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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43643

Based on observations, record review and staff interviews, the facility failed to: 1) ensure items stored ready 
for use were labeled and dated in the walk-in freezer; 2) remove expired food items in 1 of 2 coolers. These 
practices had the potential to affect food served to residents.

Findings included:

a An observation and interview conducted with the Dietary Manager (DM) on [DATE] at 10:00 AM revealed 
there were two bags of hash browns (20 each) that were not labeled or dated in the walk-in freezer. The DM 
could not recall when they had been placed in the freezer and indicated the bags should labeled and dated.

b. An observation conducted on [DATE] at 10:05 AM revealed two packages of ten pounds of ground beef on 
a tray with thaw date [DATE]. The observation further revealed the ground beef to be turning a gray like 
color. 

An observation and interview conducted with the DM on [DATE] at 11:05 AM revealed the ground beef to be 
a gray color and thaw date labeled [DATE]. The DM stated the ground beef was planned for use on [DATE] 
for sloppy joes and [DATE] for meat loaf for resident meals. The DM indicated she had been educated from 
the prior DM ground beef could be thawed and used after 3 to 5 days.

An interview with the DM on [DATE] at 1:25 PM revealed she had newer staff and felt like there was a need 
for education and training for labeling and guidelines for different type of meats.

An interview conducted with the Administrator on [DATE] at 2:25 PM revealed he understood the concerns 
and believed the staff were newer and needed more education and training and expected staff to follow rules 
and regulations.
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