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For the standard Medicare/Medicaid
recertification survey starled on 05/28/13, and
completed on 05/29/13, the sample included 2
residents for complete review, 7 residents for
focused review, and 1 closed record for review.
The sample included 1 additional resident to
verify specific concerns during the survey.
F 371} 483.35(i) FOOD PROCURE, F 371 06/13/13
88=£ | STORE/PREPARE/SERVE - SANITARY 1} The corrective action accomplished
The facility must - relatffd_ to serving food_ unde:r sarnitary
conditions is that modifications have
(1) Procure food from sources approved or b leted on 6/13/2013 to the
considered satisfactory by Federal, State or local een completed on - .
authorities: and food preparation sink drain, creating
(2) Store, prepare, distribute and serve food an air gap thgt prfveptts btickﬁulx{v of
under sanitary conditions contaminated water into the sink,
2} The facility recognizes that all
residents have the potential to be
affected by the same practice.
This REQUIREMENT is not met as evidenced 3) _T_his is_; the only ?ffccmd area in the
by: facility, since there is only one food
Based on observation and staff interview, the preparation sink. }ti“ewﬁjl{glga’gh an
facility failed to provide safety equipment to air gap was installed on Kflow of
prevent backflow of contaminated water into 1 of Th'sf drain prevents the backflow o
1 food preparation sink used to wash ready-to-eat contaminated water.
foods in the kilchen. The lack of an air gap has o . _
the potential to cause contaminated water to back 4) The facility will muniltor its
up into the sink and can affect all residents who performance by having the
eat food prepared from this sink. Maintenance Supervisor or designee
report at the June 2013 Quality
Findings include: Assurance team meeting that this
standard has been met.
A tour of the main kitchen occurred on 05/28/13
at 9:23 a.m. with an administrative dietary staff
member (#3). Chservation showed the food
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wy deficiency stalement ending with an asterisk {(*) denoles a deficiency which the institution may be excused from correcting providing it is determined that
ther safeguards provide sufficient protection io the patients. (See instructions.) Except for nursing homes, the findings staled above are disclosable 80 days
sllowing the date of survey whether or not a plan of correction is provided. For nursing homes, the abave findings and plans of correction are disclosable 14

ays following the date these documents are made available o the facility. If deficiencies are cited, an approved plan of coreclion is requisite to conlinued
rogram participation.
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preparation sink lacked an air gap on the
drainpipe below the sink. The dietary staff
member stated staff use the sink to prepare
ready to eat food for the residents.
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