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A standard health survey was conducted on L. )
02/24-26/13. Deficient practice was identified .
with the highest scope and severity at 'E' level. :ofn?smlen:s \:ere goted i: ﬂ:e |
F 371 | 483.35()) FOOD PROCURE, Fare| Ceticiencyto have been adversely
$S=D | STORE/PREPARE/SERVE - SANITARY affected by this practice.

The facility must -

(1) Procure food from sources approved or
cansidered satisfactory by Federal, State or local
authorities; and

{2} Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on obsgrvation and interview the facility
failed to ensure foods stored in the facility were
safe for consumption. Five dented cans
containing food products from a food distribuior
were observed to be stored with regular food
stock and available for use. The facility failed to
ensure the food products were stored to maintain
the integrity of packaging until they were ready for
use.

The findings include:

According to the "U.S, Food and Drug
Administration" manual, 2009, Chapter 3, "FDA
considers food in hermetically sealed containers
that are swelied or leaking to be adulterated and
actionable under the Federal Food, Drug, and
Cosmetic Act. Depending on the circumstances,

Il

To make sure that food products are
stored to ensure that they are safe for
consumption, maintaining the integrity
of packaging until they are ready for use,
areview was completed of all food
storage areas on 2/26/13. At this time
all dented cans were removed from
food storage area preventing use for
meal preparation,

1l .

To ensure that food products are
consistently maintained so that they -
are safe for consumption, dietary
team members will observe cans for
denting and will remove these as well
as any other food items with
compromised appearance/packaging,
from food storage areas so that
damaged food items cannot be
utilized for meal preparation.
Additicnally, all food storage areas
within the department will be
observed to ensure that food
products are consistently maintained
for safe consumption. All dietary
team members will be inserviced
regarding this process. Education
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other safeguards provide sufficiant protedlion to
foltowing the date of survey whether or ndka plg

¥ patients. (See instruclions.) Except for nursing homes, the findinge stated above are disclosable 90 days
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will be completed for dietary team
F 371 i ; ;
Continued Fr.'om page 1 F 371 members by the Dietary Supervisor. Al
rusted and pitted or dented cans may also education will be completed by 4/12/13.
present a serious potential hazard. v -
During the sanitation audit conducted on 02/25/13 The f°°‘_j services t.ean? wilt be o
at 4:00 PM, five dented cans of food products responsible for reviewing foods received
{two cans of pineapple siices, two cans of and stored, removing any items from
tomatogs, and one large can of chicken noodle storage areas that should not be utilized
soup) were ob'served in the facfiity food stock for patient meal preparation. To validate
room and available for use to serve to the this process, a food storage audit will be
residents, . s
completed bi-weekly by the food services
An interview was conducted at 4:15 PM on team and reviewed by the Dietary
02/25/13 with the facility's Diefitian. The Diefitian Supervisor. Additionally, the Dietary
stated the denied cans had a breached seal and Director, or Dietary Supervisor, wili audit
acknowledged the food products in the dented food storage areas weekly to ensure that
cans should not have been available for resident all foods are consistently maintained so
:;e'm ESSENTIAL EQUIPMENT. S that they are available for use in patient
F 436 | 483, 70(c)(2) AL EQuI NT, SAFE F4%6|  eal preparation. The outcome of this
55=E | OPERATING CONDITION N : -
audit wilt be reported to the Quality
The facllity must maintain all essential Assurance Committee each month for
mechanical, electrical, and patient care three months for additionzl review and
equipment in safe operating condition. follow up asindicated. 4/12/13
This REQUIREMENT s not met as svidenced [
by: . . .
Based on observation and inferview it was ND r.e,<__:|dents were noted in the
determined the facility failed to maintain all deficiency to have been adversely
essential electrical equipment in safe operating affected by this practice.
condition. Observation of the chest-type ice H.
cream freezer on 02/25M3 2t 4:00 PM revealed a To make sure that essential electrical
buildup of frost and ice around the interior walls of equipment is In safe operating conditi on,
the freezer. ‘ -
the ice cream freezer was defrosted on
The findings include: 3/4/13.
According to the "U.S. Food and Drug
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Administration” manual, dated 2009, Chapter 4, -
“Proper maintenance of equipment o
manufacturer specification helps ensure that it will
continue to operate as designed. Failure o
properly maintain equipment could [ead to
violations of the associated requirements of the
Code that place the healih of the consumer at
risk. For example, refrigeration units in disrepair
may no longer be capable of properly cooling or
holding potentially hazardous (tirme/temperature
cantrol for safety) foods at safe temperatures.”

Observation of the facllity ice cream chest-type
freezer curing the final sanitation audit on
02/25{13 at 4:00 PM revealed a thick buildup of
frost and ice located on the interior walls of the
chest-type freezer.

The facility's Dietitian acknowledged in inferview
conducted on 02/25/13 at 4:00 PM ihe freezer
needed o be defrosted. The facility Dietitian
furiher stated. he/she could not remember when
the freezer had been defrosted fast.
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To ensure that electrical equipment,
specifically the ice cream freezer, is in safe
operation, dietary team members will
chserve the freezer weekly for frost build
up, establishing a routine defrosting
schedule to he completed monthly, or
more frequently, if indicated based

on review. Additionally, all electrical and
mechanical equipment within the

dietary department and the skilled nursing
unit will be observed to ensure that
equipment is in safe operating condition.
Dietary tearn mernbers and skillad nursing
team members will be inserviced regarding
this process. Education will be completed
for dietary team members by the Dietary
Supervisor. The skilled nursing manager
will complete education for nursing team
members. All education will be completed
by 4/12/13.

V.

The Dietary Director, or Dietary Supervisor,
will monitor electrical equipment within
the dietary department and the skilled
nursing manager, or designee will monitor
equipment on the skilled nursing unit to
ensure that equipment is maintained in
safe operating condition. These audits will
be completed weekly for one month, then
completed monthly for an additional two
months. The outcome of this audit procass
will be reported to the Quality Assurance
Committee each month for three months

for additional review and follow up as
indicated. 4rans
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INITIAL COMMENTS

CFR: 42 CFR 483.70(a)
BUILDING: 01

PLAN APPROVAL: 1992

SURVEY UNDER: 2000 Existing

FACILITY TYPE: SNF

TYPE OF STRUCTURE: 4-story, Type 11 (222)
SMOKE COMPARTMENTS: 2

FIRE ALARM: Complete automatic fire alarm
system

SPRINKLER SYSTEM: Complete automatic
(wet) sprinkler system

GENERATOR: Type | diesel generator

A life safety code survey was initiated and
concluded on 02/25/13, for compliance with Title
42, Code of Federal Regulations, 483.70(a) and
found the facility to be in compliance with NFPA
101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
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
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