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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 20670

Residents Affected - Many Based on observations and dietary staff interviews, the facility failed to maintain sanitary conditions in the
central kitchen and in 1 of 4 satellite kitchens (Garden/Mill kitchen) by not ensuring staff covered their facial
hair during food preparations, by not ensuring pots and pans were stacked clean on the storage rack, and by
not ensuring pots, pans, and utensils were sanitized with a chemical sanitizing solution. These practices had
the potential to affect food served to residents.

Findings included:

1a. During a follow-up tour of the central kitchen on 9/11/24 at 10:43 a.m. accompanied by the Assistant
General Manager of Culinary Services and the facility's Chef, the dietary cook was observed transferring
pans of baked chicken from the ovens to the bulk transport containers for delivery to the satellite kitchens.
The facility's Chef and the dietary cook were observed without covering their facial hair which was
approximately half an inch to one inch in length on their faces.

1b. During an observation of the Garden/Mill satellite kitchen on 9/11/24 at 10:58 a.m., the facility's Chef and
one dietary staff member were observed in the food preparation area without covering of their facial hair
which was approximately half an inch to one inch in length on the lower faces.

2. The observation of the clean and dried pots/pans storage rack on 9/11/24 at 10:50 a.m. in the central
kitchen revealed 8 stainless-steel pans with dried, dark brown debris on the inside, were stacked on the
racks for use.

3. 0n 9/11/24 at 12:01 p.m. the three-compartment sink in the Garden/Mill satellite kitchen was observed
with pots, pans, and serving utensils immersed in a clear liquid in the sanitizing section of the sink. The
dietary staff indicated the pots, pans and utensils observed were immersed in water with sanitizing agent
(Quaternary) and it read 200 ppm (parts per million) earlier that day. However, when requested, the dietary
staff tested the concentration of the sanitizer in the sink using a sanitizing testing strip. The testing strip did
not change color indicating there was no sanitizing agent in the sink containing the pots, pans, and utensils.

On 9/11/24 at 12:10 p.m., the Assistant General Manager of Culinary Services directed the dietary staff to
discontinue using the three-compartment sink, and wash and sanitize the pots, pans, and utensils in the
dishwashing machine.
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F 0812 During an interview on 9/11/24 at 12:20 p.m., the Assistant General Manager of Culinary Services revealed

that after the demonstration after the three-compartment sink, she contacted the provider for the sanitizing
Level of Harm - Minimal harm or device and a service technician would arrive soon.
potential for actual harm

Residents Affected - Many
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