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! The facility must -
I (1) Procure food from sources approved or

| considered satisfactory by Federal, State or local
: authorities; and

| {2) Store, prepare, distribute and serve food

| under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on facility policy, observation, record
review, and interview, il was determined the
faclity fafled to maintain the kitchen in a sanitary
manner. The facility failed to ensure the grease
drip pan undemeath the range bumers was clean
of grease, burned food debris, and liquid spills.

The findings include:

Review of the facility's policy and procedure,
Food and Nutrition - Infection Control Measures,
{dated 2015) revealed there was no procedure
docurnentation for tharough cleaning of the range
and grease drip pan.

i Observation of the range at 9:50 AM on 11/11/15
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A standard survey was conducted on No residents were noted in the
11/11-12115. Deficient practice was identified with deficiency to have been adversely
| the highest scope and severity at "D" lavel. affected by this practice.
F371| 483.35(1)) FOOD PROCURE, | F3rt| .

The range grease drip pan was cleaned
on 11/13/2015. To make sure that food
products are prepared, distributed, and
served under sanitary conditions, a
review was completad by the Director of
Foad and Nutrition Services, or designee,
and Nursing Home Administrator of all
food preparation areas on 12/3/2015.
During the time of the review all
equipment and food preparation
surfaces were noted to be clean.

1.

To ensure that the kitchen is consistently
maintained in a sanitary manner, the
¢leaning schedule will be updated to
refiact cleaning of the grease drip pan
waekly. Dietary team members will
complete all cleaning assignments
according to established kitchen cleaning
schedule. Additionally, all areas within
the dietary department will be cbserved
by the Director of Food and Nutrition
Services, or designee, to ensure that the
kitchen is maintained in a sanitary
manner, All dietary team members will
be in-serviced regarding this process.
Education will be completed for dietary
team members by the Director of Food
and Nutrition Services. All education will
be completed by 12/15/2015.
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Any deficiency statement‘éHng with an asterisk {*} denctes a deficiency which the institution may be excused from correcling providing it is determined that
asther safeguards provide sufficient protaction to tha patients. {See instructions.) Except for nursing homes, the findings stated above ars disclosable 90 days
fallawing the date of survey whether or ot a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availabie to the facility. If deficiencies ere citad, an appraved plan of correction is requisite ‘o confinued

program participation.
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revealed the grease drip pan had an exc;essive
accumuiation of grease, burned food debris, and
figquid spilts.

Review of the cleaning schedules revealed the

grease drip pan was not listed an the schedules
to be cleaned,

An interview conducted with a dietary employee
{chef) at 1:05 PM on 11/12/15 revealed he did not
know when the grease drip pan had been
cleaned. The employee stated it appeared to not
have been cleaned "in a while."

Interview with the Food Service Direclor on
111215 at 3:15 PM revealed the range grease
drip pan was not specified on the cleaning
schedule.
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The food services team will be
responsible for maintaining the sanitary
condition of the kitchen. This will include
reviewing all cleaning logs to ensure that
cleaning has been documented. The
review will also Include a direct
observation of the assigned area(s) to be
cleaned, as noted on the cleaning
schedule log, to ensure that the areas are
maintained in sanitary conditions. This
review will be completed by the Director
of Food and Nutrition Services, or
designee, weekly. To validate this
process, a kitchen sanitation audit will be
completed weekly by the Director of
Food and Nutrition Services, or designee,
and Nursing Home Administratar weekly
for one month. This same review will be
continued for an additional two months i
bi-weekly, and then monthly for three

months. The outcome of these audits

will be reported to the Quality Assurance

Committee for additional review and

follow up as indicated. 12/15/15
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INITIAL COMMENTS

CFR: 42 CFR 483.70(a)

BUILDING: 01

PLAN APPROVAL: 1992

SURVEY UNDER: 2000 Existing Short Form
FACILITY TYPE: SNF

TYPE OF STRUCTURE: 4-story, Type 11 (222)
SMOKE COMPARTMENTS: 2

FIRE ALARM: Complete automatic fire alarm
system

SPRINKLER SYSTEM: Complete automatic
(wet) sprinkler system

GENERATOR: Type | diesel generator

A life safety code survey was initiated and
concluded on 11/11/15, for compliance with Title
42, Code of Federal Regulations, 483.70(a) and
found the facility to be in compliance with NFPA
101 Life Safety Code, 2000 Edition.

No deficiencies were identified during this survey.
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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