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Salisbury, NC 28147

F 0558

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record reviews, observations, staff and resident interviews, the facility failed to provide access to the call bell, 
telephone, and water cup to accommodate a visually impaired resident. This resulted in Resident #6 yelling 
for assistance or asking his roommate to turn on the call bell, missing phone calls, and prevented access to 
the water cup as he wanted. This was for 1 of 1 resident reviewed for accommodation of needs (Resident 
#6).The findings included:Resident #6 was readmitted on [DATE] with diagnoses including heart failure, 
kidney disease, gastro-esophageal reflux disease, dysphagia (trouble swallowing), Barrett's esophagus 
(inflammation of the esophagus), macular degeneration, legal blindness, and history of falling. The most 
recent quarterly Minimum Data Set Assessment (MDS) dated [DATE], indicated Resident #6 was cognitively 
intact. He was dependent with mobility, used a wheelchair, needed extensive assistance with toileting and 
transferring, and required supervision with set up with eating. Coding for vision showed highly 
impaired-object identification in question, but eyes appear to follow objects. The Care Plan revised on 
10/5/2023 for Resident #6, showed the focus area of impaired vision related to macular degeneration and 
legal blindness. The goal was no decline of visual function with target date of 11/14/2025. Interventions 
included - to advise Resident #6 where personal items were placed, and to be consistent with the location of 
the items. Further interventions were to keep the call bell within reach and encourage the resident to call for 
assistance with transfers. The Care Plan revised on 6/02/2025 for Resident #6, showed the focus area of 
increased risk for falls related to a history of falls and gait/balance problems. The goal was to minimize the 
risk for falls and be free of injury using current interventions. Interventions included - to anticipate and meet 
Resident #6's needs as much as possible and keep frequently used objects within resident's reach as much 
as possible. An observation and interview with Resident #6 on 09/22/2025 at 12:40 PM revealed resident 
sitting up in his wheelchair with his lunch tray on the overbed table in front of him. The call bell was observed 
laying across the seat of the recliner chair behind him. When asked if he had trouble reaching his call bell, 
Resident #6 turned in his wheelchair and reached his arm toward the recliner behind him but couldn't locate 
or reach the bell. The resident then said, Here lately it seems to get away from me a lot. I holler for them if I 
can't find it. During an observation and interview on 09/22/2025 at 3:17 PM, Resident #6 was sitting up in his 
wheelchair, the call bell was lying in the recliner behind resident, out of reach. During this observation the 
resident's phone rang along with an electronic voice announcing he had a call. He was unable to reach the 
phone that was ringing which was on the charger on top of his dresser. Observation further revealed a 
second cordless phone on Resident #6's bedside table which he also had been unable to reach and a third 
cordless phone sitting on his roommate's bed. His roommate, Resident #41, assessed on 07/14/2025 with 
intact cognition, was asked about why Resident #6's phone was on his bed. Resident #41 stated he had the 
phone on his bed to answer it for Resident #6's when he couldn't get to it. An observation on 09/23/2025 at 
8:22 AM, showed Resident #6 sitting in his wheelchair with the overbed table in front of him. The call bell 
was lying across his bed out of his reach. On 09/23/2025 at 12:54 PM an observation of Resident #6 showed 
him sitting up in his wheelchair for lunch. The call bell was observed to be lying across the recliner behind 
him, out of his reach. During an observation and interview on 09/24/2025 at 8:30 AM, Resident #6 was 
observed sitting in the wheelchair. His call bell was not within reach. It was observed lying in recliner behind 
him. When asked where the call bell was, he patted around on his table and reached over to the bed with his 
hands but couldn't locate it. Asked what he would do if he needed help, he stated, He would ring, while 
pointing to his roommate, Resident #41. When asked what he would do if his roommate wasn't there, 
Resident #6 replied that he would holler. During an interview on 09/24/2025 at 8:40 AM, Resident #6's 
roommate, who was Resident #41, stated that he had pushed the call bell and answered the phone for 
Resident #6 when he wasn't able to get to them, maybe several days of a week. On 09/24/2025 at 11:54 AM, 
Resident #6 was observed sitting up in wheelchair in front of his recliner, in the room by himself. His call bell 
was lying on recliner chair arm behind Resident #6. During the observation one of the residents' three 
cordless telephones rang. All three cordless phones were out of his reach and Resident #6 was unable to get 
to the telephone to answer it. An observation of the cordless phone screen showed 34 missed calls. When 
asked about how often he could not reach his phone, he said he often had trouble answering the phone and 
thought it probably had fallen on the floor. Further observation revealed Resident #6 was unable to reach his 
water cup which was on the bedside table in the space between the foot of the bed and bathroom door out of 
his reach. He had bumped into the table when propelling around the room and was unable to turn the 
wheelchair around to reach the call bell or water. During an interview with Nurse #2 on 09/24/2025 at 11:58 
AM, she confirmed she was Resident #6's assigned nurse that day shift. Nurse #2 stated Resident #6 could 
propel himself in the wheelchair to move about his room. She further stated he didn't move around much 
because he was blind, so he preferred staff to move him, so he didn't bump into things. During an interview 
in Resident #6's room on 09/24/2025 at 12:29 PM, Nurse Aide (NA) #6 confirmed she was assigned to 
Resident #6 that day during day shift. When asked about the resident's call bell, she looked at the call bell in 
the recliner chair and indicated that's where she put it there when he's up in his wheelchair. When asked 
about him reaching the call bell, she said she had seen him move around in the wheelchair in his room. An 
observation and interview on 09/24/2025 at 3:51 PM revealed Resident #6 was sitting in his wheelchair in his 
room by himself. The call bell was on the recliner chair arm behind him. The overbed table with water cup 
was in the space between the foot of the bed and bathroom door. Resident #6 was observed reaching out 
with his hands to his left toward the bed but couldn't reach his water on the table and said he wanted to be 
able to get his water. Further observation revealed that two cordless phones were out of Resident #6's 
reach. One was on the dresser, and the other was lying on his roommate's bed. When asked if he wanted to 
be able to use the phone himself, Resident #6 indicated he wished he could reach the phone so he could 
answer it himself. An interview and observation were done on 09/25/2025 at 3:57 PM with NA #4 who was 
currently assigned to Resident #6 and cared for him often. Resident #6 was not in the room at the time of the 
observation. The call bell was observed to be tucked into the pocket of the recliner chair. When asked how 
Resident #6 used the call bell, she stated that when he was in the recliner or bed as he usually was on her 
evening shift, she put call bell in the pocket on the side of his recliner. She stated he sometimes had his 
roommate turn his call light on for him when he can't use his call bell. She further explained that when the 
overbed table was in front of him in the wheelchair, he had bumped into the table trying to propel himself and 
didn't wheel around if the table was in front of him. The interview further revealed when she brought him his 
tray, she would make sure to put his hand to the food bowl, hand him his spoon, open his cartons, and make 
sure he got going with feeding himself before leaving his room. An interview was done on 09/25/2025 at 4:04 
PM with Nurse #3, who was currently assigned to Resident #6. She indicated Resident #6 had been able to 
push the overbed table, but because of his blindness he was not able to move around the table without 
bumping into the bed, preventing him from propelling around room to reach items. She further said he 
answered the phone, and he had made calls out. When asked about how she knew how to care for visually 
impaired residents, she said that during facility orientation she was instructed to look at the care plan to know 
how to provide specific care for residents with visual impairments. An interview was conducted with the 
Director of Nursing (DON) with the Nurse Consultant present on 09/25/2025 at 4:21 PM. The DON explained 
that any resident specific needs related to blindness or low vision would be in the resident's care plan. The 
DON further explained when she went into Resident #6's room she made sure his water and call bell were in 
reach and expected all staff to make sure the resident could reach his call bell, phone, and water.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to 
receiving treatment and supports for daily living safely.
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Liberty Commons Nsg and Rehab Ctr of Rowan County 4412 South Main Street
Salisbury, NC 28147

F 0584

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation and staff interviews, the facility failed to provide a clean homelike environment when 
they failed to maintain a sink drain that leaked in 1 of 4 shared bathrooms used only by Resident #50.The 
findings included:An observation on 9/22/25 at 1:55 PM of the bathroom in Resident #50's room revealed an 
approximate twelve-inch diameter puddle of clear liquid substance that resembled water on the bathroom 
floor. The liquid substance was located under and in front of the bathroom sink. The sink was a wall mounted 
unit and had two water feed lines from the wall to the bottom of the sink. The lines did not have leak 
protection covers. The sink had a center drain extending down to the p-trap (a plumbing device that prevents 
sewer gases from entering the facility by maintaining a water seal. P-traps are commonly found under sinks, 
bathtubs and showers), then a pipe from the p-trap that terminated at the wall of the bathroom. The 
bathroom floor was a solid surface linoleum type floor mostly beige/tan in color with blue/green accents. An 
observation on 9/23/25 at 10:24 AM of the bathroom in Resident #50's room revealed an approximate 
twenty-four-inch diameter puddle of clear liquid substance that resembled water on the floor of the bathroom 
between the sink and the toilet. There were no wet floor signs displayed in the bathroom. An observation on 
9/24/25 at 11:54 AM of the bathroom in Resident #50's room revealed a puddle of clear liquid substance that 
resembled water on the floor of the bathroom. A clear liquid was observed dripping from the sinks p-trap 
drain, about one drip every two to three seconds, creating a puddle under the sink. The puddle was about 
two feet in diameter extending out from under the sink. There were no wet floor signs displayed in the 
bathroom. An interview was conducted with the Director of Maintenance on 9/24/25 at 12:07 PM. He 
observed the puddle of liquid on the floor in Resident #50's bathroom and stated the puddle on the floor was 
water that leaked from the p-trap of the bathroom sink. He confirmed the p-trap had a crack possibly from the 
fitting being overtightened, which caused water to leak out of the p-trap onto the bathroom floor. The 
Maintenance Director stated he was not aware of the leak until this observation. He stated the facility used a 
work order system to inform maintenance about repair issues. He continued that the process was for staff, 
which included housekeeping staff, nurse aides and nurses, to fill out a work order that was located at the 
nurse's station and place it in the box attached to the maintenance office door. The facility Maintenance 
Worker would check the work order box every morning, prioritize issues, then complete the repairs. He also 
stated if repairs needed immediate attention from maintenance that staff could verbally inform the 
Maintenance Worker. An interview conducted on 9/24/25 at 12:27 PM with the facility Maintenance Worker 
revealed he had not been informed of any issues in Resident #50's room until 9/24/25 when he was informed 
by the Director of Maintenance. An interview conducted with Housekeeper #1 on 9/24/25 at 12:24 PM 
revealed Housekeeper #1 cleaned Resident # 50's room and the bathroom on 9/23/25. She stated she did 
not notice water on the bathroom floor or a leaking pipe in the bathroom when she cleaned. She also stated 
had she noticed water on the floor or a leaking pipe she would have informed the Maintenance Worker or her 
supervisor. An interview conducted on 9/24/25 at 2:51 PM with Nurse Aide (NA #3) revealed NA #3 provided 
care for Resident #50 on 9/24/25, which included taking Resident #50 to the bathroom around 8:15 AM. She 
stated she did not notice water on the bathroom floor or a leaking pipe in the bathroom when she provided 
care for Resident #50. She also stated, due to Resident #50's impaired cognition, Resident #50 would use 
the bathroom on her own. NA #3 stated she did not go back into the room until around 1:00 PM at which 
point maintenance had fixed the leaking drain. She stated if she had seen the water on the floor she would 
have cleaned up the water then notified the Maintenance Worker verbally or filled out a work order. An 
interview conducted on 9/24/25 at 3:39 PM with Nurse #3 revealed she worked with Resident #50 around 
lunch time on 9/24/25. She did not notice any water on the floor in the bathroom. Nurse #3 stated if she had 
noticed water on the floor she would have informed the Maintenance Worker or the Director of Maintenance. 
An interview was conducted with the Nursing Home Administrator (NHA) on 9/25/25 at 10:38 AM. The NHA 
stated the severity of a water leak would determine the staff response and first staff should make the area 
safe for residents. Then place wet floor signs in the area and notify maintenance with a work order or, if 
immediate attention was needed, verbally so maintenance can address the issue right away.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure each resident receives and the facility provides food prepared in a form designed to meet individual 
needs.
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F 0805

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and staff interviews, the facility failed to provide a pureed diet (a smooth, 
creamy consistency/ texture) to a resident on an ordered therapeutic diet. Resident #24 was observed eating 
a moist to minced (food that can be easily mashed with little pressure from metal dinner fork, not sticky, no 
larger than 4 millimeters) breakfast meal. This deficient practice affected 1 of 8 residents reviewed for food 
form (Resident #24). The findings included:Resident #24 was admitted to the facility on [DATE] with 
diagnoses which included dysphagia (difficulty swallowing), vascular dementia, and decreased appetite. 
Resident #24 had a physician's order dated 2/15/2024 for a regular diet, pureed texture, thick liquids 
consistency. Resident #24's Care Plan, last revised on 3/20/2025, indicated the following interventions: 1) 
observe for/document/report to MD as needed (PRN) for signs and symptoms of dysphagia, pocketing, 
choking, coughing, drooling, holding food in mouth, several attempts at swallowing, refusing to eat, appears 
concerned at meals, 2) provide, serve diet as ordered; and 3) Registered Dietician (RD) to evaluate and 
make diet change recommendations PRN. Resident #24's quarterly Minimum Data Set (MDS) dated [DATE], 
revealed she was severely cognitively impaired. She had range of motion impairment in her upper 
extremities and required setup and supervision assistance when eating. The MDS indicated Resident #24 
had a swallowing disorder and was on a therapeutic mechanically altered diet. The MDS further revealed 
Resident #24 demonstrated coughing or choking during meals or when swallowing medications. An 
observation of Resident #24 was conducted on 9/23/2025 at 8:41 AM. She was observed lying in her bed 
sitting upright with breakfast in front of her on her overbed table. Consumption of her breakfast meal 
revealed 75% consumed. The breakfast plate revealed a serving of square piece of formed eggs with a 
baked cheese topping, a small bowl of regular consistency oatmeal with visible oats, and pureed toast. The 
meal ticket for Resident #24 revealed pureed diet, thick fluids-mildly thick. An interview and observation 
conducted with Nurse #1 on 9/23/2025 at 9:04 AM revealed that she delivered and assisted Resident #24 
with her breakfast meal. She identified Resident #24 as consuming a pureed meal for breakfast. She further 
stated that the eggs identified on the plate always looked like this, and the oatmeal always looked regular 
with visible oats. She further stated sometimes the consistency of the meals will appear different depending 
on who was working in the kitchen. Nurse #1 stated the breakfast meal was appropriate for Resident #24. 
During an interview with the Dietary [NAME] #1 on 9/23/2025 at 9:15 AM, she stated she did not puree the 
eggs because it would make them too runny. She further revealed the oatmeal was never pureed. She 
stated the eggs may have seemed hard because they sat on top of the steam table for a long time. She 
stated she provided a cheese bake on top of the eggs for the pureed meal so they would have more flavor. 
Dietary [NAME] #1 stated pureed consistency was very thick and smooth. The Dietary [NAME] #1 revealed 
she did not follow the recipe for pureed breakfast meals, and she did not state a reason for not following the 
recipes. Dietary [NAME] #1 further stated cream of wheat, oatmeal, and grits were already pureed and come 
in a pureed form. An interview was conducted with Dietary [NAME] #2 on 9/25/2025 at 9:23 AM. Dietary 
[NAME] #2 was able to explain the difference in altered diets when preparing meals for the residents. Dietary 
[NAME] #2 stated there was a difference between the different types of textures of the foods, explaining 
moist to minced chopped food was ground-up food that had a bumpy texture while pureed food looked 
smooth, like baby food. He stated he was unaware Resident #24 had received a moist to minced breakfast 
on the morning of 9/23/2025. Dietary [NAME] #2 worked as a diet aide on the morning of 9/23/2025. Dietary 
[NAME] #2 stated a resident who received the wrong texture diet could choke or aspirate. The recipe 
instructions for pureeing the eggs and oatmeal specified placing the ingredients in a food processor until a 
smooth consistency was achieved, with liquid added as needed. An interview and observation were 
conducted with the Dietary Manager on 9/23/2025 at 9:30 AM. The Dietary Manager observed the breakfast 
plate and stated the food items were pureed. She stated the oatmeal was not normally pureed and further 
revealed the breakfast tray was right in its consistency. The Dietary Manager verified Resident #24 was to 
receive a pureed therapeutic diet order for meals. The Dietary Manager stated a resident diet order was 
entered into their computer system and tray tickets that contain the order were printed out for each meal. 
She explained at mealtimes one staff member would call out the diet order from the ticket and the cook 
would plate the correct diet and consistency of foods items. The Dietary Manager verified the dietary 
department had recipes for hot cereal puree and egg and sausage strata puree. The Dietary Manager 
verbalized the recipe was not followed on 9/23/2025 by Dietary [NAME] #1. An interview and observation 
were conducted with the Director of Nursing (DON) on 9/23/2025 at 11:29 AM of Resident #24's breakfast 
meal. The DON stated a puree meal should be creamy, separated, and with no lumps. She further stated the 
oatmeal was already mushy. She did verify the eggs were not of puree consistency. The DON verbalized the 
dietary department should deliver the correct meal to the residents and the nurse aides were to verify the 
correct meal was being delivered to the residents. The DON stated if there were discrepancies with any 
meals she should be notified. The DON stated she was not notified of Resident #24 receiving the incorrect 
therapeutic meal at breakfast on 9/23/2025. An interview was conducted with the Administrator on 9/25/2025 
at 1:05 PM. The Administrator stated that residents must receive the physician-prescribed diet and 
consistency.
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Provide special eating equipment and utensils for residents who need them and appropriate assistance.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record reviews, resident and staff interviews, and observations, the facility failed to provide resident meals in 
bowls along with preferred foods as ordered, for 1 of 1 resident with visual impairment (Resident #6), which 
resulted in Resident #6 having difficulty feeding himself and missing preferred foods.The findings 
included:Resident #6 was readmitted [DATE] with diagnoses including heart failure, kidney disease, 
gastro-esophageal reflux disease, dysphagia (trouble swallowing), Barrett's esophagus (inflammation of the 
esophagus), macular degeneration and legal blindness. The most recent quarterly Minimum Data Set 
Assessment (MDS) dated [DATE], indicated Resident #6 was cognitively intact. He required supervision for 
set up with eating. The Care Plan revised on 10/5/2023 for Resident #6, showed for the focus area of 
impaired vision related to macular degeneration and legal blindness revised on 10/05/2023, the goal was no 
decline of visual function with a target of 11/14/2025. Interventions included to tell Resident #6 where items 
were being placed and to be consistent with placement of items. The Care Plan revised on 12/28/2023, with 
a target date of 8/28/2025, showed for the focus area of ADL Self Care Performance, the goal was that 
Resident #6 will maintain his current level of functioning for eating. Intervention was for him to feed himself 
with set up and assistance as needed. The Care Plan dated 8/12/2025 showed with the focus area of 
potential nutritional problems and fluctuations in weight, included the goal for Resident #6 to maintain weight. 
The intervention included him to receive all food in separate bowls to distinguish foods, due to poor vision. 
The current diet order dated 04/28/2025, revealed: No Added Salt (NAS) diet, soft & bite-sized texture, thin 
consistency, all food in bowls, two milks with lunch. Family requests no sandwiches (all other breads are 
OK). On 9/22/2025 at 1:10 PM an observation of a sign posted above Resident #6's bed stated: Resident is 
visually impaired. Caregivers Must: 1) Announce tray arrival, 2) Describe food in bowls, 3) Open condiment 
packets, 4) Ask how else you can help, 5) Ask if patient is finished before removing tray. Resident #6's Tray 
Card showed- Diet Order: Soft/Bite Sized, NAS; Adaptive Equipment: All Food in Bowls; Notes: Vanilla 
Cream, Always Send Bowl of Peanut Butter Crackers, Send Milk, Mashed Potatoes No Gravy; Standing 
Orders: 8 ounces (oz.) of Whole Milk and 8 oz. of Water. On 09/22/2025 at 1:00 PM during an interview, 
Resident #6 stated it's easier to eat with food in bowls so he can scoop around with the spoon on the sides 
of the bowl, and the food doesn't run away from him. During an observation and interview with Resident #6 
on 9/24/2025 at 6:00 PM, the meal consisted of an uncut, whole cheese sandwich which was served on a 
plate, and soft-cooked squash pieces in bowl. Resident #6 stated he doesn't eat whole sandwiches because 
they are too hard to pick up. On 09/25/2025 at 12:42 PM an observation of Resident #6's lunch revealed 
Nurse #7 delivered Resident #6's tray. The meal was in bowls except for a piece of cake on a plate, and 
there was one carton of milk. Nurse #7 didn't offer to open the condiments. Resident was observed to have 
taken a few bites of cake from plate with a spoon and had difficulty getting the cake on the spoon because it 
would fall off. The resident then ate part of the cake with his fingers. An interview with Nurse #7 on 
09/25/2025 at 12:45 PM revealed she hadn't delivered a tray to Resident #6 before and wasn't aware 
specifically of his need for food in bowls. In an interview with the Dietary Manager on 09/25/2025 at 3:36 PM 
she stated that when an order read for all food items to be in a bowl, that means everything and that 
sandwiches were cut and placed in a bowl. She further said that when asked why Resident #6 did not get all 
the items in bowls as ordered, she said that her staff were nervous and made mistakes. When asked why he 
did not get 2 milks with his lunch tray as ordered, she looked at his meal ticket and said it was not on the 
Tray Card. She looked more closely at the Tray Card and admitted it was written in a confusing way on the 
card with send milk in notes section and whole milk in the standing orders section. During an interview with 
Nurse #3 on 09/25/2025 at 4:04 PM, she stated that she has brought Resident #6 his tray at all three 
mealtimes and he had gotten 1 carton of milk at each meal. During an interview with the Director of Nursing 
(DON) on 9/25/2025 PM at 4:21 PM, when questioned what the staff should do if Resident #6's food wasn't 
in bowls, she indicated staff should take the tray back to the kitchen and get it in bowls to make sure he can 
access the food. She elaborated that if a tray ticket has something listed that was missing, they were 
expected to retrieve it from the kitchen.
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Based on observations and staff interviews, the facility failed to: label and date leftover food stored for use in 
1 of 1 walk-in cooler and 1 of 1 walk-in freezer and discard food showing signs of spoilage or past its use-by 
date in the walk-in cooler; monitor dish machine temperatures; and maintain a clean kitchen ice machine. 
These practices had the potential to affect food served to residents. The findings included:a. During an initial 
observation of the facility's kitchen with the Assistant Dietary Manager on 9/22/2025 at 10:36 AM, the walk-in 
cooler was noted to have the following concerns: -An opened and unlabeled 5-pound (lb.) bag of fancy 
shredded cheese.-An opened and unlabeled 5-pound (lb.) bag of romaine lettuce with signs of spoilage 
(brownish/ blackish in color lettuce leaves with thickened clear fluid).-A bag of diced strawberries with an 
open date of 9/10/2025 and a discard date of 9/10/2025 available for use.-Three (3) of 7 bell peppers 
showing signs of spoilage (black/ grayish looking spots, mushy texture with clear liquid). b. During an initial 
observation of the facility's kitchen with the Assistant Dietary Manager on 9/22/2025 at 10:45 AM the walk-in 
freezer was noted to have the following concerns:-An open, unlabeled package of chicken strips with signs of 
dehydrated spots, discolored patches, leathery spots.-An open, unlabeled package of hot dogs with signs of 
dehydrated spots, discolored patches, leathery spots.-One (1) box of open, unlabeled package of sausage 
patties with signs of dehydrated spots, discolored patches, leathery spots.-Two (2) boxes of open, unlabeled 
chocolate chip cookies with signs of dehydrated spots, discolored patches, leathery spots; and -One (1) box 
of open, unlabeled sugar cookies with signs of dehydrated spots, discolored patches, leathery spots. An 
interview with the Assistant Dietary Manager on 9/22/2025 at 10:43 AM revealed that she understood that 
items were not stored correctly. The Assistant Dietary Manager disposed of food items. The Assistant 
Dietary Manager stated that labels and dates on open food items should be checked weekly. She further 
stated the items in the walk-in freezer should not be open and needed to be discarded. An interview with the 
Administrator on 9/25/2025 at 1:22 PM revealed all food and beverage items should be dated when they are 
opened, food with signs of spoilage should be discarded, and food items should be used or discarded 
according to use-by policies. He further stated the dietary department was responsible for food storage and 
safety daily. c. During an observation of the facility's kitchen with the Dietary Manager on 9/25/2025 at 10:07 
AM the dish machine was noted to have the following concerns:-1st wash cycle had 9 dome lids and 4 
bottoms. The dish machine washing thermostat gauge froze to 120 degrees and did not move up or down. 
-2nd wash cycle at 10:10 AM had 6 trays and 5 dinner plates. The dish machine washing thermostat gauge 
froze to 120 degrees and did not move up or down. -3rd wash cycle at 10:11 AM had 9 plates and 11 small 
dishes. The dish machine washing thermostat gauge froze to 120 degrees and did not move up or down. An 
interview was conducted with Dietary Aide (DA) #1 on 9/25/2025 at 10:12 AM. DA #1 stated she was 
responsible for the clean side of the dish machine when the dishes come through and were being cleaned. 
She further stated that the temperatures for the dish machine were not working like it was supposed to. The 
DA revealed the dish machine washing thermostat gauge had not been working since last Tuesday, 9/16/25, 
and the Dietary Manager was aware. She further stated there was no other alternative method of checking 
the dishwashing temperatures. An interview with the Dietary Manager on 9/25/2025 at 10:25 AM revealed 
the dish machine was not functioning properly. The Dietary Manager stated the dish machine was a rental 
from an outside vendor and there had been issues with the dish machine for some time. The Dietary 
Manager stated since the dish machine was a rental from an outside vendor, the Maintenance department 
could not complete repairs. The Dietary Manager explained the outside vendor did not have an assigned 
representative assigned to the facility and would send a representative to the facility when available. The 
Dietary Manager immediately notified the outside vendor of the washing gauge on the dish machine and the 
gauge not capturing the temperatures of the washing cycles. The Dietary Manager advised the dietary staff 
not to utilize the dish machine. An interview was conducted with the Administrator on 9/25/2025 at 1:22 PM. 
The Administrator stated the dish machine was checked on 9/24/2025 and he was unaware of any issues 
remaining with the dish machine and the washing thermostat gauge not working. The Administrator stated 
dietary staff should monitor the wash/ rinse cycle temperatures while the dish machine was in use. The 
Administrator further stated if the in-house maintenance staff cannot fix the dish machine, then the vendor 
would be called. d. During an observation of the facility's kitchen with the Dietary Manager on 9/25/2025 at 
10:20 AM in the kitchen, the white interior cover of the ice machine was covered with blackish film-like 
matter. An interview was conducted with the Dietary Manager and the Assistant Dietary Manager on 
9/25/2025 at 10:20AM revealing the ice machine just recently received service. The Dietary Manager stated 
the white piece in the ice machine was stained and needed replacement. The Dietary Manager used her 
finger to show the staining, and the black film type matter was removed with her finger. The Dietary Manager 
and Assistant Dietary Manager stated they would not use the ice machine until it was serviced. An interview 
with the Administrator on 9/25/2025 at 1:22 PM revealed he expected the ice machine to be clean. The 
Administrator further revealed the ice machine was no longer going to be used until cleaned.
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