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F 0802 Provide sufficient support personnel to safely and effectively carry out the functions of the food and
nutrition service.
Level of Harm - Minimal harm

or potential for actual harm Based on interview and record review, the facility failed to employ kitchen staff with the appropriate
credentials. This deficient practice had the potential to affect all of the residents receiving meals in
Residents Affected - Many the facility. Facility Census: 56.Findings include:03/04/2026 2:49 PM Dietary employee #28, #56 and

#78 did not have their food handler card after 30 days of employment, as per [NAME] Virginia code
16-2-16. Employee #100 gave this surveyor a copy of the job description for the three employees in
the kitchen that did not have their food handler cards during the beginning of the survey process. The
job description states the following: assists in preparation of meal services and servingassist cook in
setting up and covering dessertspour and cover beveragesattend and stir foods during the cooking
process to prevent burningrelieve the cook of duties such as preparing fruits and vegetables and
making toast and beveragescomplete annual state mandated training requirementsobtain food safety
certificationhave skills specific to preparing meals for geriatric residents are requiredthe employee is
regularly required to stand while preparing food and plating foodtransferring food to serving
containers and preparing recipesreach with hand and arms while transferring food to serving
containersobtaining and manipulating ingredients or food itemsthe employee is frequently required to
taste and smell food when it is being prepared and prior to it being served to ensure that it is pleasing,
and to determine the freshness of ingredients and produce being usedthe employee must frequently
lift and or move between 10 and 50 pounds of recipe ingredients, frozen meats and foodsdepth
perception for cooking on stovetops and in ovens and when plating food in the unit kitchens, and
ability to adjust focus when obtaining food from the main kitchen, preparing food, and using kitchen
equipment

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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER TITLE (X6) DATE
REPRESENTATIVE'S SIGNATURE
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F 0804 Ensure food and drink is palatable, attractive, and at a safe and appetizing temperature.

Level of Harm - Minimal harm Based on record review, resident interviews and staff interviews, the facility failed to ensure all food

or potential for actual harm was temped before leaving the kitchen, to ensure safe food temperatures to prevent foodborne illness
and an appetizing temperature of the food. The facility failed to ensure hot foods were served hot and

Residents Affected - Many cold foods were served cold. This failed practice had the potential to affect all of the residents.

Facility census: 56 Findings include: a)The facility is not following state or federal guidelines, or their
own policy for taking and recording food temperatures on all food items prepared in the dietary
department, before serving the residents these items. Their policy states: No food will be served that
does not meet the food code standard temperatures. They do not know if the temperatures meet the
food code standards, because they were not taking all of them per the guidelines. 03/02/2026 at
11:40 AM This surveyor asked to see the the food temperature logs. There were none documented for
the Month of March 2026. The Director of Dining filled them in. The food temperature logs only have
five (5) sections to document food temperatures. One starch, one protein, one dessert, one drink and
one vegetable. The kitchen does not take the temperature and record them for any other food item
that is prepared and sent to the residents, including all mechanically altered foods. Employee #100
acknowledged this concern and made a new temperature log to start using after the staff have been
in serviced. b) Resident Council on 03/03/2026 at 1:00 PM The residents attending this meeting
stated the food is not hot. c) Resident #51 states the food is cold and bad.
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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 *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation and staff interview, the facility failed to store, prepare, distribute and serve food in
Residents Affected - Many accordance with professional standards for food safety. Additionally, the facility failed to follow the

proper sanitation practices for the kitchen and the food preparation equipment. This practice had the
potential to affect all of the residents. Facility census: 56.Findings include: a) 03/02/2026 11:35 AM
Initial walkthrough of the kitchen The Director of Dining (DOD) accompanied the surveyor during and
acknowledged the following findings to be accurate. The facility did not follow the FDA Food Code or
their own policies for the following: The three fan guard covers in the walk in refrigerator are soiled
with debris and needed to be cleaned.The air filter covers on the ice machine had dust and debris.Two
(2) packages of rolls not dated on the bread rack.The can opener was soiled.One (1) oven rack was
sitting directing on the floor.Both ovens needs to be cleaned. Heavy debris buildup found.The shelf
below the flat top was soiled.One (1) opened container of mozzarella cheese had an open date but no
use by date.A tray holding around twenty beverages that were poured, milk and juice, were not labeled
or dated in the walk in refrigerator. One (1) bag of bacon bits did not have an open or use by date.One
(1) bagged lunch was not dated.One (1) container of beef stew was outdated with a use by date of
03/01/2026.Two (2) bags of cinnamon rolls located in the freezer were not labeled or dated.One (1)
opened bag of onion rings was not dated or sealed tightly. Three (3) beef briskets were not dated in
the freezer.Two (2) packages of croissants were not dated.One (1) container of hot dogs located in
the freezer was not labeled or dated.At 12:05 PM The low temp dish machine was 109 degrees F, 110
degrees F and 113.6 degrees F. The federal regulation, the manufactures recommendation and the
facilities policy states that the low temperature dish machine needs to be at a minimum of 120
degrees F.The shelf located under the soda dispenser was soiled and needed to be cleaned.One (1)
container of cream cheese was outdated with a use by date of 02/12/26.Ten or more spices did not
have open or use by dates.Five (5) spices were not closed tightly. One (1) dented can of spaghetti
sauce was in the food storage room. The facility did not have a designated are for dented cans.Both
toasters needed the crumb trays to be cleaned out.There was no kitchen / equipment cleaning
schedule posted.03/03/26 at 12:30 PM Follow up visit to the kitchen findings include: Two (2)
employee beverages sitting beside the microwave in the kitchen.The can opener base was soiled. Two
(2) sandwiches not labeled or dated in the sandwich cooler.Two (2) bowls of coleslaw were not
labeled and did not have a use by date.One (1) container of diced cucumbers without a label or use by
date.One (1) container of diced green bell peppers without a label or use by date.One (1) container of
diced tomatoes without a label or use by date.One (1) container of fruit salad without a label or use by
date.One (1) container of applesauce without a date.One (1) unknown beverage not labeled in the
reach in refrigerator.One (1) container of crushed pineapple without a use by date.Fourteen bowls of
assorted soups with no use by date.One (1) container of chocolate pudding without a use by date.One
(1) container of vanilla pudding without a use by date.Six (6) gallons of opened assorted salad
dressings without a use by date.One (1) container of mustard without a use by date.One (1) container
of sweet n sour sauce without a use by date.One (1) container of pickles without a use by date.One
(1) container of sweet chili sauce without a use by date.One (1) container of ham salad without a

open or use by date.One (1) container of olives not dated.One (1) container of tartar sauce not
dated.One (1) container of unknown food not labeled and did not have a use by date.One (1) steam
table pan of boiled eggs not labeled or dated.One (1) container of pancake batter without a use by
date.One (1) blue bowl with an unknown food, without a use by date.One (1) container of opened liquid
eggs with no open or use by date.One (1) container of raw beef patties on the same shelf as two (2)
bags of baked potatoes.One (1) package of english muffins not dated.Ice located in the hand washing
sink.The wall and the floor behind the ovens was soiled with debris and grease.The stove drip pan
(continued on next page)
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F 0812 was grossly soiled with old food debris.Both ovens are soiled with grease and debris.The small
toaster needed to have the crumbs cleaned out.At 12:51 PM the dish machine temperature was 110
Level of Harm - Minimal harm degrees F.At 1:23 PM in the nourishment room there was one (1) container of yogurt not dated.One (1)
or potential for actual harm container of hot [NAME] mix was outdated with a use by date of 09/02/2023.0ne (1) container of hot
[NAME] mix was outdated with a use by date of 02/18/2024.At 2:45 PM this surveyor asked for the
Residents Affected - Many dish machine temperature logs for the past six (6) months. Employee #100 stated that the Certified

Dietary Manager (CDM) has thrown them away. He did find January and February 2026 logs. They had
108 temperatures recorded under the minimum temperature of 120 degrees F out of 182 total
temperatures recorded.Employee #100 also states that they have never had a three compartment sink
log for temperatures and sanitizer.Employee #63 stated he does not use a dish machine temperature
log.Employee # 55 stated it should be in the office.Employee #67 stated it has been a while since |
have seen a dish machine temp log.Employee #78 stated | have never used a dish machine temp log
here.At 2:46 PM there was an employee beverage sitting on a cart in the kitchen.
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F 0814 Dispose of garbage and refuse properly.

Level of Harm - Minimal harm Based on observation and staff interview, the facility failed to store and dispose of garbage and

or potential for actual harm refuse properly. The dumpster had two sliding doors that were both open. The lid on the trash can
located in the kitchen was not on securely, during two different observations of the kitchen during the

Residents Affected - Many survey process. This was a random opportunity for discovery that has the potential to affect every

resident at the facility. Facility census: 56. Findings include:a) On 03/02/2026 at 12:11 PM, the lid on
the trash can located in the kitchen was not on securely. Employee #100 acknowledged that it should
be on securely when not in constant use.On 03/03/2026 at 12:35 PM, the lid on the trash can located
in the kitchen was not on securely. Employee #100 acknowledged that it should be on securely when
not in constant use.On 03/03/2026 at 12:55 PM, both sliding doors were opened on the dumpster.
Employee #100 stated we got to start closing the doors.
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F 0550 Honor the resident's right to a dignified existence, self-determination, communication, and to exercise
his or her rights.
Level of Harm - Minimal harm

or potential for actual harm Based on resident interview, observation, and staff interview, the faciltiy failed to ensure resident
dignity during dining. The facility failed to ensure roommates and tablemates in the dining room
Residents Affected - Some received their meal trays at the same time. These were random opportunities for discovery. Resident

Identifiers: #27, #55, #15, #54, #40, #31, #50, #13, and #43. Facility Census: 56. Findings included: a)
Residents who dined in their rooms

During the survey resident council meeting on 03/02/26 at 1:00 PM, residents were asked about their
dining experiences. The residents reported that roommates did not receive their meal trays at the
same time when they dined in their rooms.

On 03/02/26, the following observations were made of residents dining in their rooms:

Resident #27 received a dinner tray at 4:46 PM. Resident #27's roommate, Resident #55, received a
dinner tray at 5:01 PM. After Resident #27 received a tray, Resident #55 was observed asking a staff
member where her tray was.

Resident #15 received a dinner tray at 4:55 PM. Resident #15's roommate, Resident #54, received a
dinner tray at 5:27 PM.

On 03/02/26 at 5:27 PM, Dietary Worker #62 was asked why roommates did not receive their meal
trays at the same time. Dietary Worker #62 stated residents received their trays based on when their
meal orders were obtained by Nurse Aides. He stated the meal orders were then filled and delivered to
residents in the order received by the kitchen.

On 03/02/26 at 5:40 PM , the Administrator stated the facility had an open dining policy. He stated the
residents' meal orders were taken by Nurse Aides using computer tablets which transmit the orders
to the kitchen. The meals were then served according to when the orders were taken which lead to
different meal service times for roommates dining in their rooms.

b) Dining room

On 03/03/2026 at 3:50 PM, an observation of the dinner service was completed. All residents were
sitting at the table at the same time. At this time, all five (5) residents placed their orders for dinner.
The continued observation found the residents were served at different times. The following are the
times the residents actually received their dinner orders:

--Resident #40 4:15 PM

--Resident #31 4:20 PM

--Resident #50 4:21 PM

--Resident #13 4:22 PM

--Resident #43 4:26 PM
(continued on next page)
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F 0550 There was 11 minutes between the 1st resident served and the last resident served.
Level of Harm - Minimal harm On 03/03/26 at 5:30 PM , the Administrator did confirm if the residents' meal orders were taken at the
or potential for actual harm same time, then there should not have been a delay in getting all residents served.

Residents Affected - Some
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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and
actions that can be measured.
Level of Harm - Minimal harm

or potential for actual harm Based on resident interviews, record review, and staff interviews, the facility failed to
develop/implement a care plan for resident #2 regarding their role as Resident Council President. The
Residents Affected - Some facility also failed to follow interventions for Resident #10's falls. This finding was true for one (1) of

14 resident care plans reviewed during the long term care survey process. Resident identifiers: #2,
#10. Facility census: 56a)Resident #2During an interview with Resident #2 on 02/03/26 at 1:20 PM
she revealed she was the Resident Council President. During the interview, Resident #2 expressed
concern about not having enough evening activities. She stated she holds a weekly reading group at
6:00 PM, but some residents would enjoy crafting and games such as Bingo in the evenings. Record
review completed on 02/03/24 of Resident #2's care plan revealed an intervention stating the
following (Residents name here) Resident #2 serves as Resident Council [NAME] President as of
February 2022.During an interview with the facility's Activity Director on 02/04/26 at 2:30 PM she
stated that Resident #2 is care planned as the President of Resident Council. When shown the care
plan she stated, | don't understand; | thought | changed it. This confirmed that Resident #2's care plan
was not updated to reflect her being President of the Resident Council. b) Resident #10During record
review on 02/04/25 the following fall interventions was on the residents person centered care plan:
Bilateral Hip protectors when in bed Call don't fall sign in room within view for reminder not to self
transfer r/t confusionand poor memory. Fall mat to right side of bed for safety d/t hx of fallingAn
observation on 03/04/26 at 11:00 AM of resident #10 While in bed revealed the fall mat was placed on
the left side of the bed, there was no sign hanging in the room stating Call don't fall. During an
Interview on 03/04/26 at 11:15 AM with Licensed Practical Nurse (LPN) #35 who confirmed the fall
mat should be on the right side of the bed and the sign stating call don't fall was not hanging in the
room, at this time LPN #35 also checked Resident #2 and confirmed that she was not wearing hip
protectors.
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F 0679 Provide activities to meet all resident's needs.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm observation, record review, resident interviews, and staff interviews, the facility failed to ensure the
ongoing activity program met the interests and psychosocial needs of residents by a) failing to

Residents Affected - Some provide sufficient evening activities desired by residents, b) listing hydration cart services on the

activity calendar as an activity, and c) failing to provide sensory stimulation programming for
lower-functioning residents. These failures demonstrate the facility did not ensure residents were
provided person-centered activities designed to meet individual interests, preferences, and functional
abilities. This deficient practice had the potential to affect all residents residing in the
facility.Resident identifiers: #7, #10, #13, #14, #18, #24, #32, and #48 Facility census: 56.Findings
Include:Review of the facility's activity program, resident council concerns, and activity calendars for
January through March 2026 identified concerns related to the variety, appropriateness, and
availability of activities for residents with differing interests and functional levels as evidenced by

the following:a) Evening ActivitiesResidents #2, #7, #10, #13, #14, #18, #24, #32, #48, and #58
reported a lack of meaningful evening activities.On 03/02/26 at 3:13 PM, Resident #7 stated, | go to
bed at 5 because there is nothing else to do. They leave games out but that don't mean nothing, we
need help.During an interview on 03/02/26 at 1:20 PM, Resident #58 stated, When we have bingo
sometimes we don't get to play the full hour because they have to get their work done to leave at 4.
Resident #58 further stated, Sometimes we have reading in the evening with Resident #2. It would be
nice to have games or other group activities in the evenings.During the Resident Council Meeting on
03/03/26 at 2:00 PM, activity concerns were discussed. Residents #2, #7, #10, #13, #14, #18, #24,
#32, #48, and #58 agreed to the following concerns:Bingo is often only played for approximately 40
minutes instead of the scheduled hourNot enough activities are offered, including no shopping trips
since OctoberLimited evening activities, consisting primarily of a resident-led reading groupA pastor
provides a social twice per month, and church is held once per monthDuring the Resident Council
meeting, Residents #2, #7, #50, and #48 stated these concerns had previously been brought to staff
attention but no follow-through occurred.Record review on 03/04/26 of the January, February, and
March Activity Program Calendars revealed:Craft activities: 11Games: 48Evening activities: 10 (all
listed as reading groups)During an interview on 03/04/26 at approximately 3:00 PM, the Activities
Director (AD) was asked about the limited evening activities and the activity calendar. When asked
how the hydration cart listed daily at 1:00 PM qualified as an activity, the AD stated, They told me |
had to put that on there. confirming the hydration cart itself is not an activity. When asked about the
limited evening activities, the AD stated, The regulations do not say how many evening activities |
have to have. | have worked as the AD here for four years and have not been asked for all of this
before. Surveyors confirmed there is no specific required number of evening activities, however
activity programming must meet the interests and needs of each resident, and multiple residents
expressed interest in additional evening activities beyond those currently offered. The AD stated the
April calendar would include more evening activities. b) Hydration Cart Listed as an ActivityRecord
review on 03/04/26 of the January, February, and March Activity Program Calendars revealed
Hydration Cart was listed daily at 1:00 PM as an activity.During an interview with the Activities
Director on 03/04/26 at 3:00 PM, when asked how the hydration cart constituted an activity, the AD
stated, They told me | had to put that on there.Providing hydration is a clinical service intended to
meet residents' nutritional and hydration needs and does not constitute a recreational or
interest-based activity. Activities must support residents' physical, mental, and psychosocial
well-being through interest-based engagement, and hydration services alone do not meet the criteria
for an activity. ¢) Sensory Stimulation Activities for Low-Functioning ResidentsRecord review
revealed Resident #10 had a BIMS score of 99, indicating the resident does not have cognitive
capacity.Observations of Resident #10 were as follows;On 03/02/26 at 11:50 AM: Resident observed
(continued on next page)
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F 0679 sitting in the activity room with the television off and crying out. Surveyor was unable to understand
what the resident was vocalizing. No staff intervened. An activity assistant walked past the resident

Level of Harm - Minimal harm without interaction.On03/02/26 at 2:38 PM: Resident observed in the activity room moving in the

or potential for actual harm wheelchair and appearing agitated, stating she was looking for her husband and family to pick her up
and stating he worked all night. No activity engagement was observed.On 03/02/26 at 4:01 PM:

Residents Affected - Some Resident remained in the activity room asleep with no activity staff interaction observed.On 03/03/26

at 10:45 AM: Resident again observed asleep in the activity room with no activity staff interaction
observed.Record review on 03/04/26 at 10:36 AM of Resident #10's Activity Care Plan indicated the
resident:Has some interest in scheduled activitiesShould be encouraged to attend two or more
activities dailyEnjoys movies, puzzles, crossword and word search puzzles, country and gospel
musicShould be invited and encouraged to participate in activities~Focus (Resident #10's name here),
as the resident prefers to be called, has some interest in scheduled activities at times preferring
independent activities. Date Initiated: 12/07/2022 Created by: Revision on: 01/07/2026 Revision
~Goal (Resident #10's name here) will self-initiate independent activities daily through next review.
Date Initiated: 12/07/2022 Revision on: 01/07/2026 Revision by: Target Date: 03/26/2026 Encourage
2 or more scheduled activities daily through the next review. Date Initiated: 12/28/2022 Created b
~Interventions Assist in tuning tv as needed; enjoys news, sports, soaps, movies Date Initiated:
12/07/2022 Revision on: 12/07/2022 (Resident #10's name here) enjoys comedy, drama, musical
movies, crossword, word search and word search puzzles, country and gospel music. Date Initiated:
12/07/2022 Revision on: 12/07/2022 Revision by: [NAME] (Resident #10's name here) is
Presbyterian; advise of facility services Date Initiated: 12/07/2022 Revision on: 12/07/2022 Ensure
resident is wearing her glasses or contacts as needed during activities ActivitiesDate Initiated:
05/24/2023 Introduce to other residents with similar interests, abilities, and background Date

Initiated: 12/28/2022 Invite and encourage resident to participate in activities Date Initiated:
12/28/2022 Offer materials for independent activities; word search and crossword puzzles Date
Initiated: 12/28/2022 Revision on: 12/28/2022 Provide with a monthly activities calendar Date
Initiated: 12/07/2022 Created by: [NAME] (Activities Director)During an interview on 03/04/26 at

2:45 PM, the Activities Director stated sensory stimulation activities were not offered because
residents refused them. When asked how residents who were low functioning or unable to
communicate could refuse sensory activities, the AD was unable to provide clarification.Regarding
Resident #10, the AD stated the resident's daughter did not want the resident to participate in sensory
activities. When asked to provide documentation of this request in the resident's medical record, no
documentation was foundResidents with cognitive impairment require individualized and
sensory-based activity approaches to support engagement and reduce distress behaviors. The facility
failed to implement such programming for Resident #10.
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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.
Level of Harm - Minimal harm

or potential for actual harm Based on record review, observation and staff interview the facility failed to provide an environment
free from accident hazzards. this failed practice was found true for one (1) of one (1) residents
Residents Affected - Some reviewed for falls during the Long term Care Survey pricess. Resident identifier: #2 Facility census:

56 Findings include:Record review completed on 03/04/2026 at 10:19 AM revealed Resident #10 had
falls on the following dates;11/18/25 1:05AM12/25/25 2:50 PM12/31/25 7:29PM1/14/26
12:37PM2/6/26 4:27 AM Further record review on 02/04/25 the following fall interventions was on

the residents person centered care plan: Bilateral Hip protectors when in bed Call don't fall sign in
room within view for reminder not to self transfer r/t confusionand poor memory. Fall mat to right

side of bed for safety d/t hx of fallingAn observation on 03/04/26 at 11:00 AM of resident #10 While in
bed revealed the fall mat was placed on the left side of the bed, there was no sign hanging in the room
stating Call don't fall. During an Interview on 03/04/26 at 11:15 AM with Licensed Practical Nurse
(LPN) #35 who confirmed the fall mat should be on the right side of the bed and the sign stating call
don't fall was not hanging in the room, at this time LPN #35 also checked Resident #2 and confirmed
that she was not wearing hip protectors.
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F 0732 Post nurse staffing information every day.

Level of Harm - Minimal harm Based on observation, record review, and staff interview, the facility failed to ensure the posted daily

or potential for actual harm nurse staffing information was accurate by not havinf total hours worked on the staff posting. This
was found true for all staff postings reviewed for the past year. Facility census: 56Findings

Residents Affected - Some include:An observation on 03/02/26 at 12:04 PM showed the staff posting did not have the total hours

worked posted.]JRecord review on 03/02/26 for staff postings for the past year revealed none of the
staff posting contained total hours worked. During an interview on 03/02/26 at 1:04 PM with the
Director of Nursing (DON) who questioned what's missing? When informed of the requirement for staff
posting the DON stated Ok, i will get working on fixing this now. confirming the staff postings did not
contain the required information.
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F 0759 Ensure medication error rates are not 5 percent or greater.

Level of Harm - Minimal harm Based on observation and staff interview, the facility failed to ensure a medication error rate of less

or potential for actual harm than five (5) percent (%). Three (3) medication errors were made during 25 medication opportunities to
make an error rate of 12%. Resident Identifier: #9. Facility Census: 56. Findings included:a) Resident

Residents Affected - Some #9 On 03/04/26 at 9:24 AM, Licensed Practical Nurse (LPN) #41 was observed giving morning

medications to Resident #9. LPN #41 administered the following medications to the resident: -
Ferrous sulfate, 325 milligrams (mg)- Mirtazapine, 15 mg- Rivastigmine tartrate, 1.5 mg LPN #41 had
dispensed the pills from a pill packet containing all three (3) pills. Review of Resident #9's physician's
orders showed the resident's morning medications were as follows: - Losartan potassium, 50 mg, in
the morning for hypertension - Metoprolol tartrate, 25 mg, in the morning for hypertension - Ferrous
sulfate, 325 mg, two (2) times a day for supplementation due to amenia - Rivastigmine tartrate, 1.5
mg, two times a day for dementia Mirtazapine, 15 mg, was ordered at bedtime for depression and poor
appetite. On 03/04/2026 at 11:33 AM, LPN #41 was questioned regarding the medications she
dispensed to Resident #9. She realized the packet she took the pills from was labeled 03/04/26 at
7:00 PM. LPN #41 confirmed she had administered Mirtazapine at the wrong time because it was
ordered to be given at bedtime. She also confirmed she had omitted Losartan potassium and
Metoprolol tartrate, which were scheduled to be given to the resident in the morning. No further
information was provided through the completion of the survey process.
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F 0880 Provide and implement an infection prevention and control program.

Level of Harm - Minimal harm Based on observation and staff interview, the facility failed to ensure proper infection control

or potential for actual harm practices were completed during medication administration and hand hygiene for staff between
passing trays and offering residents hand hygiene on the resident halls. These were random

Residents Affected - Some opportunities for discovery. Facility Census: 56. Findings Include:

a) Medication Administration

On 03/04/26 at 9:39 AM, an observation of Registered Nurse (RN) #26 preparing medication for
Resident #3 was made. During the observation, RN #26 dropped a pill (Zoloft) directly on the
medication cart, which had no barrier, and picked the pill up with a bare hand. RN #26 did not complete
hand hygiene before or after administering the medication.

On 03/04/26 at 10:00 AM, the Director of Nursing (DON) was notified and confirmed the medication
should have not been picked up with a bare hand and a barrier should be used on the medication cart.
The DON, also, confirmed hand hygiene should have been completed before and after medication
administration had been completed.

a) Staff hand hygiene

The facility's policy titled Hand Hygiene with implementation date 01/28/26 stated hand hygiene
would be performed between resident contacts.

On 03/03/26 at 4:42 PM, Dietary Worker #62 was observed delivering meal trays to residents in their
rooms. He delivered meal trays to Residents #47, R #27, #22, and #38. Dietary Worker #62 was noted
to touch the residents' overbed tables, as well as items on their tables. However, he did not perform
hand hygiene between the tray passes.

On 03/03/26 at 4:49 PM, Dietary Worker #62 confirmed he hadn't used hand hygiene between tray
passes but stated he would start doing so.

b) Resident hand hygiene

On 03/03/26 beginning at 4:42 PM and continuing through 5:27 PM, Dietary Worker #62 and Nurse Aid
(NA) #87 were observed delivering meal trays to [NAME] Hallway residents dining in their rooms.
Residents were not offered hand hygiene.

On 03/03/26 at 4:49 PM, Dietary Worker #62 was asked about resident hand hygiene before meals. He
stated, | don't know about that.

On 03/03/26 at 5:29 PM, NA #87 acknowledged resident hand hygiene had not been performed before
the meal. She stated the facility had hand wipes to use for resident hand hygiene, but these had not
been used tonight.
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F 0580 Immediately tell the resident, the resident's doctor, and a family member of situations
(injury/decline/room, etc.) that affect the resident.
Level of Harm - Minimal harm

or potential for actual harm Based on record review, resident interview, and staff interview, the facility failed to ensure
documentation the physician was notified when the resident experienced a change in condition.
Residents Affected - Few Resident Identifier: #2. Facility Census: 56. Findings included: a) Resident #2 On 03/02/2026 at 3:45

PM, Resident #2 stated she wanted to see the physician today regarding bleeding, but she thought the
physician had already left for the day without seeing her. She stated she wasn't sure if the bleeding
was vaginal bleeding or urinary bleeding. Review of Resident #2's electronic health records showed
the following nursing notes:-Written on 02/28/2026 at 10:45, Small amount of dark red discharge
noted from vaginal area during AM [morning] care.- Written on 03/2/2026 at 9:02 AM, CNA [Certified
Nursing Aide] reports vaginal blood noted when placing resident on bed pan. RN [Registered Nurse] in
room to assess, dried blood noted to thighs and vagina. blood noted in Residents urine after getting
off the bed pan. Nurse practitioner to evaluate upon rounds this AM. Resident afebrile. On 03/04/26 at
4:29 PM, the Director of Nursing (DON) confirmed the physician had not evaluated Resident #2 for
bleeding on 03/02/26. She stated the physician had to leave and was planning on seeing the resident
next week. She also confirmed there was no documentation the physician had been notified of the
resident's bleeding on 02/28/26, although she believes the nurse would have done so. The DON
stated the physician had given orders on 03/04/26 for a complete blood count to be obtained the next
morning to evaluate the resident's hemoglobin level. She stated a urine culture could not be obtained
at this time because the resident was on antibiotics for a skin infection. No further information was
provided through the completion of the survey process.
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F 0761 Ensure drugs and biologicals used in the facility are labeled in accordance with currently accepted
professional principles; and all drugs and biologicals must be stored in locked compartments,
Level of Harm - Minimal harm separately locked, compartments for controlled drugs.

or potential for actual harm
Based on observation, record review, and staff interview, the facility failed to store medications
Residents Affected - Few within acceptable standards of care. A bottle of Aplisol (tuberculin purified protein derivative) located
in refrigerator in med room had been opened more than 30 days ago. This was a random opportunity
for discovery during the facility task of medication storage and labeling. Facility Census: 56. Findings
included: On 03/02/26 at 9:30 AM, the medication preparation room was inspected with Licensed
Practical Nurse (LPN) #41 in attendance. An opened multi-use vial of Aplisol (tuberculin purified
protein derivative) was in the refrigerator. Aplisol is used to diagnosis tuberculosis. The bottle had an
opening date written on it. The opening date was 01/23/26. The medication packaging insert was no
longer with the vial. According to Aplisol packaging insert, available on-line on the Food and Drug
Administration (FDA) website, Vials in use for more than 30 days should be discarded. LPN #41
confirmed the Aplisol vial was out of date since it had been opened 01/23/26. She stated she would
discard the vial and order a new one.
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F 0803 Ensure menus must meet the nutritional needs of residents, be prepared in advance, be followed, be
updated, be reviewed by dietician, and meet the needs of the resident.
Level of Harm - Minimal harm

or potential for actual harm Based on observation, record review and staff interview, the facility failed to meet the nutritional
needs of the residents in accordance with established national guidelines due to not following the
Residents Affected - Few menu. The facility failed to follow the approved menus, making random substitutions of food items.

This had the potential to affect more than a limited number of residents. This is true for Resident #51,
Resident #35 and Resident Council. Facility census: 56.Findings include:

a) 03/03/2026 11:55 AM

Resident #51 states the food is cold and bad. | am a diabetic and need to be on a diabetic diet. | have
never seen a dietitian since | have been here.

At 1:30 PM following the resident council meeting, Resident #51 gave me her tray ticket and let me
know that it did not match the copy of the menu that she was given by the facility to keep in her
room. She also did not receive the corn chowder that was on her tray ticket. She received vegetable
soup. She said that she wasn't allergic to anything in the vegetable soup, but what if | would have
been, or what if someone that has dementia received the vegetable soup that could have been allergic
to something in the soup.

On 3/3/26 the facility did not follow their menu for lunch. The menu showed the following:

Corn chowder

Ham salad sandwich

Creamy cucumber salad

Fruit

They served:

Vegetable soup

Ham Salad sandwich

Tater tots

Fruit

03/03/2026 at 2:18 PM

Interview with employee #100 about the menu being changed. He stated the corn did not come in and
the cucumbers were sent back due to not being fresh. We do not use a menu substitution log.

b) 03/03/2026 10:48 AM

Resident #35 states the food sucks.
(continued on next page)
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F 0803 c) 03/03/2026 at 1:00 PM Resident Council Meeting

Level of Harm - Minimal harm The residents stated the following:

or potential for actual harm
The menus are not followed.

Residents Affected - Few
We do not receive what is on our ticket.
We never know what the soup of the day is going to be.
We do not get served together.
We are missing items on our tray.
During a resident council meeting on 03/03/26 at 1:00 PM, the resident council members stated
menus were not followed and residents did not always receive the items they requested on their meal
trays.
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