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F 371 | 483.35(j)) FOOD PROCURE, F371| F371 Food Procure, Store/
$8=D | STORE/PREPARE/SERVE -~ SANITARY Prepare/Serve-Sanitary
The facility must - For the residents found to have heen
{1) Procure food from sources approved or affected:
:z?:clgi‘:if: ZiESfaCtOW by Federal, State or local The thawed nutritional shakes were
(2) Store, prepare, distribute and serve food ﬁﬁg:rdoﬁjgﬁ;ely by Dietary
under sanitary conditions For those having the potential to be
affected:
On 11/5/12 Dietary Manager audited
nutritional shakes. No other shakes
were outdated.
This REQUIREMENT is not met as evidenced Measures to ensure compliance;
by: Dietary Manager or designee will
Based on cbservation and staff interviews the label each individual shake with
facility failed to discard outdated, thawed “use by date”” when removed from
nutritional supplement shakes intended for the freezer.
resident consumption. Dietary staff was in serviced on
thawing and rotation of nutritional
The findings are: shakes on 11/5/12 and 11/6/12 by
Dietary Manager. New hires will i
During an inspeci[or'l of the kitchen on 11/05/12 at be educated on the importance of
10:50 AM the followu?g food slorage. issue was thawing and rotation of nutritional
observed: The walk in cooler contained four (4) shakes.
plastic crates with thawed nutritional supplement .
shakes. Crate #1 contained five (5) thawed ?xww
shakes with "10-14" written on a piece of man—a'e desi il
cardboard in the crate. Crate #2 contained ary - gcr or designee wi
thirty-six (36) thawed shakes with "10-13" written audit twice woekly for 90 days
on a piece of cardboard in the crate. Crate #3 16 ensure there are no outdated
contained eleven {11) thawed shakes with sl.lakes. . .
"10-17" written on a piece of cardboard in the Dietary consultant will be auditing
crate. Crate #4 contained thicteen (13) thawed for outdated nutritional shakes monthly.
shakes with "10-12" written on a piece of The Dietary Manager will report findings
cardboard in the crate. Printed on each to the Administrator at the QA Commitiee
nutritional supplement shake was a label that monthly and quarterly.
read, "Store frozen, thaw at or below forly {40) Corrective action completed: on 11/27/12
l
TITLE {X6) DATE

Any deficiency statemenl ending with aé’aslensk {*) denotes a deﬁciency which the institution may be excused from cg;
other safeguards provide sulficient protection to the patienls. (Sea instructions.) Except for nursing homes, the findj
following the date of survey whether or nol a pian of correclion is provided. For nursing homes, the above finding
days following the date these documents are made available to the facllrty It deficiencies are cited, an approved

program parlicipalion.
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degrees, use thawad product within fourteen (14)
days, keep refrigerated”.

An interview was conducted on 11/05/12 at 11.00
AM with the Dietary Manager (DM). The DM
stated that the nutritional supplement shakes
were placed in plastic crates in the cooler to be
thawed. The date the shakes were placed in the
cooler to thaw was written on a piece of
cardboard from the shipping box, after the
product was transferred into the plastic crates.
The DM stated that the nutritional supplement
shakes located in the plastic crates were thawed
and ready to be served. The DM reviewed the
label on a shake carton and confirmed that ali the
shakes in the four (4} crates were expired. The
DM staied that she and the Assistant Dietary
Manager (ADM) were responsible to check and
remove all out of date preducts from the kitchen
and ihat these shakes got overlooked.

An interview was conducted on 11/05/12 at 11:12
AM with the ADM. The ADM siated that the
corporate dietician had recently had a meeting to
discuss nutritional supplement shakes. The
information presented in the meeting for dietary
staff included the fact that the nutritional
supplement shakes were to be used within
fourteen (14} days of thawing and to thaw only a
few shakes at a time, to reduce wasts. The ADM
stated that she checked to make sure shakes
were thawed and available on 11/05/12, but did
not check the date the shakes were thawed.

F 371

FORM CMS-2567{02-99) Pravious Versions Obsolels Evenl ID;BTQAG11

Facifity ID; 923391

If continuation sheet Page 2of 2




