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F 0812 Procure food from sources approved or considered satisfactory and store, prepare, distribute and
serve food in accordance with professional standards.
Level of Harm - Minimal harm

or potential for actual harm Based on surveyor observation, record review and staff interview, it has been determined that the
facility failed to store, prepare, distribute and serve food in accordance with professional standards
Residents Affected - Many for food service safety relative to the main kitchen and for one of two kitchenettes.Findings are as

follows:1. The Rhode Island Food Code 2022 Edition 4-601.11 states in part, .nonfood contact
surfaces of equipment shall be kept from an accumulation of dust, dirt, food residue and other
debris.During surveyor observations of the main kitchen on 7/22/2025 at 8:50 AM and 7/24/2025 at
10:57 AM revealed the following:-the walls behind the dish machine, stove and worktables were
observed to have an accumulation of food spills/splatters -Formica topped food carts were observed
to have chips in the corners of the carts -the gaskets of the ice chest had an accumulation of a black
substance2. The Rhode Island Food Code 2022 Edition 4-602.11 states in part, .equipment of the food
contact surfaces.shall be cleaned at any time during the operation when contamination may have
occurred.During a surveyor observation on 7/22/2025 at 8:50 AM of the main kitchen, the delivery
chute of the ice machine had a pink substance along the upper rim of the chute.3. The Rhode Island
Food Code 2022 Edition 3-302.12 states in part, .except for containers that can be readily and
unmistakably recognized, working containers holding food that are removed from the original
packages shall be identified with the common name of the food.During a surveyor observation on
7/22/2025 at 8:50 AM of the main kitchen, one reach in refrigerator unit revealed the following:-One
package of a white colored meat product that was cut up into cubes without a label-1/4-inch pan that
contained a red substance was without a label4. The Rhode Island Food Code 2022 Edition 4-904.13
states in part, .tableware that is preset shall be protected from contamination by being wrapped or
covered.During surveyor observations of the lunch meal service on 7/22/2025, 7/23/2025 and
7/24/2025 the individual lunch trays were observed on an open cart while being transported on the
elevators and along the hallways with preset silverware that were not covered or wrapped.5. Record
review of a document from The United States Department of Agriculture recommends dry food
storage temperatures between 50 F (Fahrenheit) and 70 F for quality and for the control of bacterial
growth.During a surveyor observation on 7/25/2025 at 10:57 AM, the ambient temperature of the dry
storage room read 85 F.6. Record review of a facility document titled, Brentwood Nursing Home
Refrigerator Dating Guidelines states in part, .if a product is opened, then a 3-day expiration must be
placed on the product.During a surveyor observation on 7/22/2025 at 11:30 AM of the first-floor dining
room refrigerator, an opened container of a product with a manufacturer's label of Market Basket
Hearty Chicken Noodle soup had a date of 7/16/2025.During a surveyor interview on 7/25/2025 at
11:40 AM with the Director of Food Service he acknowledged the walls, the ice machine and the
gaskets on the ice chest needed to be cleaned. Additionally, he acknowledged that the Formica food
carts needed to be replaced, the temperature in the dry storage room was too hot, the labels were
missing on unidentifiable food items, the chicken soup exceeded the facility's 3-day policy, and that
the silverware on meal trays should have been covered.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0580

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations
(injury/decline/room, etc.) that affect the resident.

Based on record review and staff interview, it has been determined that the facility failed to
immediately inform the resident's physician of his/her change of condition, which resulted in the
transfer of the resident to an acute care hospital for 1 of 4 residents reviewed, Resident ID
#8.Findings are as follows:Record review of a facility reported incident submitted to the Rhode Island
Department of Health on 7/20/2025 states in part, .Incident of unknown origin.facility informed.about
an injury of fractured ribs and lacerated spleen.Family and MD [medical doctor] all aware.
Investigation to be completed.Record review of a community reported complaint submitted to the
Rhode Island Department of Health on 7/25/2025 alleges in part, that the resident arrived at the
hospital after a suspected unwitnessed fall. S/he had bruising on left flank, a grade 4 splenic
laceration (classified as a severe injury involving significant vascular injury and active bleeding), and
displaced fractures of the left 10th and 11th ribs.Record review of a facility policy dated 10/17/2023
titted Resident Change in Condition states in part, .Changes in condition require assessment by the
Nurse and natification to the MD (both to be done timely). Timely depends upon the level/severity of
the change and the Nurse should use professional assessment and judgment to make that decision.
Timely is certainly no later than the shift of the change.Record review revealed the resident was
re-admitted to the facility in June of 2025 with a diagnosis including, but not limited to, sepsis (a
systemic infection that can to tissue damage, organ failure and possible death). Record review of the
resident's progress note dated 7/20/2025 at 7:52 AM authored by third shift, Licensed Practical
Nurse (LPN), Staff A, revealed that the resident was found by the nursing assistant in bed full of
watery stool from head to toe at 6:00 AM and his/her vital signs were obtained which revealed,
respirations of 24 (normal range 12-16), pulse oximetry of 77% (a normal oxygen saturation level
ranges between 95% to 100%; a low reading below 95% increases the risk of damage to your tissues
and organs), and a blood pressure of 98/58 (normal blood pressure is 120/80).Further record review
of the progress notes dated 7/20/2025 at 7:30 AM authored by first shift, Registered Nurse (RN),
Staff B, revealed that upon his arrival, the resident was found to be moaning and not responding. The
resident was placed on 2 liters of oxygen via nasal cannula (a medical device that provides
supplemental oxygen therapy to people who have lower oxygen levels) due to an oxygen saturation of
77%, emergency medical services arrived and the resident was transported to the emergency
department.During a surveyor interview on 7/24/2025 at 10:07 AM with Staff A, he revealed that at
approximately 5:00 AM, a nursing assistant notified him that the resident was found in bed with a
large amount of watery stools. He further indicated that he later went in to administer a medication to
the resident a little after 5:00 AM, and the resident was observed to be uncomfortable, restless and
kicking [his/her] arms and lifting [his/her] hips off of the bed. Additionally, he revealed that he

asked RN, Staff C, to assist him with the resident around 5:30 AM - 5:45 AM. He further revealed that
Staff C instructed him to call the provider, but he was unable to do so, as the tablet did not work.
During a surveyor interview on 7/24/2025 at approximately 11:00 AM with Staff C, she revealed that
Staff A came down to get her to look at [Resident ID #8] around 6:00 AM because s/he was restless
and kept moving his/her arms and lifting his/her knees up. Additionally, she revealed that she was
unaware that Staff A did not notify the on-call provider.During a surveyor interview on 7/24/2025 at
11:10 AM with the resident's medical doctor, Staff D, he revealed that he would expect the staff to
call him if they were unable to contact the on-call provider related to the resident's change in
condition.During a surveyor interview on 7/25/2025 at 11:35 AM with the Director Nursing Services
and the Assistant Director of Nursing Services, they were unable to provide evidence that the
resident's provider was immediately notified of his/her change in condition until the day shift nurse
Staff B arrived for his shift at 7:00 AM, which was approximately two hours after the initial change in
condition was identified. Record review of an Rl EMS [Rhode Island emergency medical services]
(continued on next page)
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F 0580 Patient care report revealed that dispatch was notified at 7:34 AM and the unit was dispatched to the
facility at 7:36 AM. Additionally, the report revealed upon EMS arrival that the resident was lying in
Level of Harm - Minimal harm bed unresponsive with left and right-side weakness. Cross reference F 658, F 684, F 690, F 726.

or potential for actual harm

Residents Affected - Few
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F 0658

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure services provided by the nursing facility meet professional standards of quality.

Based on record review and staff interview, it has been determined that the facility failed to ensure
that services provided by the facility meet professional standards of quality relative to following
physician's orders for 1 of 4 residents reviewed related to oxygen utilization, for 1 of 1 resident
reviewed relative to orthostatic blood pressure (measurements of blood pressure taken while a

patient is in different positions), Resident ID #8, and for 3 of 7 residents reviewed relative to weight
discrepancies, Resident ID #s 16, 29, and 75.Findings are as follows:According to Mosby's 4th Edition,
Fundamentals of Nursing, page 314 states, The physician is responsible for directing medical
treatment. Nurses are obligated to follow physician's orders unless they believe the orders are in

error or would harm the clients.1. Record review of a facility reported incident submitted to the Rhode
Island Department of Health on 7/20/2025 states in part, .Incident of unknown origin.facility
informed.about an injury of fractured ribs and lacerated spleen.Family and MD [medical doctor] all
aware. Investigation to be completed.Record review of a community reported complaint submitted to
the Rhode Island Department of Health on 7/25/2025 alleges in part, that the resident arrived at the
hospital after a suspected unwitnessed fall. S/he had bruising on left flank, a grade 4 splenic
laceration (classified as a severe injury involving significant vascular injury and active bleeding), and
displaced fractures of the left 10th and 11th ribs.Record review revealed that Resident ID #8 was
re-admitted to the facility in June of 2025 with a diagnosis including, but not limited to, sepsis (a
systemic infection that can to tissue damage, organ failure and possible death). a. Record review
revealed a physician's order dated 1/28/2025 to administer oxygen 1 to 4 liters per minute via nasal
cannula (a medical device that provides supplemental oxygen therapy to people who have lower
oxygen levels) as needed. During a surveyor interview on 7/24/2025 at 10:07 AM with Licensed
Practical Nurse (LPN) Staff A, he revealed that he went in to administer a medication to Resident ID
#8 a little after 5:00 AM. Resident ID #8 was observed to be uncomfortable, restless and kicking
[his/her] arms and lifting [his/her] hips off of the bed. Additionally, Staff A, revealed that he was

able to obtain pulse oximetry readings (used to monitor arterial oxygen saturation non-invasively) of
79% and 84% (a normal oxygen saturation [SpO2] level range is between 95% to 100%; a reading below
95% increases the risk of damage to your tissues and organs) for the resident. When questioned by the
surveyor why oxygen was not administered to the resident when the resident had an SpO2 readings of
79% and 84% indicating that s/he was hypoxic (low blood oxygen level), Staff A was unable to answer
and acknowledged that the oxygen was not administered as ordered.b. According to Jensen's Fourth
Edition, Nursing Health Assessment, page 118 states, Orthostatic vital signs are measured in patients
to assess for a drop in BP [blood pressure].with position changes .Some medications can have the
adverse effect causing orthostatic hypotension.Assess BP.with the patient [lying], sitting, and
standing.waiting 1-2 minutes after each position change to assess the readings.Drop in SBP [systolic
blood pressure] of 15 mmHg [millimeters of mercury] or greater, drop of DBP [diastolic blood
pressure] of 10 mmHg or greater.indicates orthostatic hypotension.Record review revealed a
physician's order dated 7/15/2025 to obtain orthostatic blood pressures once a day for 3 days then
weekly for four weeks.Review of the July 2025 Medication Administration Record from 7/15/2025 to
7120/2025 failed to reveal evidence that orthostatic blood pressures were obtained.During a surveyor
interview on 7/24/2025 at approximately 2:10 PM with the Director of Nursing Services (DNS), she
was unable to provide evidence that the physician's orders were followed for Resident ID #8 for the
utilization of oxygen when needed and that orthostatic blood pressures were obtained. 2. Review of
the facility policy titled, Weight Loss/Gain Protocol . revealed the following:-The resident will be
weighed on the day of admission-The resident will then be weighed weekly for three weeks and after
the first four weeks of admission, the frequency of weights will then be decided by the

interdisciplinary team.-A significant weight discrepancy is defined as:A weight change of 3 pounds or
more in one weekA loss/gain of 5% or greater in one month.-When a significant weight loss/gain is
(continued on next page)
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F 0658

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

noted, a reweigh shall be done within 48 hours of the initial weight.-If the reweigh is accurate and
there has been a significant weight loss/gain, nursing must notify the physician, dietician, DNS, and
the resident representative.a. Record review revealed that Resident ID #16 was admitted to the
facility in July of 2025 with a diagnosis including, but not limited to, Type Il diabetes mellitus.Record
review of the resident's weights revealed the following:-7/14/2025 188.5 Ibs. (pounds) -7/20/2025
155.8 Ibs. (32.7 Ibs. difference with no evidence of reweigh)Further record review failed to reveal
evidence that a reweigh was completed until it was brought to the facility's attention by the surveyor
on 7/24/2025. During a surveyor interview on 7/24/2025 at 1:14 PM with Licensed Practical Nurse
(LPN), Staff E, she indicated that the residents are weighed on admission but if there is an admission
weight discrepancy, a reweigh must be obtained. She acknowledged that there was no reweigh on
7/20/2025, and that she would have expected the staff to have reweighed the resident on that day or
the next day.During a surveyor interview on 7/25/2025 at approximately 1:00 PM with the Dietitian,
she acknowledged that she noted the 32.7 Ibs. weight discrepancy and had requested a reweigh to be
obtained for Resident ID #16. However, she acknowledged the weight was not obtained until it was
brought to the facility's attention by the surveyor on 7/24/2025.b. Record review revealed Resident ID
#29 was readmitted to the facility in July of 2025 with a diagnosis including, but not limited to, urinary
tract infection.Review of the resident's weights revealed the following:-7/10/2025 weight 207
Ibs.-7/15/2025 weight 215.5 Ibs. (8.5 Ibs. difference with no evidence of reweigh)-7/22/2025 weight
211.8 Ibs. (3.7 Ibs. difference with no evidence of reweigh)During a surveyor interview on 7/25/2025
at 11:02 AM with LPN, Staff F, she acknowledged that she entered the 215.5 Ibs. weight on
7115/2025 but did not reweigh the resident.c. Record review revealed Resident ID #75 was admitted
to the facility in December of 2022 with a diagnosis including, but not limited to, abnormal weight
loss.Review of the resident's weights revealed the following:-6/17/2025 weight 193.6 Ibs. -6/24/2025
weight 197.4 Ibs. (3.8 Ibs. discrepancy with no evidence of reweigh)-7/8/2025 - weight 197.5
Ibs.-7/22/2025 - weight 190.6 Ibs. (6.9 Ibs. discrepancy with no evidence of reweigh)During a
surveyor interview on 7/25/2025 at 12:44 PM with the Dietitian, she acknowledged the weight
discrepancies but indicated she was not notified by nursing staff. She indicated that the resident
should have been reweighed after the 190.6 Ibs. weight documented on 7/22/2025.During a surveyor
interview on 7/25/2025 at 11:19 AM and 2:09 PM with the Director of Nursing Services, she indicated
that it would be her expectation that when a weight discrepancy is identified, a reweigh will be
obtained.Cross reference F 580, F 684, F 690 and F 726.
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F 0684

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident?s preferences and goals.

Based on record review and staff interview, it has been determined that the facility failed to provide
the necessary treatment and care in accordance with professional standards of practice relative to
obtaining orthostatic vital signs per a physician's order, identifying a change in a resident's condition
and physician notification, for 1 of 1 resident reviewed for hospitalization, Resident ID #8. Findings
are as follows: According to Mosby's 4th Edition, Fundamentals of Nursing, page 314 states in part,
The physician is responsible for directing medical treatment. Nurses are obligated to follow
physician's orders unless they believe that the orders are in error or would harm the clients.
According to Jensen's Fourth Edition, Nursing Health Assessment, page 118 states, Orthostatic vital
signs are measured in patients to assess for a drop in BP [blood pressure].with position changes
.Some medications can have the adverse effect causing orthostatic hypotension.Assess BP.with the
patient [lying], sitting, and standing.waiting 1-2 minutes after each position change to assess the
readings.Drop in SBP [systolic blood pressure] of 15 mmHg [millimeters of mercury] or greater, drop
of DBP [diastolic blood pressure] of 10 mmHg or greater.indicates orthostatic hypotension. Record
review of a facility reported incident submitted to the Rhode Island Department of Health on
7/20/2025 states in part, .Incident of unknown origin.facility informed.about an injury of fractured ribs
and lacerated spleen.Family and MD [medical doctor] all aware. Investigation to be completed.
Record review of a community reported complaint submitted to the Rhode Island Department of Health
on 7/25/2025 alleges in part, that the resident arrived at the hospital after a suspected unwitnessed
fall. S/he had bruising on the left flank, a grade 4 splenic laceration (classified as a severe injury
involving significant vascular injury and active bleeding), and displaced fractures of the left 10th and
11th ribs. Record review revealed the resident was re-admitted to the facility in June of 2025 with a
diagnosis including, but not limited to, sepsis (a systemic infection that can lead to tissue damage,
organ failure and even death). Record review of the care plan last revised on 7/21/2025 with a focus
area indicating the resident has a history of falling and is at risk of future falls with interventions
including, but not limited to, orthostatic vital sign monitoring (measurements of blood pressure and
heart rate taken while a patient is in different positions, primarily to assess for orthostatic
hypotension and other cardiovascular issues) due to the use of Seroquel (an antipsychotic
medication) and update the physician or nurse practitioner (NP) with changes as needed. 1.Record
review of the progress notes revealed that the resident sustained falls on the following dates:
-7/13/2025 found kneeling in front of the sink -7/13/2025 resident noted on the floor in the middle of
his/her room -7/14/2025 found on the floor of his/her bathroom -7/14/2025 resident was found
kneeling next to his/her bed Record review revealed a physician's order to monitor the resident's
orthostatic blood pressure daily for three days dated 7/15/2025 with a discontinue date of
7117/2025, then weekly for four weeks. Review of the July 2025 Medication Administration Record
failed to reveal evidence that orthostatic blood pressures were obtained, as ordered. During a
surveyor interview on 7/24/2025 at 11:30 AM with the Director Nursing Services, she was unable to
provide evidence that the orthostatic blood pressures were obtained for Resident ID #8. Cross
reference F 580, F 690, F 726.
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F 0690 Provide appropriate care for residents who are continent or incontinent of bowel/bladder, appropriate
catheter care, and appropriate care to prevent urinary tract infections.
Level of Harm - Minimal harm

or potential for actual harm Based on record review and staff interview, it has been determined that the facility failed to provide
the appropriate treatment and services for 1 of 1 resident reviewed for constipation, Resident ID
Residents Affected - Few #8.Findings are as follows:Review of the facility policy titled, Bowel function management, states in

part, It is the policy of this facility to manage each resident's bowel function in order to promote
regular, voluntary, controlled bowel evacuation of normal consistency. Normal bowel function involves
passage of soft, formed stools in adequate volumes without straining .Every resident's bowel function
is to be monitored every day on every shift. The charge nurse is responsible to monitor the resident's
bowel activity daily.Interventions to promote adequate bowel function: 1. Determine the resident's
bowel function by regular review of the bowel documentation .Assess the success of the
.interventions .Record review revealed the resident was readmitted to the facility in June of 2025

with a diagnosis including, but not limited to, sepsis (a systemic infection that can cause tissue
damage, organ failure, and possible death), constipation.Review of the bowel records failed to reveal
evidence that the resident had a bowel movement from 7/9/2025 through 7/13/2025, indicating that
s/he did not have a bowel movement for 5 days. Record review failed to reveal evidence that the
physician was notified of the resident's lack of bowel movements over the 5-day time period.During a
surveyor interview on 7/25/2025 at 1:52 PM with Nurse Practitioner, Staff G, she indicated that she
would expect to be notified when a resident went without a bowel movement for three days for
further interventions.During a surveyor interview on 7/25/2025 at 2:20 PM with the Director of
Nursing Services, she revealed that it would be her expectation that nursing staff would contact the
provider if a resident went without a bowel movement for three days for further interventions.Cross
reference F 580, F 658, F 684 and F 726.
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F 0726

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a
way that maximizes each resident's well being.

Based on record review and staff interview, it has been determined that the facility failed to ensure
that staff were competent to provide nursing and related services to assure resident safety to attain

or maintain the highest practicable physical, mental, and psychosocial wellbeing of each resident, as
the facility staff were unable to identify a change in condition, administer oxygen in the setting of
hypoxia (low blood oxygen level), document accurately, and administering medications as ordered for
one of four residents reviewed, Resident ID #8. Findings are as follows:1.Record review revealed
Resident #8 was re-admitted to the facility in June of 2025 with a diagnosis including, but not limited
to, sepsis (a systemic infection that can lead to tissue damage, organ failure and possible death).
Record review revealed a physician's order dated 1/28/2025 to administer oxygen at 1-4 liters per
minute via nasal cannula (a medical device that provides supplemental oxygen therapy to people who
have lower oxygen levels) as needed for shortness of breath or hypoxia (low blood oxygen
level).Record review of a nursing progress note dated 7/20/2025 at 7:52 AM states in part, 0600 upon
am rounds, resident was found by cna [Certified Nursing Assistant] in bed full of watery stool from
head to toe. Resident was washed up and bed changed. Resident seems to be agitated and thrashing
around in bed. VS [vital signs] obtained, and temp [temperature] was 98.4 [F], Resp [respirations]

24 [normal range 12-16], BP [blood pressure] 98/58 [normal blood pressure is 120/80], not a perfect
bp due to resident thrashing around. [oxygen saturation, SpO2] @ [at] 77% [a normal SpO2 level
ranges between 95% to 100%; a reading below 95% increases the risk of damage to your tissues and
organs] During a surveyor interview on 7/24/2025 at 10:07 AM with Licensed Practical Nurse (LPN),
Staff A, he revealed that he went in to administer a medication to Resident ID #8 a little after 5:00 AM.
Resident ID #8 was observed to be uncomfortable, restless and kicking [his/her] arms and lifting
[his/her] hips off of the bed. Additionally, Staff A, revealed that he was able to obtain pulse oximetry
readings (used to monitor arterial oxygen saturation non-invasively) of 79% and 84%. When questioned
by the surveyor why oxygen was not administered to the resident per the physician's order when the
resident had SpO2 readings of 79% and 84% indicating that s/he was hypoxic, Staff A was unable to
answer and acknowledged that the oxygen was not administered as ordered. When questioned what
intervention was put in place for the resident related to the abnormal SpO2 readings and the
appearance of discomfort, restlessness and the inability to obtain vital signs, Staff A revealed that he
raised the resident's head of the bed to 90 degrees. Furthermore, Staff A acknowledged that he was
unable to get the tablet working to contact the on-call provider related to the resident's change in
condition. When questioned by the surveyor what other interventions were attempted, he revealed
that he continued passing medications to the other residents.2. Record review revealed a physician's
order dated 6/11/2025 for Synthroid (a medication prescribed to treat hypothyroidism) 88 micrograms
once daily in the morning.Record review of the July 2025 Medication Administration Record revealed
that the Synthroid was signed as administered on 7/20/2025 at 5:26 AM.During a surveyor interview
on 7/24/2025 at 10:07 AM with Staff A, he revealed that he pre-poured the Synthroid medication for
Resident ID #8, signed it off in the electronic medical record prior to administering the medication, and
indicated that he was unaware that he was not supposed to sign it off before administering it to the
resident. 3. Record review revealed a progress note dated 7/20/2025 at 1:34 AM, which states,
Resident alert w/confusion at baseline. Call light for assistance with transfers and ambulation.
Resident verbalizes understanding but has poor follow through. Neuro signs [observable physical
indicators that can help diagnose neurological disorders] are stable. AROM [active range of motions
refers to unassisted range of movement of a joint] to all extremities. Resident was compliant with

diet orders. Resident slept throughout the night with no c/o [complain of] pain or discomfort.During

an interview with Staff A on 7/24/2025 at 10:07 AM, he revealed that he has a USB (universal serial
bus) drive with a pre-written notes that he copies information from to write his nursing progress
(continued on next page)
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F 0726 notes. Staff A acknowledged that he did not assess the resident's range of motion and neurological
status, and that he inaccurately copied that information from his USB drive.During a surveyor

Level of Harm - Minimal harm interview on 7/24/2025 at 11:30 AM with the Director Nursing Services, she was unable to provide

or potential for actual harm evidence that Staff A was competent in assessing, providing accurate documentation of medication
administration and nursing progress notes, despite receiving competencies. Cross reference F 580, F

Residents Affected - Few 658, F 684 and F 690
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F 0921

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff
and the public.

Based on surveyor observation and staff interview, it has been determined that the facility failed to
maintain a sanitary and comfortable environment relative to food trays being left in the hallways on
one of two nursing units after meal hours with partially consumed meals. Findings are as
follows:During surveyor observations of the first-floor nursing unit, the following was
revealed:7/22/2025 at 11:30 AM, four food trays uncovered from the breakfast meal with partially
consumed food 7/22/2025 at 3:45 PM, two food trays uncovered from the lunch meal with partially
consumed food 7/23/2025 at 11:30 AM, four trays uncovered from the breakfast meal with partially
consumed food 7/24/2025 11:00 AM, three trays uncovered from the breakfast meal with partially
consumed food7/24/2025 at 4:00 PM, four trays uncovered from the lunch meal with partially
consumed foodDuring a surveyor interview on 7/25/2025 at 11:40 AM with the Director of Food
Service, he acknowledged that the food trucks were left uncovered in the hallway after meal hours
and contained partially consumed food on the trays.

FORM CMS-2567 (02/99)
Previous Versions Obsolete

Event ID: Facility ID: If continuation sheet
415061 Page 100f 10






