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483.35(c) MENUS AND NUTRITIONAL
ADEQUACY

Menus must meet the nutritional needs of
residents in accordance with the recommended
dietary allowances of the Food and Nutrition
Board of the National Research Council, National
Academy of Sciences; be prepared in advance;
and be followed.

This REQUIREMENT is not met as evidenced
by:

Based on observation and record review, the
facility failed to ensure that the planned menu
was followed as written. This failed practice had
the potential to affect 75 residents who received a
tray from the kitchen as documented on the Diet
List dated 10/10/05. The findings are:

1. On 10/12/05 the lunch menu documented
meatloaf, 4 ounces (0zs.); mashed potatoes, 1-#8
scoop; gravy, 2 ounce (oz.) ladle; glazed carrots,
1/2 cup; and ambrosia, 1/2 cup for all diets
(regular, regular no added salt, mechanical soft,
mild sodium).

2. On 10/12/05 the following sized scoops were
used to serve the lunch meal in the kitchen:

a. Meatloaf, a 2 oz. scoop instead of a 4 oz.
serving utensil.

b. Mashed potatoes, a 2 0z. scoop instead of a
#8 scoop (4 0z.).

c. Carrot coins, a 3 oz. slotted ladle instead of a
1/2 cup serving utensil.
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d. Gravy, a 3 oz. scoop, instead of a 2 oz. ladle.

e. Ambrosia, a 2 oz. scoop instead of a 1/2 cup
(4 oz.) serving utensil.

3. On 10/12/05 the lunch menu for pureed diets
documented pureed meatloaf, 1-#10 scoop;

mashed potatoes, 1-#8 scoop; gravy, 2 oz. ladle;
pureed glazed carrots, 1-#10 scoop; margarine 2
pats; and pureed orange/bananas, 1-#10 scoop.

4. On 10/12/05 the following sized scoops were
used to serve the pureed diets:

a. Pureed meatloaf, 2 oz. scoop instead of a #10
scoop (3.2 0zs.)

b. Pureed carrots, 2 0z. scoop instead of a #10
scoop (3.2 0zs.)

c. Pureed orange/bananas, 2 oz. scoop instead
of a #10 scoop (3.2 0zs.)

5. On 10/12/05 at 12:27 p.m. the meatloaf was
served with a 2 0z. scoop on the Northwest dining
room for buffet style dining instead of a 4 oz.
serving utensil and mashed potatoes were served
with a 3 oz. utensil instead of a #8 or 1/2 cup
serving utensil.

{F 371} | 483.35(h)(2) SANITARY CONDITIONS - FOOD
SS=E | PREP & SERVICE

The facility must store, prepare, distribute, and
serve food under sanitary conditions.

This REQUIREMENT is not met as evidenced
by:

F 363
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Based on observation and record review, the
facility failed to ensure the handling and serving of
food was done in a manner to prevent cross
contamination and the potential of food-borne
illness and cold foods were served at 41 degrees
Fahrenheit or below. This failed practice had the
potential to affect 75 residents who received a
tray from Dietary as documented on the Diet List
dated 10/10/05. The findings are:

1. On 10/12/05 the following observations were
made in the kitchen:

a. At 11:40 a.m., Dietary Employee #1 touched a
cart where packaged bread products were stored,
removed a couple of bags of rolls, took them to
the serving line, picked up a pair of clean gloves,
donned the gloves, then tore open one package
of the rolls, and with the same gloved hand took a
roll from the package and placed on a resident's
tray.

b. At 11:40 a.m., Dietary Employee #2, positioned
at the end of the serving line, talked and audibly
chewed gum during the entire meal service.

c. At 11:45 a.m., Dietary Employee #1 was
standing at the beginning of the serving line. The
employee rubbed his gloved hand on the wooden
counter in front of the steamtable, sorted through
a stack of tray cards on top of the sneeze guard,
then picked a roll from the torn bag of rolls and
placed on a tray of food.

d. At 11:50 a.m., Dietary Employee #2 was
standing at the of the serving line. The employee
picked up a can of Ensure, a carton of milk and a
container of cranberry juice, then with the same
gloved hand put clean silverware in a napkin and

{F 371}
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placed it on the tray. Dietary Employee #1 was
working on another tray. He put a gloved hand on
the hip, then with same hand put 2 rolls on the
tray.

e. At 11:55 a.m., without changing gloves, Dietary
Employee #1 took 2 dirty potholders and removed
three 1/3 pans of food from the oven to place on
a tray to go to the buffet dining room, then picked
up clean gloves and donned gloves to prepare 2
trays that had already been prepared without
washing his hands before touching the clean
gloves.

f. At 12:10 p.m., Dietary Employee #3 touched
Ensure and juice in containers to put on a tray,
then with same gloved hands put unwrapped
silverware on folded napkin, a container of
margarine and a roll on the tray.

2. On 10/12/05 the following unsanitary handling
of foods was noted on the Northwest dining room
for buffet style dining:

a. At 12:27 p.m., Dietary Employee #1, with
gloved hands, touched the tray cards, rubbed his
hands over the top of sneeze guard, then with the
same gloved hands put rolls on residents' trays.

b. At 12:40 p.m., Dietary Employee #1 scooped
chicken nuggets onto a plate and with his gloved
hand shoved a chicken nugget in place on the
plate.

3. On 10/12/05 at 12:27 p.m., on the Northwest
dining room a garbage can with a lid sat at the
corner of the buffet serving line near the corner of
the corridor with a tray of dirty dishes on top. A fly
landed off and on on top of the dirty dishes on the

{F 371}
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tray during the entire meal service.

4. An inservice dated 8/19/05 as part of the plan
of correction documented "Gloves MUST be worn
during serving. If employee leaves the serving
line for any reason, hands must be washed and
new gloves applied before returning to the serving
line."

a. On 10/12/05 from 11:20 a.m. until 12:20 a.m.
during observation of the noon meal service in the
kitchen, there was no observation of employees
washing their hands to prevent
cross-contamination of food.

5. On 10/12/05 at 12:20 p.m., food was
transferred from the kitchen to the Northwest
dining room for buffet style meal service.
Temperatures of the cold salads registered as
follows:

1) Potato salad dated 10/12/05 registered 48
degrees Fahrenheit.

2) Pea salad dated 10/10/05 registered 50
degrees Fahrenheit.

3) Chicken salad dated 10/10/05 registered 50
degrees Fahrenheit.
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