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D ooui’ Initia! Comments D 000
1 The Adult Care Licensure Section and the Wilkes . ]
i County Department of Soclal Services conducted The ice machine was put out
| an annual and follow-up survey on August 13-14, of use immediately. The machine
| 2019, i
| ] was cleaned and sanitized by :
D 282 10ANCAG 13F .0904(a){1) Nutriton and Food | o2 maintenance staff on 8-13-19.
: Service ; ;
i . . Malntenance staff will be
! 10A NCAC 13F .0904 Nutrition and Food Service bl | 3 . .
i (a) Food Procurement and Safety in Adult Care responsible for cleaning / sanitizing
i Homes: the ice machine every 6 months per‘:
{1) The kitchen, dining and food storage areas manufacturer protocol and follow
shall be clean, ordeily and protected from li . |
cordent o the steps outlined in the procedure
manual. Maintenance staff will |
. inspect the machine every month |
This Rule is not met as evidenced by: . & . e :
Based on absarvations and interviews, the facility : and clean extra if necessary. ;
' failed to assure the reach-in jce machine in the _
kitchen was clean and free of contamination The maintenance director will assure
 related to the build-up of a black and pink residue L. '
" located inside the ice machine. the cleaning is followed on schedule,
{ The findings are: The dietary manager’s responsibility’
Review of ihe local Environmental Health will include wiping down the ice
sanitaticn report dated 08/08/19 revealed: machine with a food safe sanitizer
~The inspection score was 99.5. .
-A damerit of 0.5 was taken due to "soil buildup and.cleanithe:plastic pam=thar
araund Ice machine.” i reside above the ice on a weekly basls.
Observation of the reach-in ice machine located _
In the kitchen an 08/13/19 &t 10:10am revesaled a .
black and pink residua located across the interior ;
of the reach-in lce machine. \ |
. | i !
Interview with the Dietary Manager (DM) on ! : :
08/13/19 at 10:10am revealed: ! : |
-The maintenance staff were responsible for ‘ ! i
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' cleaning the reach-in ice machine cnce a week.

' ~The reach-in ice machine In the kitchen had
been used on 08/13/19 for resident beverages.
-He was not aware there was a black and pink
residue located inside the reach-in Ice machins.

Interview with the Maintenance Assistant (MA) on
08/13/19 at 10:22am revealed:

-One of his job responsibilities included making
sure the reach-in ice makers in the facility were
functioning properly and making ice.

-When he last observed the Interior of the
reach-in lce machine in the kitchen, he did not

. see the black and pink residue.

" -He was unsure who was responsible for deaning
the reach-in Ice machines in the facility.

Interview with the Maintenance Director on

: 08/13/19 at 10:35am revealsd:

- -Maintenance staff was responsible for cleaning
i the reach-in ice machinss in the facility.

-It was his responsibllity to oversee the current
MA to assure this task was being completed.
-There was a deep cleaning of the reach-In ice
machines in the facillty every 3 months which

; included the reach-in ice machines belng taken
apart, cleaned thoroughly and sanitized.

-They did not keep a record of how often the
reach-in ice machine was being cleaned.

: -He was not aware thera was a black and pink
residue on the Interior of the reach-in ice machine
in the Kitchan,

{ Interview with the Administrator on 08/14/19 at
12:00pm ravealed:

| -She was not aware the reach-In ice machine in

- the kitchen was not being cleaned regularly.

| =The other reach-In ice machine in the facility was

| sent out to be serviced a few weeks before and

! ice was being used from this ice machine until the

D282

on the weekly cteaning checklist
the preventative maintenance
schedule.

The administrator will check the

is clean and free of any residue.

Administrator verified that this is now

for the dietary department as well as

9-2-19

ice |

i machine on a monthly basis to assure it
| .
;

Quality Assurance program to ch

l

i
L

the ice machine monthly and every
| 6 months for the full cycle sanitizing.

Administrator has added this to the

eck
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kitchen ice machine could be cleaned and
sanitized. i
-She was unsure of the actual cleaning schedule
for the reach-in ice machines but knew the
Maintanance Director had the schedule.

-The dietary staff should be looking at the kilchen !
reach-In lce machine daily to ensure that itis
clean.
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