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F 0812

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.

47657

Based on observation and interview, the facility did not ensure proper sanitation and food handling practices 
to prevent the outbreak of foodborne illness by having a separate hand washing sink separate from those 
used for food preparation for 11 residents (R) (R4, R5, R8, R9, R12, R24, R17, R18, R19, R20, R27).

Findings:

Per the FDA Code: Food Employees shall clean their hands in a handwashing sink or approved

automatic handwashing facility and may not clean their hands in a sink used for FOOD preparation or 
warewashing.

On 02/12/25 at 11:39 AM, Surveyor observed [NAME] C wash hands in a single sink in the dinette kitchen 
and began to serve 11 lunch meal trays.

On 02/12/25 at 11:48 AM, Surveyor observed [NAME] D enter dinette kitchen during meal service, wash 
hands in a single sink, wash cucumbers in same sink, then peel and slice cucumbers for another meal at a 
prep table.

On 02/13/25 at 10:12 AM, Surveyor interviewed [NAME] D and [NAME] E regarding the single sink in the 
dinette kitchen where food preparation, dishwashing and hand hygiene is conducted. [NAME] D and [NAME] 
E both stated that hand washing is completed in the single sink in the dinette and the sink is also used for 
rinsing food, preparing food and washing dishes. They have not received education of ensuring hand 
hygiene or washing of dishes is not conducted during food preparation.

On 02/13/25 at 10:44 AM, Surveyor observed sink area in kitchen dinette and noted that when staff wash 
hands, the water is able to splash onto countertop and after staff use the sink they need to turn and walk 
approximately 2 feet to obtain paper towel to dry hands, dripping water along the way. 

Further observation shows that approximately 2 feet to the right of the sink is the Robot Coup utilized to 
puree food for residents who have a different diet consistency.
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Residents Affected - Some

On 02/13/25 at 11:31 AM, Surveyor interviewed Dietary Manager F, via phone, along with NHA A and DON 
B in person. All three indicated they were never made aware of need of having to have separate hand 
washing sinks.
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