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Level of harm - Minimal
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Residents Affected - Many

Procure food from sources approved or considered satisfactory and store, prepare,
 distribute and serve food in accordance with professional standards.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation and interview it was determined that the facility failed to monitor food temperatures in accordance
 with professional standards for food safety for cooking/reheating and they failed to store dishware in a sanitary manner.
 Findings include: 1. [DATE]5/2020 (9:20 AM - 9:50 AM) - The initial kitchen tour observation revealed that the facility had no
evidence that food temperatures were monitored during initial cooking or reheating to ensure appropriate safe
 temperatures were reached since the first resident was admitted on [DATE]. E4 (FSD) confirmed this finding during the
 initial tour at 9:40 AM. 2. [DATE]5/2020 - Observation during the initial kitchen tour (9:20 AM - 9:50 AM) and the lunch
 meal preparation and plating (11:20 AM - 12:10 PM) revealed the following: a. Meal trays lined up along the tray line
 contained a covered plate warmer, a hot drink cup facing down on a saucer and cold drink cups facing upright on
 approximately a dozen trays. [DATE]5/2020 - During an interview at approximately 9:25 AM, E4 (FSD) stated that the area
 gets dusty due to the construction (no construction occurred during the survey). E4 explained that instead of putting the
 clean dishes on the shelf in the ready-to-use area, they were placed directly on the meal trays for convenience. b. Many of the cups,
bowls and plates observed on the ready-to-use shelves were positioned with the eating/drinking surface facing
 upright. The ready-to-use shelves were open to the kitchen, without any doors subjecting the dishware to contamination.
 [DATE]5/2020 (11:46 AM) - During an interview, E7 (Regional Manager) confirmed the positioning of the dishware on the
 shelves. Findings were reviewed during a telephone exit conference with E1 (NHA) and E2 (DON) on [DATE]7/2020, beginning
 around 12:25 PM.
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