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There were no deficiencies cited as a result of
the Complaint Investigation. Event ID #TGM511.
F 226 | 483.13(c) DEVELOP/IMPLMENT F 226

$8=D [ ABUSE/NEGLECT, ETC POLICIES On 1017112 when clinical findings indicated a 1011012

significant injury 1o resident #11, BMNTC sent
resident to ER for oplimal care of fragture. Though a
delay occurred in nofification of Advocacy and
nitiation of 24 hr. report, this resident received
excellent medical care and follow up. When
Advocate did receive notification of incident 10/10/12,
dvacate immediately iniliated inquiry of significant
njury of unknown origin and scon processed
information gathered concluding no substantiation of
ny lype of abuse cccurring that may have caused
njury.

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and record review the
facility failed to submit the 24-Hour Initial Report
within twenty-four hours to the Health Care
Personnel Registry (HCPR) and failed to report
the findings of the investigation in the 5-Day
Working Report to the HCPR for a resident with
an injury of unknown origin for 1 of 4 sampled
residents. (Resident #11).

On Monday 11/8/12 Black Mountain Neuro-Medical '
realment Center's Adminisirative “Shift Report ~ [11/8/12
ean” {Assistant Director, Program Director,
dvocate, Director of Nursing, Quality Assurance
irector) began formally meeting as group for am

shifl report” where group discusses all incidents
nvolving residents, injuries, concerns, plans, fc.,
rom the previous day, weekend, or holiday. This
roup will meet every working day at 8:30am in the

Director's office. Group will review Unit shift

eports, discuss decumented concerits on shift report

'or SAQ report, or any other relevant information

hared by group members. To prevent any delay in

eporting, any concerns related to significant injuries

f unknown injury reported from shift reporis, SAO

eporls, calls to DON, Advocacy, or Administrative

taff will be discussed in detail and a 24 hour report
ade lo the Health Care Regislry by Direclor or
esignee. Advocacy will then immediately iniliate an
nquiryfinvestigation.

The findings are;

Resident #11 was re-admitted to the facility on
06/05/09 with diagnoses including osteoporosis
and cerebral palsy with paralysis of all
extremities.

A review of the most recent quarterly Minimum
Data Set (MDS) dated 09/27/12 indicated
impairment in short and long term memory and
severe impairment in cognition for daily decision
making. The MDS further indicated Resident #11
was totally dependent on staff for transfers and
activities of daily living and had impairment with '

LABORA Vi DIRECT%}?OWDER}SUPPLIER REPRESENTATIVE'S SIGNATURE f TITLE de (X&) DATE
4,

Any defcr'ency statement ending with an 7?;) (*) denctes a deficiency which the instilution may be excused from corrzglzg providing il Is delermin

olher safeguards provide sulficlent protection 1¢the patients. (See instruclions.) Except for nursing homes, the findings d above are disclosabl
following the dale of survey whether or notTplan of correction is provided. For nursing homes, the above lindings and plans of correclion are discl
days following the date these documents are made available (o the facility. If deficiencies are cited, an approved plan of correclion is requisile lo
program pariicipation.
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F 226 | Continued From page 1 F 226 Policy #133B “Profecting Residents from Rights 11/30/12
range of motion in both her upper and lower lnfnnge.menis will be revised to include quse
extremities. contacting both SAO and Advocacy regarding
ignificant injuries of unknown origin or allegations of
A review of medical progress notes dated buse (if Advocate not available Nurse is fo leave
10/07/12 indicated Resident #11 had bruising of essage on Advocacy S volc'elmall).‘ Staff training
her loft {L) upper arm due to a questionable {Nursing, SAO) on policy revisions will take place.
spontaneous rupture of a blood vessel or possible . ) , , . .
bruising while changing the resident's position uality Assurance Director will begin tracking Shift 14126112

and manipulation of the resident or an upper
extremily blood clot but would suspect the injury
was due to the first two possibilities. The notes
indicated they were awaiting x-ray results and
doubt there was a fracture.

An addendum fo the medical progress noles
dated 10/07/12 revealed ihe x-ray results came
back and Resident #11 had a fracture of her (L)
humerus (bone in upper arm} and it was
minimally displaced, The notes revealed
Resident #11 was fransferred to the hospital
emergency room and a cast was applied to her
{L}arm,

During an interview on 10/30/12 at 11:21 AM
Nurse #1 explained Resident #11 had a bed bath
on 10/07/12 between 7:45 AM and 8:00 AM. She
stated nurse aides checked on Resident #11
around 9:00 AM and called her to the resident's
room because Resident #11 had swelling and
bruising to her (L) arm above and below her
elbow. She slaled she assessed the resident,
applied an ice pack, called the physician and an
x-ray was ordered. She explained the x-ray
resulls showed a fracture of Resident #11's arm
but they did not know how it happened because
the resident required total care and did not turn
herself in bed or move her arms. She further
stated she filled out an incident report and furned

Reporl meeling allendance sach day, if Advacacy is
nable to be present in report, Quality Assurance
irecter will ensure message has been left alerfing

hem of any incidents of concernfinjuries of unknown
rigin. A Quality Assurance Objective will be initiated
ith goal that 100% of the time, reports being made
ill meet standards of Health Care Registry for 24 hr,

land 5 day reports. Objective will be reviewed at least

quarterly with Quality Assurance Commitlee,
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itin to her supervisor.

During an inferview on 11/01/12 at 2:10 PM
Nurse Aide #1 explained it was the usual process
when an injury cccurred to get the nurse, notify
the Senior Adminisirative Officer (SAO), notify
their supervisor and an Advocale right away and
a report had to be turned in so it could be
invesfigated. She statled Resident#11 had a
sponge bath early in the morning on 10/07/12 and
she checked Resident 11's oxygen and saw no
swelling or bruising of the resident's {L) arm. She
stated around 9:00 AM nurse aides wentin to
check and change Resident #11 and they called
the nurse into the room because Resident 11's
(L) arm was swellen and she went with the nurse
into the resident's room.

During an interview on 11/02/12 at 5:48 AM an
Advocate explained the Advocate should always
be notified and an inquiry started to determine if
an invesfigation needed to be done. The
Advocate stated the incident occurred on
10/07/12 but she was not notified of Resident
#11's fractured arm until 10/10/12 and then
started an inquiry. She verified there was a delay
in their system in getling the incident report but
once she got the repori she talked with staff who
worked on 10/07/12 and a physician who thought
the injury occurred because Resident #11 had
britfle bones. She stated there was no 24 hour
report submitted to the HCPR and the findings of
their investigation was not submitted on the
5-Working Day repori to the HCPR.

During an interview on 14/02/12 at 11:35 AM the
facility administrator exptained when injuries of
unknown origin occurred staff that discovered the
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injury was expected to complete an incident
report immediately or by the end of their shift. He
stated the report then wenti to the office assistant
on the unit for entry into their risk management
system and was forwarded to the Unit Manager
and they should look at it by the next business
day. He explained the information was also
recorded on a 24 hour report that was reviewed
each morning by the Quality Assurance Director,
the Advocate and the Director of Nurses and an
advocacy report was generated from the prior
day's incidents for the Advocate to begin an
inquiry to determine if an investigation needed to
be done. He stated the SAQ was always
available and was expected to determine If
immediate advocacy was warranted. He verified
the SAO was contacted on 10/07/12 and stated
the Advocate should have been in the morning
meeting on 10/08/12. He slated the Advocate
should have started an inquiry but verified it was
not started until 10/10/12. He stated it was his
expecialion for the Advocate to do the follow up
they needed to do and submit the 24 hour and
5-Working Day reporis to the HCPR within the
required time limits.

483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews and stalf
interviews, the facility used modified disposable

EventiD: TGM511

F 226

F 241

Facility ID: 955752

Staff on G1 Unit stopped using any disposable cups
n place of adaptive dining equipment during meals
as soon as deficiency noted on 11/2/12. Will
discontinue use of all disposable cups and utensils on
all restdent units during meals unless used for
emergencles, if needed for snacks, medicalion
administration or resident preference.

i resident prefers use of disposable cup,
documentalion of preference will be made in
fresident's care plan,

11/2/112

11726112

il conlinvalion sheet Page 4 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 11/19/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT CF DEFICIENGIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIERICLIA
IDENTIFICATION NUMBER.

34A001

(%2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
COMPLETED
A BUILDING
C
B.WING
1110212012

MAME OF PROVIDER OR SUPPLIER

BLAGK MOUNTAIN NEURO-MEDICAL TREATMENT CENTER

STREET ADDRESS, GITY, STATE, ZIP CODE
932 OLD U5 70 HIGHWAY

BLACK MOUNTAIN, NC 28711

X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (EACH {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX GORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
All adaptive eating and drinking adaplive cups will be [11/2612
F 241 | Continued From page 4 F 244 clearly marked with individual Unit # o assure Dietary,
paper cups instead of an adaptive drinking cup returns them to correcl. Unit and ap.propnale adaplive
for 1 of 4 sampled residents obsarved during dinner ware will be available for resident use,
dining {Resident #13). Dietary began sending non-disposable tumblers to (11726712
The findings included: Units at each meal service.
Resident #13 was admilted to the facility on Additional non-disposa'ble cups (“fumblers™ and 11/26/12
03/30/05 with diagnoses including mental and nosey cups”) will be ordered by Dietary and
behavioral problems, severe mental retardation available on units for resident use ateach n!eal to
and pervasive developmental disorders/autistic GSS'U'fe mIIJlllple ‘ﬂUIds oflfered wiil be served in
disorder. The most current quarterly Minimum ndividual non-disposable cups.
Data Set (MDS) dated 09/18/12 coded the . L . .
Resident as severely impaired for daily decision |Nurses will alsq maintain a §egarate emergency 1172012
making. The MDS further revealed the resident PUPPIV of non-dispo_sab.kla drinking cups in Nurses
received a mechanically altered therapeutic diet, fiice to assure availability.
with adaptive equipment, and was assessed for . o , )
extensive assistance with 1 person physical I resident guidelines will be revised by OT to 11/3012
assist for ealing. nclude only use of adaptive equipment. All staff will
be Inserviced on guideline changes and
A review of Resident #13's care plan dated iscontinuation of disposable cups.
10/08/12 under nutrition indicated the resident ) .
s part of the ongoing BMNTC Qualily Assurance  [11/30/12

received extensive to total assistance for feeding
activities daily for safe consumption of food and
drink. The care plan further revealed the resident
required adaptive equipment as indicated in the
dining guidelines dated 09/21/412. A review of
Resident #13's individual dining guidelines dated
09/21/12 included in the adaptive equipment and
materials column to use medium sized {4 o0z.)
nosey cup {cup with a cui-away brim for the nose
to allow safe swallowing without tilting the head
back) for fluids provided.

Resident #13 was observed on 10/30/12 at 12:54
PM during the lunch meal. The resident was
seated in a wheelchair in front of a tray set-up
which included a paper cup with the brim torn-out
approximately 2 inches down the cup in a shape

rocess, RCAs will iniate a new objeclive that 100%
f the time (except for snacks, medications, resident
ersonal preference} non-dispesable eating and
rinking adaplive and standard egquipment will be
tlizted during resident meals. RCAs will observe
asident meals daily and monilor for use of adaplive
infng equipment only, unless resident preference is
ocumented in care plan. Observations will be
ocumented on “Adaptive Equipment Checkoff Lisi”
orm and turned in weekly. Any instances when
isposable cups are being used (if not for snacks,
edications, or personal preference), observations
it be reported to Unit Management where
orreclive action will be put in place. Dala will be
eviewed al least quarierly with Quality Assurance
irector and reporled fo Qualily Assurance
ommittes.
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to look like a nosey cup. Nurse Aide (NA) #2 was
observed feeding the resident. She used the cut
away paper cup to give the resident water.

During the lunch seating on 10/30/12 at 12:59 PM
Nurse Aide supervisor (NAS) #1 toured the dining
room kitchen and storage area with the surveyor
and showed the cupboard where some of the
adaplive devices were stored including several
nosey cups in the cabinet. An interview with the
NAS #1 revealed that most of the adaptive
devices came from the kitchen on the tray but if
any item was missing they could get them from
the cabinet.

Resident #13 was observed on 10/31/12 at 9:07
AM during the breakfast meal. The resident was
seated in a wheelchair in front of a tray set-up
which included a paper cup with the brim torn-out
approximately 2 inches down the cup in a shape
to look like a nosey cup , as well as a medium
sized (4 ounce) nosey cup. She used the paper
cup to give the resident orange juice and the
Nosey cup to give the resident waler.

During the breakfast seating on 10/31/12 at 9:07
AM the NA #2 was interviewed and stated that
when muifiple fluids were present she used
disposable paper cups cut to look like nosey cups
and had been using disposable nosey cups all the
time for all meals.

A continued interview with the NAS #1 on
10/31/12 ai 9:19 AM slated that she used
disposable paper cups cut fo look like nosey cups
for Resident #13 per dining guidelines and siated
that she was allowed io use disposable paper
cups.
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The speech therapist was not available for
interview and an interview with the occupational
therapist on 11/01/12 at 1:38 PM reported that
there was plenty of stock of nosey cups available
and nursing staff was able lo obtain them at a
shorl notice when needed. The interview
revealed that it was not desirable to modify the
disposable paper cups to be used as nosey cups
except in emergency situations and further stated
that this should not be a regular practice and
should not have happened consecutively. The
occupational therapist was able to show several
nosey cups in different sizes in the stock.
An interview with the Director of Nursing on
11/02/12 at 9:35 AM revealed that she was not
aware of the siluation and stated that using
disposable paper cups all the time was not
acceptable,
F 281 | 483.20(k)(3)(i) SERVICES PROVIDED MEET F 281
55=D | PROFESSIONAL STANDARDS
i . . . [1128n2
The services provided or arranged by the facility |Up"Jn review of deficiency noted during Survey exil,
must meet professional standards of quality. order for Calcium 500mg po TID x duration for
upplement for resident #4 was wrillen on 7/5/11. At
at time, Pharmacy dispensed their stock Calcium
This REQUIREMENT is not met as evidenced edication (Calcium Cilrate + Vitamin D) without
by: 'clanliymg p_hysmran orde_r. Nursing administered
Based on record reviews and staff interviews the Calcium Citrate + Vilamin D TID. On 8/3/11 the
facility failed to follow physician orders accurately rMontth Physicians Order Update” listed the correct
and obtain clarification orders for administration Prde’_to correlale with medication being given
of Calcium supplements with Vitamin D for 2 of '(Calclum_Cllrate + Vlta_mm D), with both Physician
10 sampled residents reviewed for unnecessary and Nursing documenting fhat orders were up lo date
medications. (Resident #4 and #152) and the orders matched exactly wlih medications
eing sent from Pharmacy. All successive “Monthly
The findings include: |Physicians Order Updates™ since 8/4/11 have been
|oorrecl with the order being exactly the medication
Igi\ren.

Facility ID; 955752 If continuation sheel Page 7 of 12
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F 281 | Coniinued From page 7 F 281 thon review of deficiency noted during Survey exit, [11/26/12
. . . rder for Callrate 800mg po BID was wrilten on
(1)'6,?: folge'}t: : :ﬁ;&iﬁgﬁ:;‘;égi :ﬁg;ﬂgezn dmission orders for for resident #152 on 6/26/12. At
hypothyroidism, risk for falls, herniated lumbar hz:ﬂlgﬁéﬁ?gg;;?f% Ts[[))%%soergg:;“:‘gt:ctsﬁtlca 2:,:’;#1?
disk, vitamin B12 defici d depression. o . v .
IS%, vilamin sticiency and depress hysician order. Nursing administered Calcium +D
. - . . . ician
A review of the physician orders for Resident #4 ?gggUBglg'r:i:{ggltﬁ lggrrgf:??éhgﬁgé slf\ii[;
dated 07/15/11 included an order to administer edicalilzm being given (Calcium + D 600), with both
'Calcium 500 mg three times daily’ . A review of v A . !
the *Monthly Physiclan Order Update' listed the h¥5"gap a"‘é‘:‘h“fs'"g d°°”"23:"39 “‘ail"f\gﬁ:f’ were
medication as: Calcium Citrate plus Vitamin D p 9 a.e an : € orders maicnea exacuy
{Cifrocal D). A continued review of several edlcatl.ons“il:deln‘ghlseg:]frqn‘_l P hacr)m;cyu Aldll .
previous monthly physician order sheets and the UCCG%S'é\gm r?n 3{) ysu:ianst r‘the{h p ':11 esb ‘
Medication Administration Records {(MAR's) Lemce E,“"e_ ee"_ correct wilh the order being
revealed that Resident #4 received stock xactly the medication given.
medication of Citrocal-D ¢ontaining 630 mg 1 o ] .
{milligram) Calcium with 400 Internationat Units Pg?(;?;%{g‘::]{sgexsgléﬁfﬁztfotzgﬁe hat 11126112
1U) of Vitamtin D and the nurse confirmed usin
Ehis) stock medicalion. Further review of the ° hYS_iCia_ﬂ ordqrs are \*{ri}len specifically for th'e _
physician order did not reveal any clarification to edication being administered. Pharmacy will oblain
that effect. tarifying orders for any discrepancies noted.
Aninterview with Nurse #2 on 10/31/12 at 3:41 harlma.cisl will notify physicians/PAG if any 1172112
PM revealed that all physician orders were faxed ed!cai!on ordgred dpes not correlale with
to the pharmacy and the monthly physician order edication available in pharmacy.
sheets and the MAR's were prinfed by the o
responsibility of the nurse administering the }Jrocess if r'ne(?icalion order on MAR 15 not exactly the
medications to compare the original physician Fame med[cah'on.as Ofde_"ed or supplied by )
orders for accuracy and obtain clarification when Pharmacy. This llnformallon will be entered into the
needed. At the beginning of each month when uantros Reporting system.
MAR's and monthiy physician orders were LA
Medical Policy # 46 “Processing Physician Orders”  [11/30/12

prinied, an assigned 3rd shift nurse always
checked for accuracy of the physician orders.
Nurse #2 also siated that a clarification order
should have been obtained for Resident #4
related to Galcium with Vitamin D.

An interview with the pharmacist on 11/01/12 at

will be revised to clarify specific process Nursing and
Pharmacy will initiate if medication or medication
abe! doss not exaclly match the physician's order.
All Nurses and Pharmacy staff will review policy
revision.
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2:08 PM revealed that the Caicium fablet was
coded as Calcium plus D stock medication in the
pharmacy documentation. The floor stock
medications included both Calcium 500 mg and
Calcium 500 mg with Vitamin D. The pharmacist
interview revealed that the entry of the order with
Vitamin D was an error and the nurse or the
pharmacist should have cbiained a clarification.

An interview with the physician on 11/02/12 at
9:24 AM stated thaf any orders with doubt had to
be clarified and he did not recall any clarification
order written for Calcium 500 mg order for
Resident #4.

An interview with the Director of Nursing (DON}
on 11/02/12 at 9:35 AM confirmed that it was the
responsibility of the 3rd shift assigned nurse to
check for all order accuracy. The DON also
stated that it was the responsibilily of the nurse
and the pharmacist to check for accuracy of all
the orders entered to the system by the pharmacy
and sent from the pharmacy.

2. Resident #152 was admitied to the facility on
06/26/12. The admitting diagnoses included
hypothyroidism, Alzheimer's dementia and
depression.

A review of the physician orders dated 06/26/12
included an order for 'Caitrate 600 mg (milligram)
po {per oral) BID {two times daily)' . A review of
the Medication Administration Record (MAR) and
the ‘'monthly physician order updale’ listed the
medication as: 'Calcium + D 600 ma (Caltrate
600 Plus) take 1 fablet (s} (600 mg) orally twice
daily for supplement’ .

Standards for Medication Administralion} Nurses take
prior to and during adminisfralion of medication. All
nurses will review standards.

Medical Department (lo include the DON and
Pharmacy) that medication errors involving
discrepancy between physician order and medication
dispensed will be less than 5% as identified by
mediction error reports. A Nursing supervisor will
also do random monitering of MARs and medications
administered lo assure physician orders reflect actual
medication administration. The DON and Quality
Assurance Director will review objective at least
quarterly and reporl findings to the BMNTC Qualily
Assurance Commitiee.

A Quality Assurance Objective will be initiaied by the |11/30/12
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An interview with Nurse #3 on 10/31/12 at 3.02
PM confirmed that she had been administering
stock medication Caltrate 600 mg with 400
international Units (IU) of Vitamin D. The
interview revealed that Nurse #3 should have
obtained a clarification on the strength of Vitamin
D as Caltrate comes with several Vitamin D
strengths.

An interview with the pharmacist on 11/01/12 ai
2:09 PM revealed that the Caltrate tablet was
wrongly coded as Calcium plus D stock
medication and the order should have been
clarified as Resident #152 was also receiving
2000 I1U Vitamin D as a separated order.

An interview with the physician on 11/02/12 at
9:24 AM stated that any orders with doubt had te
be clarified and he did nol recall any clarification
given on the Caltrate order for Resident #152.

An interview with the Director of Nursing {DON)
on 11/02/12 at 9:35 AM confirmed that it was the
responsibility of the 3rd shift assigned nurse to
check for all order accuracy. The DON stated
lhat it was the responsibility of the nurse and the
pharmacist to check for accuracy of all the orders
entered info the system and sent by the
pharmacy.

483.35(i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

{1} Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food

F 281

F 371

FORM CMS-2567(02-98) Previous Veisions Obsolete EvenliD: TGM511

Facility ID: 955752

If continualion sheet Page 10 of 12




PRINTED: 11/19/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B. WING C
34A001 ' 11702/2012
NAME OF PROVIDER OR SUF‘PLIER STREET ADDRESS, CITY, STATE, ZIP CODE

932 OLD US 70 HIGHWAY

BLACK MOUNTAIN NEURO-MEDICAL TREATMENT CENTER
BLAGK MOUNTAIN, NG 28711

o410 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (EAGH oS
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE AGTION SHOULD BE CROSS- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TQ THE APPROPRIATE OATE
DEFICIENCY)
F 371 | Continued From page 10 ' F 371

under sanitary conditions

This REQUIREMENT is not met as evidenced

by: _ o Immediately after deficiency noted, temperalure i1/i/12
Based on observations and staff interviews the robes were sanitized properly with alcoholibleach
facility faited to follow proper sanitation and food olution between each food fested.

handiing practices during an observation of

;bet:;ning food temperaiures prior to serving a ielary Director discussed proper sanitation 117212
) rocedure with all Dietary staff present during survey,
The findings are: Procedure for placement of thermometer in foods fo

revent cross contamination revised to reinforce  [11/30A12
anitation standards and proper food handling. All
taff reviewed revisions.

Cn 11/01/12 at 11:00 AM an observation was
made of dietary staff menitoring the temperaiures
of hot food on the steam table prior to serving the
midday meal. During the observation the staff
member placed the probe end of the
thermometer into a container of chopped French
fries, pushing down until her ungloved hand came
into contact with the food. The staff member

Quality Assurance objective will be initiated that
emperature probes will be used properly and 11/30/12
anitized between usefdifferent foods 100% of the
ime as noled during scheduted monitoring by Dietary

removed the thermometer from the French fries faff. The Dietary “Food Temp Log" will be revised to

and placed the probe end of the thermometer into Include checking hat lepjlperature probe is b‘eing
a container of pureed soup. After obtaining the sed_prop erlay and.samlrze(li between use!dlff(?rent
temperature of the pureed soup the staff member r(ood items. Data will be reviewed weekly by Dielary

placed her clip beard on top of the steam table and SUpErVisors a.nd at least quarterly with Quality
picked up a wet rag with yellow stains from the top Assuy ance Direclor and n?p orted fo the BMNTC
of a metal cart and wiped off the thermometer. The Quality Assurance Commiltee.

staff member then placed the probe end of the
thermometer into a container of chopped meat,
pushing down unlil her ungloved hand came into
contact with the meat. Without cleaning the
thermometer, the dietary staff member obtained a
temperature reading from a container of pureed
French fries. All temperatures
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were noted to be within the appropriate range.

An interview with the dietary staff member on
11/01/12 at 12:15 PM revealed she does not
sanitize the thermometer probe while obtaining
temperatures of foods on the fray line. The
interview also revealed alcohol wipes were not
available in the kitchen and gloves should be
worn if coming into contact with food.

An interview with the dietary manager on
11/01/12 at 12:30 PM revealed stalif are expected
to glove prior to coming into coniact with
prepared foods and the thermometer probe
should be sanitized between foods, especially
between food types. The dietary manager further
revealed the thermometer probe should be
sanilized with an aicohol pad or bleach solution
and not a rag.
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