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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and serve food
in accordance with professional standards.
Level of Harm - Minimal harm

or potential for actual harm Based on observation, interview, and facility policy review, the facility failed to store and serve food in
accordance with professional standards for food safety related to two (2) opened spice bottles on the spice
Residents Affected - Many rack, changing gloves without hand washing and the cook dropping food on the service line counter then

picking it up and placing it on the residents plate for 2 of 2 kitchen observations.
Findings include:

A review of the facility's policy, Preventing Foodborne lliness-Food Handling revised August 2018, revealed, .
1. This facility recognizes that the critical factors implicated in foodborne illness are: a. Poor personal
hygiene of food services employees .

A review of the facility's policy, Food Receiving and Storage revised July 2014, revealed, Foods shall be .
stored in a manner that complies with safe food handling practices .opened containers must be .sealed or
covered during storage.

On 05/27/25 at 10:14 AM, during an observation and interview of the kitchen with the Registered Dietician
and Nutritionist (RDN), on the spice rack 2 bottles of spices were left opened, leaving the spices exposed.

On 05/28/25 at 11:11 AM, during an observation and interview with the Cook, a piece of cubed chicken fell
and landed on the service line counter. The [NAME] picked the chicken up from the service line counter and
placed it on the resident's plate. Throughout the lunch service the [NAME] was observed changing gloves on
three occasions without washing hands before donning new gloves. The [NAME] acknowledged that she
dropped the cubed chicken pieces and placing them on the plate and that she failed to wash her hands
before putting on new gloves. The [NAME] confirmed it is her responsibility to maintain a sanitary
environment. The [NAME] stated she has been trained and knows the correct way to operate in the kitchen.
The [NAME] affirmed that the staff receive in-service training once a month on the topic of food safety.

On 05/28/25 at 12:34 PM, in an interview with the Interim Administrator revealed she acknowledged the
opened spice bottles, the [NAME] failing to wash her hands between glove changes and the [NAME] picking
up food from the counter of the food line and placing the food back on the resident's plate. The Administrator
stated as the interim supervisor for the kitchen she is responsible for maintaining safety in the service and
storage of food. The Interim Administrator stated the staff will be in-serviced and going forward she expects
excellent service from the kitchen staff.
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