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Complaint #10460, substantiated (all or in part)
with a deficiency cited at F371.

F 371 | 483.35(h)(2) SANITARY CONDITIONS - FOOD F 371 9/2/05
ss=F | PREP & SERVICE

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

This REQUIREMENT is not met as evidenced
by:

Complaint #10460, substantiated (all or in part) in
these findings.

Based on observation, the facility failed to ensure
that proper handwashing was conducted during
food handling and preparation to prevent the
potential of cross-contamination. This failed
practice had the potential to affect 47 residents
who received food from the kitchen according to
the Diet List dated 8/15/05. The findings are:

1. On 8/15/05 at 4:25 p.m., the owner of the
facility entered the kitchen through the back door.
Without washing washing his hands, the owner
went into the storeroom, picked up a container of
food thickener, entered the kitchen with the food
thickener, took a plastic bag from a drawer and
poured the food thickener in the bag, then placed
it in a bag.

2. On 8/16/05 at 9:40 a.m., the owner donned
gloves, removed plastic packaging from the ham,
threw the packaging into an opened trash can,
touched the rim of the inside of the trash can with
the gloved hand to move the trash can out of the
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way, returned to slice the ham for lunch without
washing his gloved hands or changing gloves.
The owner sliced three slices of ham, then used
the same gloves, took a thin sheet of paper and
placed the paper on the scales to weigh the ham.

3. On 8/16/05 9:50 a.m., the owner lifted the
garbage can by the rim with the same gloved
hand, moved the can to the side, then took
butcher paper and put it over the candied yams
and the sliced ham.
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