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SS=C

483.35(i)(2) SANITARY CONDITIONS - FOOD 

PREP & SERVICE

The facility must store, prepare, distribute, and 

serve food under sanitary conditions.

This REQUIREMENT  is not met as evidenced 

by:

{F 371}

Based on observation, the facility failed to ensure 

dietary employees followed proper handwashing 

procedures to prevent the potential for 

contamination.  This failed practice had the 

potential to affect 71 residents in the facility who 

were served meals from the kitchen, according to 

the Diet List dated 3/11/08.  The findings are:

1.  On 3/11/08 from 10:00 a.m. until 10:30 a.m., 

Dietary Employee (DE) #1 washed dishes by 

scraping the dishes and running them through the 

dish machine from the dirty side, then proceeded 

to the clean side and removed and stacked 

plastic trays, plastic plate holders and plastic plate 

lids, without changing gloves or washing gloved 

hands.

On 3/11/08 at 10:15 a.m., when asked to stand 

and watch DE #1, Certified Dietary Manager 

(CDM) #1 went over and explained to the DE the 

need to discard gloves or wash gloved hands 

when moving from the dirty side to removing and 

storing dishes on the clean side.

The DE removed the gloves, continued to wash 

dirty dishes and run them through the dish 

machine.  Then, without washing his hands, 
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removed and stored the clean china.

2.  On 3/11/08 at 10:30 a.m., CDM #2 was asked 

to stand and watch DE #1.  She went over and 

asked the DE to wash his hands, before removing 

the clean dishes and storing them.

The DE washed dirty water pitchers that had 

come from the residents rooms.  One rack of 

clean pitchers were stored to dry, without washing 

his hands, after loading dirty pitchers.

3.  On 3/11/08 at 11:05 a.m., DE #2 washed her 

hands, pulled a paper towel, dried her hands, 

turned the faucets off with the paper towel, then 

took the same paper towel, continued to dry her 

hands and wiped her mouth with the paper towel. 

The DE then balled the paper towel up in her 

hands, before donning plastic gloves.  With 

gloved hands she picked up slices of loaf bread 

and placedthem in paper bags for lunch.

{F 458}

SS=B

483.70(d)(1)(ii) RESIDENT ROOMS

Bedrooms must measure at least 80 square feet 

per resident in multiple resident bedrooms, and at 

least 100 square feet in single resident rooms.

This REQUIREMENT  is not met as evidenced 

by:
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