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F 371 483.35(i) FOOD PROCURE, F 371
ss=F | STORE/PREPARE/SERVE - SANITARY
o _ ‘The Transylvania Regional Hospital Food and
The facilily must Nulrition Staif practices have been updated. All
(1) Procure foo_d from sources approved or Food and Nutrition StafT have becn reeducated Lo
considered satisfactory by Federal, State or local ensore the following:
authorities; and 1. ;l.w Tra;syl_vania Repional Hc.)‘spilal's 422111
(2) Store, prepare, distribute and serve food fetacy Policy and Procedure “Label
d it diti and Dating of Food™ has been revised
under santtary con ilions to direct staff to dispose of any foods
not uiitized by the “use by” daie.
2. TRevicw of Transylvania Regional AL
Hospital's revised Dietary Policy and
Procedure for “Label and Dating of
Food.”
) ] . 1. A 0 : 442211
This REQUIREMENT is not met as evidenced 11 foods shall be utilized or discarded and ongoing
by prior lo the expiration of their
y: . . . specificd manufaciurer's “use by” )
Based on observations, staff interview and date.
documentation review the facility failed to store 4. The Transylvania Regional Hospital 4221
g p
canned good items past the use by date. Director of Food and Nutrilion and ongoing
Services, along with the Transylvania
The flnclings are: Regional Hospilal Director of Elder
: Care Scrvices, shall conduct weekly
C . e . andils of proper food labeling, dating
An initial tour was made of the facility ' s kitchen and disposal, utilizing Transylvania
on 4M2/11 at 11:15 a.m. The Food Service Regionat Hospital’s Qualily
Director (FSD) was present during the Performance Measurement Tool.
observations of the kitchen. At 11:35 a.m. the dry These audils shall be completed
goods storage was ohserved and revealed weekly, and will continue uniil 2
canned good items stored ready for use. Pe;',‘:d °§I “’T‘;&‘}’;s““”‘r'““"‘“s
included on a sheif, ready for use were eight (8) 5 Ther ot o pop e
twelve (1 2).OUI'IC€ cans of evaptl)rated milk Nutrition audils shat! be reporied to i/l
stamped with the manufacturer ' s use by date .Of the stalf of the Food and Nuirition and ongoing
3/1/11. The FSD was present for the observation Scrvices Departiment at monthly stalf
and immediately removed the expired canned meelings, and Lo the Transylvania
good items. The FSD was interviewed and Regional Hospital Palient Safely
reported a dietary aide was assigned to check S:e L‘gﬁﬁ _‘f"j"‘éé{l’%ﬂ:?“ ey
stock weekly for cutdated and expired food items. ’
He specified he would expect all outdated items APR 2 9 201
to be removed. The FSD also reported a second
staff member, the kilchen supervisor, was BY: o
assigned to do random audits of the dry goods TR
(X8} DATE
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Any deficiency stalement ending with an asterisk (*) denoles a deficiency which ihe institution may be excused from correcting providing it is determined thal
olher safeguards provide sufficien protection to the palients. (See instructions.) Excepl for nursing homes, the findings staled above are disclosable 90 days
following the dale of survey whether or not a plan of correclion is provided. For nursing homes, the above iindings and plans of correclion are disclosable 14
days following the dale these documenis are made available to the facilily. If deficiencies are ciled, an approved plan of correction is requisite to conlinued

program participalion. *
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storage fo check for outdated and expired food
items. The FSD provided a document that
specified the kitchen supervisor last audited the
dry goods storage on 3/28/11 and found no
concerns with cutdated food items in the dry
goods storage area. The FSD offered no
explanation why the outdated cans of evaporated
milk were stored ready for use despite current
audit systems.
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