing hornes, the above findings and plans of correction are disclosable 14
daya following the dats these documents are made avallabla o the faclilty. If deficiencies ara dter.f an approved plan of correction is requiaite lo conlintied
program pariicipation.
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servica. The temperature was taken with a stem
thermometer that was calibrated on 12/10/15 at 1. Dietary cooks were immediately educated |
4:47 PM. on process of thermometer calibration according to
facllity polley on 12/8115 and 12/10/15, On 12/10/15
Interview with the Dietary Manager on 12/11/15 at the Plant Operations Director 12/10/15 moved the
1:32 PM revealed when she took the temperature Rabot Coupe away from the vent and the prep table
of the pea salad on the serving line it was 30 was moved from under the vent. .
degmes| and she did not know why it was 60 2. Dlatary cooks were gble to proparly demonstrate I
degrees at the point of servica. The Dietary thermometer cakbration to dietary manager on12/9/1 5
Manager sald she should have put it in the And 12110/15. \ l
insulated bowls instead of serving it on the plates. 3 :\ 2\;r\.rgeenklg,v calibration log has baen Implemented starting
F 371 | 483.35() FOOD PROCURE, Fari 22 ﬁm“gf‘;:g’:::;ﬁﬁ’;‘::‘:;::':o'ﬁ L
y . : en prep area
§5=£ | STORE/PREPARE/SERVE - SANITARY ) | lone completed by 172418, ;I |
- Dielary manager will review calibration log on a weekly |
'(l;l';epf:;g:.iltrye:gfs -fro - sources soproved or basis &nd conduct a quarterly audit that will requira staff
At el o pF: e d.emonstration of themomeler recalibration and a ;
BOI'L jored satifac ory by Federal, State or loca kitchen audit will be conducted by Dietician that
authorities; an inciudes environmental audit of al¢ vents. Results will l
(2} Store, prepare, distribute and serve food ba brought to QAPI commitiee for review and |
under sanitary conditions recomnendations. |
This REQUIREMENT is not met as evidenced
by:
Based on observation, interviews, and raview of
facility policies, it was determined the facility
failed {o store, prepare, distribute, and serve food
under santtary conditions. Observations on
12/09/15 revealed the facility Kitchen staff falled
lo accurately calibrate thermometers. In addition,
a significant amount of water was observed
dripping from 2 vent in close proximity to the food
prep ares and serving fine.
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The findings Include:

Review of the faciiity's policy, "To assure
accuracy of food temperatures Thermometer
Callbration," no date, revealed HACCP based
food safety programs require accurate record
keeping to be successful. Temperature is often
the parameter of interest when monitoring a
critical controf point {CCP). Probe thermometers
can be calibrated following a few basic
procedures. To be considered accurate,
calibration of thermometers should be conducted
at lnast waekly and a thermometer must be
calibrated to measure within +/- two degrees (2 F)
of the actual temperature. For calibration in ice
water 1) Add crushed ice and water to a clean
container to form a watery slush. 2) Place
thermometer probe into slush for at least one
minute taking care to not let the probs contact the
container, 3) If the thermometer does not read
betwaen thirty degrees (30 F) and thirty-four
degrees (34 F}, adjust to thity-two degrees (32
). Non-adjustable thermometers should ba
removed from use until they have been
professionally servicad.

Observation on 12/08/15 at 4:10 PM ravealed the
Dietary Manager was taking temperatures on the
serving fna in the kitchen with a digitsl
thermometer. The Dietary Manager was asked
how she calibrated the thermometer, and she
replied once a week by pulting it into ice water
until it registered zero degrees (0 F). The Dletary
Manager was asked to demenstrate the
calibration of the thermometer when finished on
the tray line. The Dietary Manager was observed
to put the digital thermometer in a glass of ice
water and after about five minutes the dlgital

F 371

1724116
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thermometer read 38.9 degrees. The Distary
Manager said she did not know what the facility
policy was for calibration of the food
thermometer. :

Observation on 12/08/15 at 4:46 PM revealed a
vent directly abova the Robot Coupe food
processor was dripping water onto the table and
splaitering onto the Robat Coupe. A steamer
which was In close proximity to the vent was
billowing steam out directly onto the vent causing
a modarate amount of condensation buildup.

Interview with Cook #1 on 12/08/15 at 4:35 PM
ravoaled staff was supposed to put thermometers
in ice water and when thay reached zero degrees
{0 F) the thermometers were calibrated, The
Cook sald the vent had been dripping waler since
the steamer had been installed thera about a year
ago.

Interview with Cook #2 on 12/09/15 at 4:40 PM
revealed that she had never calibrated a
thermometer bafore and did not know how.

Interview with the Dietary Manager on 12/11/15 at
1:32 PM revealed she was trained o calibrate a
themometer by putting the thermomeler in ice
water and waliting until it read zero degrees (0 F).
Whan the thermometer was on zero, it was ready
to use, The Distary Manager said she was never
shown how to calibrata thermometsrs. The
Dietary Manager said she had not identified the
condensation on the vent befora and did not
reallze it was that bad.

Interview with the Plant Operations Director on
12/11/115 at 1:50 PM revealed he did not know

that the condensation was that bad on the vent
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and was not sura what to do with all the steam
frorn the steamer. The Plant Operations Director
stated he planned to take the vent out and that
should eliminate the dripping water.
F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 455

5s=E [ OPERATING CONDITION

The facllity must maintain afl essential
mechanical, elactrical, and patient care
equipment in safe operating condition.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation and interview, it was
determined the facllity failad to assure that a
walk-in cooler was in safe operating condition.
Cbservation on 12/08M15, 12/10/15, and 12/11/15
revealed temperatures in a walk-in cooler wera
greater than 41 degress Fahrenhelt Staff
inlerviews revealed the walk-in cooler
temperatures had been higher than usual for the
last week.

The findings include:

Interviaw with the facility Administrator on
12/11/15 at 4:40 PM revealed the facility did not
have a policy regarding equipment.

Observations from 12/09/15, 12/10/15, and
12/11/15 of the walk-in cooler revealed the
temperatura on 12/09/15 at 10:20 AM was 48
degrees Fahrenheit (F); 12/08/15 at 11:15 AM, 48
degrees F; 12/10/15 at 4:55 PM, 48 degrees F;
and 12/11/15 at 9:50 AM, 44 degrees F; this was
after the door remained closed for 30 minutes.

1.0n 1211 1/16 the compressor was replaced for the walk
in refrigeralor. A door closure system was also purchased.
on 12/11/16 to ensure that the door would not stay afar. |

2.Temparature of milk stored In refrigerator was noted
by dletary manager to be at 38 degrees on 12/11/15.

I

|

|
3. Distary staff educated on 1/5/16 on process of II
notification of maintenanca in the event freezer i
and/ or cooler temperatures ars out of range. !
raplacemant of cooler scheduled for 1/7/16. |
4. Temperatures for coolars and freezers are to obtained
three times a day by dletary staff. Dietary manager will
audit temperature logs 5 times a week for 4 weeks then,
3 timas a week for 4 weeks then, weekly for weeks.
resuits wiff be brought to QAP| committee for review and
recommendations.
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Review of the temperature log for the walk-in
cooler revealed that it was never above 40
degrees F for the last {en days.

Interview with the Dietary Manager {DM) on
12/11/15 at 1:32 PM revealed that she had
noticed the temperature of the walk-In cooler was
running a little high in the last week but the
temperature had not been above 40 degrees F.
The DM stated she had told Maintenancs staff on
the previous night that it was running too high and
the Mainienance staff called someone. The DM
sald someone had arrivad that morning to work
on the cooler.

Interview with tha Piant Operations Manager on
12/11/15 at 1:50 PM revealed he was not aware
the walk-in cooler ternperaturas were out of the
safe zone until the previous night when the DM
told him. He sald a refrigeration company worked
on it & couple of months ago but aftar examining
an invoice discovered it was June 2015 when the
cooler was worked on. The Plant Operations
Manager said a new company was working on it
on the day of interview. He slated the walk-in
cooler was 20 years old and needed to be
replaced because it had several problems.

Interview with the Refrigeration Tech on 12/11/15
at 1:14 PM revealed the cooler had a bad
compressar that had to be replaced.

F 466

172416 |
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INITIAL COMMENTS

BUILDING: 01

PLAN APPROVAL: 1985

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF/NF

TYPE OF STRUCTURE: One story, Type V (111)
SMOKE COMPARTMENTS: 8

COMPLETE SUPERVISED AUTOMATIC FIRE
ALARM SYSTEM

FULLY SPRINKLERED, SUPERVISED (DRY
SYSTEM)

EMERGENCY POWER: Type Il diesel generator
and Type 11 propane generator

A life safety code survey was initiated and
concluded on 12/09/15, for compliance with Title
42, Code of Federal Regulations, 483.70(a) and
found the facility to be in compliance with NFPA
101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.

K 000

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that

other safeguards provide sufficient protection to 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 available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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