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River Trace acknowledges receipt of the
No deficiencies were cited as a rosult of the gtgt;l?ent ;)f(‘:D:'ﬁc:;an;ltes t;“d p:‘optotslf St
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F 371 | 483.35(i) FOOD PROCURE, F 371 ©su ) f;?’ o dor :“gs '8 ta‘.’ wally
$8=E | STORE/PREPARE/SERVE - SANITARY correct anct In order lo maintain

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
under sanitary condifions

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview the
facility failed to monitor dish machine gauges
which resulted in seven racks of kitchenware not
being sanitized by a final rinse temperature of 180
degrees Fahrenheit or higher. The facility also
failed to maintain the strength of the sanitizing
solution at the three-compartment sink in order to
sanitize kitchenware being run through the sink
system. Findings include:

1. Between 8:47 AM and 8:52 AM on 10/1712
seven racks of kitchenware were run through the
dish machine, and the final rinse gauge did not
register at least 180 degrees Fahrenheit. The
final rinse temperature for the first through fourth
rack was 160 degree Fahrenheit, for the fifth rack
it was 166 degrees Fahrenheit, for the sixth rack
it was 172 degrees Fahrenheit, and for the

seventh rack it was 170 degrees Fahrenheif. The
1

compliance with applicable rules and
provision of quality care of the
residents. The Plan of Correction is
submitted as a written allegation of
compliance,

River Trace’s response to this Statement
of Deficiencies and Plan of Correction
does not denote agreement with the
Statement of Deficiencies nor does it
constitute an admission that any
deficiency is accurate. Further, River
Trace reserves the right to submit
documentation to refute any of the
stated deficiencies on this Statement of
Deficiencies through informat dispute
resolution, formal appeal procedure
and/or any other administrative or legal
proceeding.
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Any deficiency statement ending with an asterisk {*) denotes a deficiency which tilNrstitution may be excused from correcting providing it Is determined that
other safequards provide sufficient protection to the patients. (See instructions.) Ex
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 avaitable to the faciity, if deficiencies are ciled, an approved plan of correction is requisite to continued

program participation.
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ursing homes, the findings stated above are disclosable 80 days
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kitchenware In these racks Included meal trays,
pots, pans, pilchers, and utensils. Two dietary
employaes wers oparating the dish machine, bul
neither were moniloring the temperaiure gauges
of the dish machine. Af this time the Dietary
Manager {OM) commented thal a service
representative examined the dish machine
yesterday. After surveyor intervention,
kitchenware in the first seven tacke was
rewashed with the final rinse temparature of the
dish rachine exceading 180 degrees Fahrenheit.

At 915 AM on 10/18/12 the DM stated a service
representative examined the dish machine
dispensing system on 10/12/12, and a service
representative responsible for the dish machine
fiself orderad a part for the dish machine on
10/16M2. According o the DM, the staff was
in-serviced about checking the temperature
gauges of the dish machine percdically
throughout the entire process to make sure the
wash ard final rinse temperalures met
manufaciuner's guidelings (at laast 160 degrees
Fahrenhelt for the wash cycle and at least 180
degrees Fahrenhelt for the finat rdnse cycle). The
DM commented she forgot to remind the two stalf
members operating the dish machine on the
moming of 10/17/12 to pay special attention to
the dish machine gauges since repair work was in
progress. Tha DM reported the dietary stafi
maintained a temperature log for the dish
machine, and somestime during the dish machine
process after each meal, they recorded tha wash
and final rinse temperaturas.

Review of the 10/12/12 sarvice report
documented the dish machine gauges seemed to
be fluctuating with the wash gauge showing

F 371

' Dietary steff has been re-inserviced
and re-trained on the importance of
monitoring dish mechine guages during
wash and rinse cycles. The dish
machine was repaired on 10/24/2012 to
insure proper operation and
maintenanca of temperatures to
regulated minimums, Temperatures at
the hot water heaters were increased to
insure that the dish machine booster
will keep temps at approptiate levels,

- Dietary staff will record temps on the
final rinse ut the beginning of the
wash/rinse cyele and during the
wash/rince cycle to insure maintenance
of proper temperaiures, The Dietary
Munager or designee will monitor daily
for continued compliance X 30 days.
Each staff member using the 3
compatment sink will set the sink up
properly for sanitation use prior to
washing dishes/pots and pans, The
sanitizing mixture will be tested by
employee setting up sinks and results
recorded X 30 days. Dietary Manager
or designee and QA will monitor for
continued compliance X 3 months.
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temperatures ranging from 150 to 152 degrees
Fahrenheit and the final rinse gauge showing
temperatures ranging from 170 to 200 degrees
Fahrenhsit. Review of the facility's October 2012
dish machine temperature log revealed all final
rinse temperatures exceeded 180 degrees
Fahrenheit except during the cleaning of
breakfast dishes on 10/03/12 and 10/04/12 when
the final rinse temperature was documented as
160 degrees Fahrenheit.

At 9:48 AM on 10/18/12 the two dietary aides
operating the dish machine stated they were
trained during in-services that the two employees
operating the dish machine were always
supposed to monitor the wash and final rinse
gauges to make sure the wash gauge registered
at least 160 degrees Fahrenheit and the final
rinse gauge registered a least 180 degrees
Fahrenheit. They reporied if the final rinse
temperature of 180 degrees Fahrenheit was not
reached, then the racks of kitchenware were to
be run through the dish machine again until the
desired temperature was reached. Thay also
commented that if the desired temperatures were
not reached on a regular basis, they were
supposed to inform the DM who could request a
service representative to look at the dish
machine.

2. At 8:45 AM on 10/17/12 bowls, utensils, Robot
Coupe parts, and a pan were in the sanitizing
solution of the three-compartment sink. The
Dietary Manager (DM) explained bleach was
used in this sink system. When the DM used a
strip to check the strength of the bleach-based
solution, it only registered 10 parts per million
{PPM) hypochlorite (bleach). The DM reported

F 37
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the sanitizing solution was not strong enough
because it was supposed to register at feast 50
PPM hypochtorite.

AL 9:15 AM on 10/18/12 the DM stated there had
been prablems with the sanitizing sink in the
three-compartment sink system leaking {review of
maintenance requests revealed a request for the
leaking sink was completed on 06/27/12).
However, the DM reported she did not think the
leak, which was still not repaired, contributed to
the bleach solution not being strong enough on
101712, instead, she explained the cook had
drained the original sink of bleach water made
earfier in the morning, and had not yet added
bleach or enough bleach back to the new
sanitizing sink of water. After surveyor
intervention, kitchenware run through the
three-compartment sink system that morning was
rewashed and sanitized in a bleach solution
which registered at least 50 PPM hypochiorite.

At 9:50 AM on 10/18/12 the cook stated she
made up saniizing solution in the three
compartment sink, using bleach, about three or
four times during her shift in the kitchen. She
reporied there was supposed to ba bleach in the
water of the sanitizing sink if kitchenware was
placed init. She commented each time a bleach
solution was made or remade, if's sfrength was to
be tested using a strip. According to the cook,
the strip was supposed to register at least 100
PPM hypochlorite.

F 371
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River Trace acknowledges receipt of the
Statement of Deficiencies and proposes
this Plan of Correctlon to the extont that
the summary of findings is factually
correct and in order to maintain
compliance with applicable rules and
provision of quality care of the
residents. The Plan of Correction is
submitted as a written allegation of
compliance,

River Trace's response to this Statement
of Deficiencies and Plan of Correction
tloes not denote agreement with the
Statement of Deficiencies nor does it
constitute an admission that any
deficiency is accurate. Further, River
Trace reserves the right to submit
documentation to refute any of the
stated deficiencies on this Statement of
Deficiencies through informel dispute

resolution, formal appeal procedure !

and/or any other adminisirative or legal
proceeding,
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K 028 NFPA 101 LIFE SAFETY CODE STANDARD K 028 .
$8=D Holes in the ceiling of the mechanical
One hour fire rated construction (with % hour room near room 214 and the mechanical
fire-rated doors) or an approved automatic fire room at the nurses station have been
extinguishing system in accordance with 8.4.1 , . sealed. Doors to the soiled linen room
angfor 19.3.5.4 protests hazardous aréas, When | ‘ near room 108 and the door to the
the approvad automatic fire éxtingulshing system Solarfum have been repaired to close
opfion Is used, the arcas are separated from and latch properly. In addition, the door
other spaces by smoke resisting pariitions and to the clean linen side of the laundry
doors. Doors are self-cfosing and non-rated or room has been repaired to close and
field-applied protective plates that do nof exceed latch. Similar doors throughout the
48 inches from the bottom of the door are , building have been inspected and
permitted.  18.3.2.1 repaired as needed, Maintenance and
QI will monitor monthly for continued .
compliance. 11-30-12

This STANDARD s not met as evidenced by:
A. Based on observation on 11/16/2012 the
mech, room at room 214 has veids around pipe
passing through the ceiling, Mech . room at the
nurses station has a PVC conduit through the
cailing that is not protected, the soiled linen room .
at room 108 does not close and lateh, the door to
the Solarium does not latch and the cledn linen
side of the laundry does not close and latch,

42 CFR 483.70 (a)

K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038

88=0} - L W o, ' Exit access has been made readily
Exit agcess is arranged so that exits are readily accessable at all fimes at the door going
accessible at all times in accordance with section into the smoking grea by the addition of
71 19.21 lock on/off switches on both sides of the

door. Similar areas have been inspected
and same installed for compliance as
necessary, Muaintenance and QI will

monitor for continued compliance. 122612
This STANDARD is not met as evidenced by. ‘
A. Based on observation on 11/16/2012 the door
. ‘
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Any deficlancy stalement ending with an asterisk {*) denote‘s@?ncy which the nsitutlon may be excused from correcting providing it is determined that
ofier safeguards provide sufficlent protection to the patients. {See Tistructions.} Excapt for sursing homues, the findings stated above are disclosable 60 days
following the date of survey whether or not a plan of correction fs provided. For nursing homes, the above findings and plans of correction are dlsclosable 14
days following the date these documents are made avallable to the facllity. If deflciencles are cited, an approved plan of carrection Is requisite to continued
program pardicipation, Op
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going into the smoking area does not have an on/
off switch on both sides of the door.
42 CFR 483,70 (a)
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A. Based on observation there were no LSC
deficiencies noted.-
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days following the date these documents are made available to the faclily, If deficiencies are cited, an approved plan of correction Is requisite to confinued
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