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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food 
in accordance with professional standards.

44531

Based on observation and interview, the facility failed to ensurefood was handled to maintain food safety 
related to discarding and thawing. 52 of 52 residents residing in the facility ate food prepared in the kitchen.

Findings include:

During an Observation of the kitchen on 4/22/24 at 9:10 AM with Dietary Staff 3, on the bottom of the large 
rack located in the walk in cooler, there was two containers with of poultry stacked on top of each other. The 
top one was a mid-size container with a label: prep on 4/19/24 at 12:54 PM and use by 4/21/24 end of day. 
The bottom one was a large size container with a label: prep pan 4/19/24 at 12:54 PM and use by 4/21/24 
end of day. 

At 9:12 AM right above the two large containers of poultry in a large silver sheet pan, was a package turkey. 
underneath the package turkey there was a reddish, brown liquid. The turkey nor the pan was dated to 
indicate when the thurkey had been thawed

At 9:15 AM, on the shelf there was a large clear bag with 2 pizza doughs inside. The prepared date indicated 
4/12/24 and use by 4/19/24.

At 9:17 AM, on the shelf there was a small jar of base-ham with a prepared date of 3/18/24 and use by date 
of 4/17/24.

An observation of the walk-in freezer at 9:19 AM there was a bag of french fries with a prepared date 3/17/24 
and use by 4/16/24.

In an interview at 9:30 AM Dietary Staff 3 and Dietary Staff 4 indicated they were going to use the chicken in 
the two containers with a use by date of 4/21/24. They were aware the current date was 4/22/24 but were 
prepared to use the chicken. Dietary Staff 3 indicated the kitchen served both the Health Care and 
Residential from the kitchen. 

In an interview at 11:17 AM, the Dietary Manager indicated the labels were misprinted. The manager 
indicated staff were a bunch of young kids and they put the wrong label on the chicken. The other items, the 
staff should have discarded. The staff should have not thawed the turkey that way. 
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A current facility policy, Food labeling and dating policy,dated 4/26/22, was provided by the Director of 
Nursing and Executive Director on, 4/25/24 at 11:00 AM. The policy indicated . to provide knowledge and 
direction on how to properly label and date all food items and food products 
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