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Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This
citation refers to Intake 2724753 and Intake 2793094.Based on interview and record review, the
facility failed to develop and/or implement policies and procedures for ensuring the reporting of a
reasonable suspicion of a crime in accordance with section 1150B of the Act.and did not report an
allegation of abuse and a potential crime to law enforcement for 2 of 5 residents (R77 and R85)
reviewed for abuse.Findings include:According to the State Operations Manual (SOM), Alleged
violation is a situation or occurrence that is observed or reported by staff, resident, relative, visitor,
another health care provider, or others but has not yet been investigated and, if verified, could be
noncompliance with the Federal requirements related to mistreatment, exploitation, neglect, or abuse,
including injuries of unknown source, and misappropriation of resident property.According to the SOM,
section S483.12(c)(1) Ensure that all alleged violations involving abuse, neglect, exploitation or
mistreatment, including injuries of unknown source and misappropriation of resident property, are
reported immediately, but not later than 2 hours after the allegation is made, if the events that cause
the allegation involve abuse or result in serious bodily injury, or not later than 24 hours if the events
that cause the allegation do not involve abuse and do not result in serious bodily injury, to the
administrator of the facility and to other officials (including to the State Survey Agency and adult
protective services where state law provides for jurisdiction in long-term care facilities) inaccordance
with State law through established procedures.R77 A review of R77's admission Record, dated
4/22/26, revealed they were a [AGE] year-old resident admitted to the facility on [DATE]. In
addition, R77's admission Record revealed multiple diagnoses that included dementia and cognitive
communication deficit. A review of R77's Minimum Data Set (MDS) (a tool used for assessing a
resident's care needs), dated 4/10/26, revealed a Brief Interview for Mental Status (BIMS) (a scale
used to determine a resident's cognitive status) score of 0 which indicated R77 was severely
cognitively impaired. R85 A review of R85's admission Record, dated 4/22/26, revealed they were a
[AGE] year-old resident admitted to the facility on [DATE]. In addition, R85's admission Record
revealed multiple diagnoses that included bipolar disorder, dementia, and paranoid schizophrenia. A
review of R85's MDS, dated [DATE], revealed they had a BIMS score of 15 which indicated R85 was
cognitively intact. A review of the facility's Summary of Incident, undated, revealed on 1/19/26, R85
stated R77 entered her room without permission. R85 stated she threw a pudding cup at R77. The
next day, R85 told staff that she had previously warned them that if anyone came in her room, she
would hit them. She stated when R77 entered her room she pushed him back out. Staff interviews
confirmed that R77 had entered R85's room but did not see any physical contact between them. When
R77 had a physical assessment after the incident, he had a skin tear to his arm and bruising to his
back. Appropriate treatment to R77's skin tear was performed. Staff stated they redirected R77 from
R85's room and R77 was easily redirectable. The facility concluded it is probable that an unobserved
physical interaction occurred between [name of R77] and [name of R85], as [name of R85]
acknowledged pushing [name of R77] out of her room. A review of R77's Illustration of
Documentation and Measurements of Skin Areas form, dated 1/19/26, revealed R77 had a skin tear to
(continued on next page)
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the outer left upper arm above the elbow and bruises to his outer left upper back between the elbow
and armpit area. The skin tear and bruises in the illustration appear to be in line with each other. A
review of R77's Weekly Head-To-Toe Assessment- Licensed Nurses form, dated 1/13/26 (6 days
before the incident occurred), revealed, There are no skin concerns at this time and the illustrations
did not show any bruises or skin tears on R77's body. A review of the [Name of County] Sheriff's
Office Primary Report (police report), dated 1/26/26, revealed on 1/23/26 a deputy responded to a
complaint by Adult Protective Services (APS) that stated (name redacted but identified through other
documents as R85) claimed that while she was in the bathroom an unknown male entered the
bathroom and she shoved him out of the bathroom. The deputy reported that he went to the facility
and spoke with the Nursing Home Administrator (NHA). The NHA stated that R85 was no longer a
resident at the facility and she had been transferred to another facility. The deputy asked the NHA
what had occurred on 1/19/26 which was when the alleged incident had occurred. The NHA told the
deputy that a male resident (R77) had walked into R85's bathroom and she had thrown a pudding cup
at him. The NHA told the deputy that R77 had an open wound on his arm and they asked R85 if she
had hit him or shoved him. The NHA stated that R85 initially denied that she had, but the next day she
told them that she had shoved him out the door. During an interview on 4/21/2026 4:45 PM, the NHA
stated they did not call the police for the incident on 1/19/26. She stated the police just showed up
on 1/23/26 (4 days after the incident). The NHA stated R85 or APS must have called them. She stated
they do not usually call the police, unless they can prove an actual physical altercation occurred or
unless a resident has a bloody nose, a wound, or bruising. She also stated that R77 may have
sustained his skin tear and bruises to his back from falling backwards. The NHA implied that R77 had
a fall prior to the incident that caused R77's injuries because no one saw a physical altercation
between R77 and R85. A review of R77's incident reports, dated 12/19/25 to present, failed to reveal
that R77 had a fall immediately prior to the incident on 1/19/26. R77's last fall prior to 1/19/26 was
on 12/21/25. R77 was not noted to have any injuries from that fall. A review of the facility's Facility
Suspected Crime Report- Elder Justice Act Policy and Procedure, dated 2/17/20, revealed, The
facility will comply with the Federal Elder Justice Act by ensuring that any reasonable suspicion of a
crime against a resident is reported to the appropriate agency and the State Survey Agency within
required timeframes. 1. The Administrator or designee, in collaboration with the Director of Nursing
and appropriate facility leadership, will review the available information to determine whether there is
reasonable suspicion of a crime. 2. The review may include resident statements, witness interviews,
staff observations, physical assessment findings, injury type or pattern, cognitive status, behavioral
history, prior allegations or patterns, and any other relevant information. 3. If reasonable suspicion of
a crime is identified, the facility will report to law enforcement and/or the State Survey Agency within
required timeframes. 4. If the initial information does not clearly establish reasonable suspicion of a
crime, the facility will continue to investigate, monitor, reassess, and document findings. If new
information later creates reasonable suspicion, reporting will be completed within the required
timeframe from the point reasonable suspicion is identified. Reports will be made within the following
timeframes: a. Immediately, but not later than 2 hours, if the suspected crime resulted in serious
bodily injury. b. Not later than 24 hours, if the suspected crime did not result in serious bodily injury. A
review of [Name of State] Criminal Law & Procedure- A Manual for [Name of State] Police Officers-
Fourth Edition, dated 2019, revealed battery is A forceful, violent, or offensive touching of the person
or something closely connected with the victim. A review of [Name of State] Criminal Law &
Procedure- A Manual for [Name of State] Police Officers- Fourth Edition, dated 2019, revealed
assault and battery is a misdemeanor offense (a crime) where 1. The defendant committed a battery
on the victim. The touching must have been intended by the defendant, that is not accidental, and it
must have been against the victim's will. It does not matter whether the touching caused injury. 2.
The defendant intended either to commit a battery upon the victim or to make the victim reasonably
fear an immediate battery.
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Provide appropriate treatment and care according to orders, resident?s preferences and goals.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, interviews, and record review, the facility failed to assess, monitor and properly treat a
wound and medical condition, lymphedema for 1 resident (R36) of 3 residents reviewed for wounds
and medical care.Findings included:This citation pertains to intake number 2698828Findings
included:Review of R36's admission record revealed she was admitted to the facility on [DATE] and
pertinent diagnoses included: chronic respiratory failure with hypoxia, chronic diastolic (congestive)
heart failure, sleep apnea, lymphedema, and peripheral vascular disease. R36 was her own
responsible party.During an observation and interview with R36 on 4/20/26 at 9:47 AM, R36 was in
bed. Her lymphedema pump (a device that attaches to the residents' legs to provide intermittent
pressure to reduce edema) was on a chair in her room with blankets over and the pump portion the leg
tubing was visible. R36 said staff do not consistently put the pump on her and they do not always
have time to do all her care.During an interview with Unit Manager (UM), Registered Nurse (RN) K, on
4/21/26 at 10:09 AM, UM K said she did not know anything about R36's lymphedema pump. UM K
reviewed R36 Electronic Medical Record (EMR) and found a physician order for R36 to use her
lymphedema pump twice a day at 45 for 45 minutes. When Reviewing R36's Treatment Administration
Record (TAR) for April 2026 it was discovered there were several refusals documented and some
blank areas which indicated R36 did not receive the treatment as ordered. UM K reviewed the EMR
and could not locate any information on why the treatments were not given or any explanation or
reason for R36's refusal to have her lymphedema treatment done. UM K said the nurse should
document the reason for R36's refusals. RN Q had documented on 4/20/26 at 11:48 PM that R36
refused her lymphedema treatment. There was no documentation indicating why R36 did not want the
treatment at that time.During an interview with R36 with UM K in the room on 4/21/26 at 10:27 AM,
R36 denied refusing to have her lymphedema pumps on 4/20/26 at 23:48 (11:48 PM). R36 said her
preferred times to use the lymphedema pumps was after lunch and between 11:00 PM and midnight
daily.Review of R36's Treatment Administration Record (TAR) dated 4/1/26 to 4/30/26 revealed a
treatment, leg pumps BID (twice a day) at 45 for 45 minutes every shift related to lymphedema. Each
date had a day and night box. From 4/1/26 to 4/21/26 (21 boxes were coded refused and 2 boxes
were blank. R36's record revealed she received the lymphedema pump treatment 18 times (treatment
should have been provided 41 times). There was no explanation found in R36's EMR for the missing or
refused treatments. Upon exit, the facility did not provide any additional information on R36's refusals
to use her lymphedema pumps.R36 was observed during a wound treatment on 4/21/26 at 10:47 AM.
R36's right lower extremity was wrapped with gauze and dated 4/20/26. Licensed Practical Nurse
(LPN) K said he was the one that did the treatment on 4/20/26. When the dressing was removed
approximately 1/3 of the front of R36's right leg had approximately 9 open areas (all bright red) with
small amounts of healthy skin tissue between the open areas. LPN K applied a full sheet of xeroform
over part of the wounds and 2 partial sheets over the rest of the wound area. The xeroform was
approximately 3 inches by 4 inches. The xeroform was also applied over the healthy skin tissue. After
the treatment was completed LPN K was asked if the wound was getting better. LPN K said it looked
better today than it was yesterday. The surveyor explained that the last note with a description and
size indicated there was only one wound and it was very small. LPN K was not aware of this and said
he does not document the wound appearance when he does wound treatments or review the last note
that describes the wound.Review of R36's Treatment Administration Record (TAR) dated 4/1/26
-4/30/26 revealed a treatment for, Right lower extremity: wash with wound cleanser, pat dry, apply
xeroform cut to size of open areas, cover with ABD pad, wrap with roll gauze. Change daily and prn.
The boxes indicating the treatment was completed were marked from 4/8/26 to 4/21/26 except for
4/16/26 which was left blank. (blank indicates the treatment was not done)Review of R36's progress
noted, Late Entry dated effective 4/15/26 at 17:10 (5:10 PM) and created on 4/19/26 at 3:10 AM
(continued on next page)
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revealed, Wound care provided to right lower extremity, scant serosanguinous (watery wound
discharge with blood) drainage noted, total area measures 6cm x 8cm x 0.1 cm, multiple small open
areas noted within the measurement, no signs or symptoms of infection noted. Wound showing signs
of improvement, 100% granulation tissue, small open are decreasing in numbers.During an interview
with the facility wound nurse, Licensed Practical Nurse (LPN) R and UM K on 4/21/26 at 2:21 PM, a
photograph of R36's wound taken that morning was shown to LPN R in addition to a review of the last
wound documentation for 4/15/26. LPN R confirmed that R36 only had one wound when she treated
her on 4/15/26 and it was much smaller than the open areas today. LPN R said that it can change a
lot in a week. When asked if putting xeroform over healthy skin tissue could cause it to open again
LPN R responded, yes. UM K confirmed staff are not documenting the condition of the wound after
each treatment and she was not able to determine when the wound declined in condition. UM K said
R36's medical record did not have the wound description from 4/15/26 in it until 4/19/26 as LPN R
keeps wound measurements in a book in her office and does not enter them in the medical record until
she has time. UM K confirmed staff cannot assess whether a wound is improving or declining if they
are not entering a description in the medical record every time a wound is observed.
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Residents Affected - Few

Provide safe and appropriate respiratory care for a resident when needed.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, interview, and record review, the facility failed to have ongoing respiratory
assessments and documentation of use of a BiPap (Bilevel Positive Airway Pressure) machine for 1
Resident (R36) of 1 Resident reviewed for respiratory equipment use.Findings included: Review of
R36's admission record revealed she was admitted to the facility on [DATE] and pertinent diagnoses
included: chronic respiratory failure with hypoxia, chronic diastolic (congestive) heart failure, sleep
apnea, lymphedema, and peripheral vascular disease. R36 was her own responsible party.Review of
R36's physician orders dated 3/8/26 revealed, BiPap at HS (night) with the following settings: EPAP
Breath rate: Min IPAP: 9Max IPAP; volume: Flex Pressure relief: on Oxygen bleed.During an interview
with Unit Manager (UM) K on 4/21/26 at 2:40 PM, UM K reported that R36 frequently refuses to us her
Bipap machine. The Surveyor reported that R36 had been sleeping on and off during the day and did
not have the Bipap machine in use when observed today. UM K reviewed R36's Electronic Medical
Record and could not locate any documents that tracked when R36 used the BiPap machine or when
she was refusing it. She could not locate any BiPap assessments. There was no documentation to
show when the BiPap machine was last assessed or when the BiPap therapy was reviewed for
effectiveness. There was information to assist R36 with putting the BiPap on at night and for
cleaning. There was no indication she should be assisted with the BiPap during the day if she was
sleeping.Review of R36's Oxygen assessments revealed her Oxygen was only assessed one time in
March 2026, 3/1/26 at 17:23 (5:23 PM) and was 94 with oxygen on via nasal cannula. R36's Oxygen
was only assessed one time in April 2026, 4/18/26 at 17:03 (5:03 PM) and was 93 % with oxygen on
via nasal cannula.Review of R36's respiratory care plan dated 2/4/26 revealed, I have altered
respiratory status/difficulty breathing and potential for alteration in my respiratory status due to
COPD (Chronic Obstructive Pulmonary Disease). The interventions did not include respiratory
assessments, equipment assessments, amount of assistance needed or when the equipment was to
be replaced or evaluated for effectiveness.During an interview with the Nursing Home Administrator
(NHA) on 4/21/26 at 3:13 PM the NHA confirmed that they were getting more residents with C-Pap
(Continuous Positive Airway Pressure) device used to treat sleep apnea, and BiPap (Bilevel Positive
Airway Pressure) device used to assist breathing by delivering pressurized air through a mask) and
did not currently have a respiratory therapist service available. The NHA said they did contact a
company that would start next month and they would be reviewing all residents' equipment needs and
would be starting training.
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure medication error rates are not 5 percent or greater.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to maintain a medication error rate of less
than five percent (5%) for 2 of 7 residents (R2 and R3) observed during the medication administration
task. Findings include:Resident #2 (R2) A review of R2's admission Record, dated 4/21/26, revealed
they were a [AGE] year-old resident admitted to the facility on [DATE]. In addition, R2's admission
Record revealed multiple diagnoses that included diabetes. During an observation on 4/21/26 at 8:15
AM, Licensed Practical Nurse (LPN) F administered ten medications to R2, including one tablet of
metformin 500 milligrams (mg) (a medication for diabetes). LPN F verbalized the medications and the
doses as she was preparing them and placing them in a medication cup. A review of R2's April 2026
Medication Administration Record (MAR) revealed R2 should have received two tablets of metformin
500 mg, not one. Resident #3 (R3) A review of R3's admission Record, dated 4/21/26, revealed they
were a [AGE] year-old resident admitted to the facility on [DATE]. In addition, R3's admission
Record revealed they had multiple diagnoses that included diabetes with diabetic neuropathy (nerve
pain), post-traumatic stress disorder (PTSD), and anxiety. During an observation on 4/21/26 at 7:45
AM, Registered Nurse (RN) J administered nine medications to R3, including one tablet of potassium
20 mEq (milliequivalents) (a medication for potassium replacement) and one capsule of gabapentin
100 mg (a medication for neuropathy). A review of R3's April 2026 MAR revealed R3 should have
received potassium 40 mEq, not potassium 20 mEq. In addition, R3's MAR revealed R3 should have
received two capsules of gabapentin 100 mg, not one. During an interview on 4/21/26 at 4:51 PM, the
Nursing Home Administrator and Director of Nursing were notified of the medication errors that had
been observed immediately after all the medications observed during the medication observation task
were reconciled with the individual residents' physician orders and MAR's.
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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Many

Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, interviews, and record review, the facility failed to properly clean 1 Residents (R36's)
BiPap (Bilevel Positive Airway Pressure) machine (equipment use to assist in breathing), properly
clean a facility glucometer (meter used to test blood sugar) after use and fully operationalize the
facility legionella prevention plan and failed to follow Enhanced Barrier Precautions during wound
care.Findings included:During an observation on 4/20/26 from 4:30 PM to 4:45 PM, Licensed Practical
Nurse (LPN) K was observed checking R74's, R18's, R39's and R4's blood sugar levels with a
glucometer machine. LPN K was observed cleaning the glucometer monitor machine with [name brand
of germicidal wipes] for 10 seconds prior to and following each blood sugar check. LPN K would wipe
the machine with the germicidal wipe and then immediately dry it with a gauze pad. LPN K was also
observed putting the glucometer machine in his scrub pocket after he used it on R74 and pulled it out
of his pocket at the medication cart to clean it.

During an observation on 4/21/26 at 8:00 AM, Licensed Practical Nurse (LPN) F was observed
checking R32's blood sugar level with a glucometer machine. After checking R32's blood sugar level,
LPN F cleaned the glucometer machine with an alcohol pad. LPN F stated she was taught not to use
the [name brand] germicidal wipes because they can be harsh on the glucometer machines. She
stated, I always use an alcohol pad.

During an interview on 4/21/26 at 1:00 PM, LPN K stated he uses the purple wipes [color of the lid to
the container of the [name brand] germicidal wipes) to clean glucometer machines. He stated the
machine needs to be wet for 10 seconds in order for the wipe to disinfect it.

During an interview on 4/22/26 at 1:50 PM, LPN H stated he cleans the glucometer machine with an
alcohol swab after each use. LPN H also stated staff cannot carry the glucometer machines in their
pockets. He stated they have to transport them either in a cup or on a barrier, such as a tissue.

During an interview on 4/22/26 at 3:00 PM, the Director of Nursing (DON) stated staff are not
supposed to carry glucometers in their pockets. She also stated the nurses are supposed to clean the
glucometer machines with the [name brand] germicidal wipes and the wait time for the wipe to
disinfect the machine was two (2) minutes.

A review of the label on the [name brand] germicidal wipes revealed it takes 2 minutes for the wipe
to disinfect an object.

A review of the user's manual for the brand of glucometer that the facility uses, dated 2/16, revealed,
To minimize the risk of transmitting blood-borne pathogens, the cleaning and disinfection procedure
should be performed as recommended in the instructions below. The meter should be cleaned and
disinfected after use on each patient. The [name brand of glucometer machine] may only be used for
testing multiple patients when standard precautions and the manufacturer's disinfection procedures
are followed. Cleaning and Disinfection The cleaning procedure is needed to clean dirt, blood and
other bodily fluids off the exterior of the meter before performing the disinfection procedure. The
disinfection procedure is needed to prevent the transmission of blood-borne pathogens. A variety of
the most commonly used EPA (Environmental Protection Agency)-registered wipes have been tested
and approved for cleaning and disinfecting of the [name brand of glucometer machine]. The
disinfectant wipes listed below have been shown to be safe for use with this meter. Please read the
manufacturer's instructions before using their wipes on the meter. two disposable wipes will be
(continued on next page)
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needed for each cleaning and disinfecting procedure: one wipe for cleaning and a second wipe for
disinfecting. The user's manual lists the [name brand] germicidal wipes that are located in the
facility's medication carts as an approved disinfection/cleaning product for their machines. The
manual also lists the contact time for the [name brand] germicidal wipes that the facility uses as 2
minutes. However, the user's manual does not list alcohol pads/wipes as an approved product for
disinfecting their machines.

BIPAP EQUIPMENT

Review of R36's admission record revealed she was admitted to the facility on [DATE] and pertinent
diagnoses included: chronic respiratory failure with hypoxia, chronic diastolic (congestive) heart
failure, sleep apnea, lymphedema, and peripheral vascular disease. R36 was her own responsible
party.

During an observation on 4/21/26 at 2:35 PM R36's BiPap machine was observed on her nightstand
(not in use) R36's was sleeping. No cleaning equipment or supplies were observed in the room.

Review of R36's Treatment Assessment Record (TAR) for April 2026 revealed, After resident remove
CPAP/BIPAP (breathing equipment) in AM cleanse mask and reservoir with soap and water every day
shift related to CHRONIC RESPIRATORY FAILURE WITH HYPOXIA; CHRONIC OBSTRUCTIVE
PULMONARY DISEASE, OBSTRUCTIVE SLEEP APNEA. All the boxes were marked as completed from
April 1 to April 21. Licensed Practical Nurse (LPN) K's initials were noted to be in the boxes dated
4/20/26 and 4/21/26).

During an interview on 4/21/26 at 2:46 PM, (LPN) K reported he cleans the face part of R36's BiPap
equipment and dumps the water reservoir and he had marked the box on R36's Treatment Assessment
Record (TAR) this morning (4/21/26) indicating he had cleaned the equipment. LPN K said he was not
aware there was more to cleaning the equipment. He denied cleaning the water reservoir and did not
know anything about cleaning the hose to the equipment.

During an interview with the Nursing Home Administrator (NHA) on 4/21/26 at 3:13 PM the NHA
confirmed that they were getting more residents with C-Pap (Continuous Positive Airway Pressure)
device used to treat sleep apnea, and BiPap (Bilevel Positive Airway Pressure) device used to assist
breathing by delivering pressurized air through a mask) and did not currently have a respiratory
therapist service available. She did not have records to indicate when R36's BIPAP machine was last
checked by a Respiratory Therapist or when the mask/hoses were replaced. The NHA was not aware
staff were not cleaning the water reservoir daily. There was no indication anyone had ever cleaned
the hose to R36's BIPAP machine. The NHA said they did contact a respiratory care company that
would start next month and they would be reviewing all residents' equipment needs and would be
starting training.

Review of the facility Cleaning Respiratory Equipment policy no date did not mention CPAP or BIPAP
equipment.

According to the American Thoracic Society, Patient Education/Information series. www.thoracic.org.
What happens if I don't clean my PAP device? If you do not clean your PAP device and supplies,
bacteria and mold may begin to grow. This may put you at higher risk of getting sick. Your device and
supplies may be more likely to break down earlier if not kept clean. You may notice the device or
mask starting to smell bad as well. Author: [NAME] Schotland.
(continued on next page)
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Enhanced Barrier Precautions

During a wound dressing observation for R36 on 4/21/26 at 10:30 AM, LPN K did not use a gown.
There was a sign posted above R36's bed that read Enhanced Barrier Precautions. Instructions
included using gloves and gowns during wound care. LPN K was asked if he needed to use a gown
and he said he did not because the resident did not have an infection. There were no gowns visible in
R36's room or in the hall.

During an interview with the Nursing Home Administrator (NHA) and the Director of Nursing (DON) on
4/22/26 the observations of no gown being used during wound care and no gowns being visible in the
room or hall were reviewed. They confirmed that staff should be using gowns during wound care.

On 04/20/2026 at 10:15AM, observed plumbing with an overhead sprayer and open spot for garbage
disposal equipment, adjacent to the three-compartment sink. The drain line was capped off and water
connections for garbage disposal equipment were coming out of the wall.

On 04/20/2026 at 2:00PM, Maintenance Director (MD) O was asked for the facility's water
management plan, at that time the CDC Toolkit: Developing a Water Management Program to Reduce
Legionella Growth and Spread in Buildings, was provided. During review of the document, it was noted
that the Identifying Buildings at Increased Risk page was not completed and a building water system
diagram or written descriptions were not available for review.

On 04/21/2026 at 7:40AM, during interview with Dietary Manager (DM) N, DM N was asked if
maintenance staff came into the kitchen to flush the lines in the area where the garbage disposal
used to be located, DM N asked to be shown the area they had been asked about. Upon viewing the
area DM N stated that they had not seen maintenance staff flushing the lines in this area.

On 04/21/2026 at 8:20AM, several documents were requested from MD O, a word description and
diagram of water system for the facility, as mentioned in the water management plan document
provided on 04/20/2026 and a copy of the Legionella Prevention Policy. MD O provided a copy for
review, of the facility's Legionella Prevention Policy at time of request, MD O was unable to provide a
copy of either a word description or diagram of the water system for the facility at time of request.

On 04/21/2026 at 8:30AM, interview with MD O regarding the plumbing in the kitchen that was
observed on 04/20/2026; MD O was asked if the plumbing in the area where the garbage disposal had
been removed, was being flushed and if so, how often. MD O replied that the water was turned off at
the site, and they were not flushing the lines. MD O then proceeded to turn on the faucet to the
overhead sprayer and a small but steady flow of water came out of the sprayer. MD O further
indicated the facility had hard water and that might have been a contributing factor to the valve not
being fully closed and allowing water through.
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