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F 000 INITIAL COMMENTS F 000

 No deficiency was cited as a result of the 

complaint investigation of 9/17/2015, intake # 

NC00108134

 

F 371

SS=D

483.35(i) FOOD PROCURE, 

STORE/PREPARE/SERVE - SANITARY

The facility must -

(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:

F 371 10/9/15

 Based on observations and staff interviews, the 

facility failed to label and date opened food items 

in the refrigerator and freezer of the main kitchen 

and one of four refrigerators in the nourishment 

rooms.  

Findings included: 

During the initial tour of the kitchen on 09/14/2015 

at 12:23 PM, a bag of cheese in the walk-in 

refrigerator was opened but without a label and 

date.  

Observation of the kitchen freezer on 09/16/2015 

at 10:05 AM, revealed there were an opened bag 

of frozen biscuits and two opened bags of French 

toast without a label and date. Five bags of 

French toast were sealed but were out of the box, 

 1. No Resident was found to be affected 

but all Residents had the potential to be 

affected by the deficiency.

2. All refrigerators and freezers have been 

checked for opened and labeled items. No 

unlabeled-opened items were identified.

3. All staff are being educated. The 

education began the day the surveyor 

found the unlabeled items. A memo has 

been placed on all refrigerators for family 

members to give items to the staff to be 

properly labeled. The staff responsible for 

checking the refrigerator temperatures is 

also responsible for checking the freezers 

and refrigerators daily for unlabled items.

4. This has been added to our Quality 

Assurance Program to be monitored 

weekly times 4 weeks then monthly.
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without labels or expiration dates.       

During the nourishment tour on 09/16/2015 at 

10:18 AM, in the 1600 hallway nourishment room 

freezer, plastic sealed frozen pizza and an open 

box of popsicles were not dated and labeled with 

any resident ' s name.    

At 1:07 PM on 09/17/2015, the dietary manager 

(DM) stated all kitchen employees who opened 

food items were responsible for resealing them 

and placing labels and dates on them. The 

kitchen staff assigned for stocking was 

responsible for monitoring storage areas to 

assure the food items were removed from the 

box and labeled with an expiration date. The DM 

also stated the kitchen staff was responsible for 

stocking the nourishment room, but nursing staff 

was responsible for labeling and dating any open 

food items, as well as food items brought by 

family members.

At 1:26 PM on 09/17/2015 the Director of Nursing 

(DON) stated nursing staff was responsible for 

labeling and dating any food items bought by 

family members before putting them in the 

nourishment room refrigerator or freezer.   

At 1:52 PM on 09/17/2015, the Dietary Aid stated 

she was responsible for stocking the food items 

and if food items were removed out of the box, 

she was also responsible for placing labels and 

dates on them.
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