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Retail Food Establishment 
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S000000 Deficiency #1: On 12/15/14, the 

cold food was recorded at 48 

degrees F and no plan of action 

was recorded per our 

procedure.Plan of Correction:1. 

Certified Nursing Assistant has 

been counseled by Patient Care 

Coordinator (PCC) and necessary 

disciplinary action taken. 

(Complete date 1/12/15)2. 

Mandatory meeting called by 

Patient Care Coordinator to 

review the deficiency and 

re-educate the Registered 

Nurses, Certified Nursing 

Assistants assigned to the 

Inpatient unit on Policy #90.7A 

"Food Handling" by Patient Care 

Coordinator and Quality 

Improvement (QI) RN. (Complete 

date 1/12/15)3. IPU Registered 

Nurses will review and initial the 

Weekly Food Temperature Logs 

as completed by Certified Nursing 

Assistants once a week per policy 

on Mondays. Inpatient Unit 

Registered Nurses will now initial 

the Weekly Temperature Logs 

and insure a new dietary cart will 

be ordered by the Certified 

Nursing Assistant if temps are not 

compliant with policy. (Complete 

date 1/12/15)4. QI Coordinator 

will monitor Logs and report to 

PCC deficiencies weekly this first 

month post changes. QI 

Coordinator will report any 

deficiencies to Patient Care 

Coordinator. QI Coordinator will 

educate the Certified Nursing 
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Assistant or Registered Nurse 

who is not compliant with policy 

and PCC will take action as 

appropriate. (Complete date 

1/12/15)Deficiency #2: On 

12/23/14, the milk was recorded 

at 60 degrees F. The staff 

member checked the food below 

41 degrees, which it actually was 

19 degrees higher than 41. No 

action plan was recorded.Plan of 

Correction:1. Certified Nursing 

Assistant has been counseled by 

Patient Care Coordinator (PCC) 

and necessary disciplinary action 

taken. (Complete date 1/12/15)2. 

Mandatory meeting called by 

Patient Care Coordinator to 

review the deficiency and 

re-educate the Registered 

Nurses, Certified Nursing 

Assistants assigned to the 

Inpatient unit on Policy #90.7A 

"Food Handling" by Patient Care 

Coordinator and Quality 

Improvement (QI)/Training RN. 

(Complete date 1/12/15)3. IPU 

Registered Nurses will review and 

initial the Weekly Food 

Temperature Logs as completed 

by Certified Nursing Assistants 

once a week per policy on 

Mondays. Inpatient Unit 

Registered Nurses will now initial 

the Weekly Temperature Logs 

and insure a new dietary cart will 

be ordered by the Certified 

Nursing Assistant if temps are not 

compliant with policy. (Complete 

date 1/12/15)4. QI Coordinator 

will monitor Logs and report to 

PCC deficiencies weekly this first 
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month post changes. QI 

Coordinator will report any 

deficiencies to Patient Care 

Coordinator. QI Coordinator will 

educate the Certified Nursing 

Assistant or Registered Nurse 

who is not following 

policy. (Complete date 1/12/15)

 S009999

 

Please see the Retail Food 

Establishment Inspection 

Report-Electronic included with 

this document for deficiencies 

related to 410 IAC 7-24.

S009999 Deficiency #1: On 12/15/14, the 

cold food was recorded at 48 

degrees F and no plan of action 

was recorded per our 

procedure.Plan of Correction:1. 

Certified Nursing Assistant has 

been counseled by Patient Care 

Coordinator (PCC) and necessary 

disciplinary action taken. 

(Complete date 1/12/15)2. 

Mandatory meeting called by 

Patient Care Coordinator to 

review the deficiency and 

re-educate the Registered 

Nurses, Certified Nursing 

Assistants assigned to the 

Inpatient unit on Policy #90.7A 

"Food Handling" by Patient Care 

Coordinator and Quality 

Improvement (QI) RN. (Complete 

date 1/12/15)3. IPU Registered 

Nurses will review and initial the 

Weekly Food Temperature Logs 

as completed by Certified Nursing 

Assistants once a week per policy 

on Mondays. Inpatient Unit 

Registered Nurses will now initial 

the Weekly Temperature Logs 

and insure a new dietary cart will 

be ordered by the Certified 

Nursing Assistant if temps are not 

01/12/2015  12:00:00AM
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compliant with policy. (Complete 

date 1/12/15)4. QI Coordinator 

will monitor Logs and report to 

PCC deficiencies weekly this first 

month post changes. QI 

Coordinator will report any 

deficiencies to Patient Care 

Coordinator. QI Coordinator will 

educate the Certified Nursing 

Assistant or Registered Nurse 

who is not compliant with policy 

and PCC will take action as 

appropriate. (Complete date 

1/12/15)Deficiency #2: On 

12/23/14, the milk was recorded 

at 60 degrees F. The staff 

member checked the food below 

41 degrees, which it actually was 

19 degrees higher than 41. No 

action plan was recorded.Plan of 

Correction:1. Certified Nursing 

Assistant has been counseled by 

Patient Care Coordinator (PCC) 

and necessary disciplinary action 

taken. (Complete date 1/12/15)2. 

Mandatory meeting called by 

Patient Care Coordinator to 

review the deficiency and 

re-educate the Registered 

Nurses, Certified Nursing 

Assistants assigned to the 

Inpatient unit on Policy #90.7A 

"Food Handling" by Patient Care 

Coordinator and Quality 

Improvement (QI)/Training RN. 

(Complete date 1/12/15)3. IPU 

Registered Nurses will review and 

initial the Weekly Food 

Temperature Logs as completed 

by Certified Nursing Assistants 

once a week per policy on 

Mondays. Inpatient Unit 
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Registered Nurses will now initial 

the Weekly Temperature Logs 

and insure a new dietary cart will 

be ordered by the Certified 

Nursing Assistant if temps are not 

compliant with policy. (Complete 

date 1/12/15)4. QI Coordinator 

will monitor Logs and report to 

PCC deficiencies weekly this first 

month post changes. QI 

Coordinator will report any 

deficiencies to Patient Care 

Coordinator. QI Coordinator will 

educate the Certified Nursing 

Assistant or Registered Nurse 

who is not following 

policy. (Complete date 1/12/15)
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