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Annual Licensure and Certification Survey

Licensure Survey for Subpart S: SMI
F 371 | 483.35() FOOD PROCURE, F 371
ss=F | STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to provide an air gap on
the ice machine between the ice storage bin and
the floor sewage drain in the Main Kitchen. This
has the potential to affect 97 residents living in
the facility.

Findings include:

1. On 11/17/2015 at 10:00 AM, the main kitchen,
the drain from the ice machine bin protruded one
half inch into the floor sewage drain, leaving no
air gap with the potential for back flow of sewage
into the ice machine storage bin contaminating
the ice served to residents.

On 11/17/15 at 10:15 AM, E13, Certified Dietary
Manager (CDM), stated, "We use ice from this ice
machine for water pitchers in all patient rooms
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and in beverages for all meals."

On 11/17/15 at 12:08 PM, E13 stated, "The ice
machine drain should not go into the floor drain
like that. That needs to be up out of the drain."

2. The Resident Census and Conditions of
Residents, CMS 672, dated 11/16/15, documents
that the facility has 97 residents living in the
facility.
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