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This visit was for a State Residential
Licensure Survey.

Survey date: September 18 & 19, 2014.

Facility number: 003902
Provider Number: 003902
Aim Number: N/A

Survey team:

Lora Brettnacher, RN, TC
Kewanna Gordon, RN
Tracina Moody, RN

Census bed type:
Residential: 130
Total: 130

Census by payor type:
Other: 130
Total: 130

Sample: 10

This state finding was cited in accordance
with 410 IAC 16.2-5.

Quality review completed 9/23/14 by
Brenda Marshall, RN.
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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
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R000273 | 410 IAC 16.2-5-5.1(f)
Food and Nutritional Services - Deficiency
(f) All food preparation and serving areas
(excluding areas in residents ' units) are
maintained in accordance with state and
local sanitation and safe food handling
standards, including 410 IAC 7-24.
Based on observation, interview, and R000273 Corrective action for those residents 10/10/2014
record review, the facility failed to ensure affected or havingthe potential to be
. ffected:
the kitchen thermometer was cleaned :e# be taken includ
. ctions to be taken include an
prop.erly before and during the. food in-service on thetopics/policies of
holding temperature check which had a hand washing and the appropriate
potential to contaminate food for 130 out use and sanitation of
of 130 residents who eat in the dining foodthermometers, along with the
room. purchase of new instant read food
thermometers,single use
Findi includ thermometer probe wipes, and one
ndings melude: additional thermometer
sanitizertank and holder.
On 9/18/14 at 9:35 a.m., Cook #1 was Measures/changes to be put in
observed to check the breakfast food place:
temperatures. She was observed to take When food comes off/out of the
. cooking/heating apparatus,the cook
the thermometer out of a square metal bin ' g/_ N apparatu
t to the st tabl Ik to th on duty is to take the temperatures
n?X 0 .e steam table, wa o the ) of the food item in accordance
kitchen sink, and turn on the water with withthe food temperature log and
her bare hand. Next, she placed the guidelines, document the findings
thermometer under the running water for on the foodtemperature log and put
10 seconds. Then, she turned off the the food in the holding steam table
. turn the itemfor additional
water with her bare hand and grabbed a ;:r r‘: urn t,Tt'henf] Otﬁt ! 'fmat "
eating unti efooditemisa e
paper towel off the roll. Next, she was appropriate temperature
observed to dry the thermometer with the Food thermometers are to be
paper towel and then open the lid of the washed, rinsed, and sanitized atthe
oatmeal on the steam table. She inserted three compartment sink before and
the thermometer into the oatmeal and after each meal period.
Food thermometers are to be stored
read the temperature out loud. Then, she the th . ation tank
n e ermometersanitation tan
removed the thermometer, replaced the when not in use.
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lid, and was observed to wipe off the Staff will remove thermometer from
thermometer with the same paper towel. the sanitation tank andinsert the
Cook #1 removed the lid from the thermometer into the food
container of sausage patties, and inserted ::j:l dTaTt;h;Lm:r:T;:irs\;w” be
the thermometer into the sausage. After thermometer probe wipeafter one
she read the temperature of the sausage, use. The thermometer will
she removed the thermometer, replaced bereturned to the thermometer
the lid, and wiped the thermometer off sanitation tank and the temperature
with the same paper towel. Then, she wil bEdocumlented on the food
removed the lid from the container of ;:g::i:: t:i;'mometer handling
"egg patties" and inserted the procedures will be addedto the daily
thermometer. After she read the food temperature log.
temperature of the "egg patties," she Monitored:
removed the thermometer, replaced the The ‘?”re“c" of ff’°d se_r"ice will
lid on the container, and wiped the m(;m:)r ona i?'lyhbam:m 3|o days
thermometer off with the same paper :2 di:ioenrj :v:;::l:, Sei;iao:r' "
towel. Next, she removed the lid from verification on the food temperature
the container of scrambled eggs and logwill be instituted. A laminated
inserted the thermometer. After she read visualjob aide with new
the temperature of the scrambled eggs, thermometer handling procedures
she removed the thermometer, replaced andbuse.c’f nev_zls;ngle utsed by th
the lid, and wiped the thermometer off f;:rr:\g:z:e\:v;an;s: tznks\./ ©
with the same paper towel. Then, she Completion date:
removed the lid off the container of The above noted changes will be
sausage links and inserted the completed by 10/10/2014.
thermometer. After she read the
temperature, she removed the
thermometer, replaced the lid, and wiped
the thermometer off with the same paper
towel. Then, she was observed to place
the thermometer into the metal bin above
the steam table.
During an interview on 9/18/14 at 9:40
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a.m., Cook #1 indicated she was to rinse
the thermometer off in the sink next to
the steam table prior to checking the food
temperatures and before returning it to
the metal bin.

A policy, titled, "Hand Washing,"
identified as current by the
Administrator, on 9/22/14 at 9:13 a.m.,
indicated the policy for hand washing
indicated staff was to use a disposable
towel instead of bare hands to turn off the
water on the hand faucets.

A policy, titled, "Cleaning and Storage of
Food Thermometer," identified by the
Administrator as current, indicated the
thermometers were to be held in a
sanitation solution container, and should
be washed and sanitized at the pot sink
before and after every meal period.

State Form

Event ID:

B6ES811  Facility ID:

003902 If continuation sheet

Page 4 of 4




