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E0000 E0000Initial Comments 

An unannounced recertification and complaint 
investigation survey was conducted on 1/28/26 through 
1/30/26. The facility was found in compliance with the
requirement CFR 483.73, Emergency Preparedness. Event 
ID # 1E230D-H1. 

 

F0000 F0000INITIAL COMMENTS 

A recertification and complaint investigation survey 
was conducted from 1/28/26 through 1/30/26. Event ID# 
1E230D-H1. 

The following intake was investigated: 879117. 

2 of 2 complaint allegations did not result in 
deficiency. 

 

F0690 F0690

SS = D

Bowel/Bladder Incontinence, Catheter, UTI 

CFR(s): 483.25(e)(1)-(3) 

§483.25(e) Incontinence. 

§483.25(e)(1) The facility must ensure that resident 
who is continent of bladder and bowel on admission 
receives services and assistance to maintain continence
unless his or her clinical condition is or becomes such
that continence is not possible to maintain. 

§483.25(e)(2)For a resident with urinary incontinence,
based on the resident's comprehensive assessment, the 
facility must ensure that- 

(i) A resident who enters the facility without an 
indwelling catheter is not catheterized unless the 
resident's clinical condition demonstrates that 
catheterization was necessary; 

(ii) A resident who enters the facility with an 
indwelling catheter or subsequently receives one is 
assessed for removal of the catheter as soon as 
possible unless the resident's clinical condition 
demonstrates that catheterization is necessary; and 

 

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 reverse for further 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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Continued from page 1
(iii) A resident who is incontinent of bladder receives
appropriate treatment and services to prevent urinary 
tract infections and to restore continence to the 
extent possible. 

§483.25(e)(3) For a resident with fecal incontinence, 
based on the resident's comprehensive assessment, the 
facility must ensure that a resident who is incontinent
of bowel receives appropriate treatment and services to
restore as much normal bowel function as possible. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record review, observation and staff 
interviews, the facility failed to position a urinary 
drainage bag from touching the floor to reduce the risk
of infection for 1 of 2 residents reviewed with urinary
catheters (Resident #49). 

The findings included: 

Resident #49 was admitted to the facility on 8/4/2025 
with diagnoses which included suprapubic catheter due 
to neuromuscular dysfunction of the bladder. 

Resident #49’s care plan revised on 9/10/2025 
identified the suprapubic catheter with interventions 
including: keeping the catheter bag covered to maintain
dignity and positioning the catheter bag and catheter 
tubing below the level of the bladder and away from the
entrance door. 

Resident #49’s quarterly Minimum Data Set (MDS) 
assessment dated 11/10/2025 revealed Resident #49 was 
severely cognitively impaired. Resident #49 was coded 
for an indwelling / (suprapubic) catheter. 

An initial observation was conducted on 1/28/2026 at 
11:30 AM of Resident #49 as he was lying in his bed. 
The bed was noted to be in the lowest position with the
catheter bag lying on the floor wedged between the 
floor and the bed frame. There was no tension noted on
the catheter tubing. 

Additional observation on 1/28/2026 at 1:45 PM revealed
Resident #49 was still lying in his bed. The bed had 
been raised approximately 3 inches off the floor and 
the catheter bag remained on the floor with no barrier
between the floor and the catheter bag. 

An interview was conducted with Nurse Aide (NA) #2 on 
1/29/2026 at 9:18 AM. She confirmed she had been 
assigned to Resident #49 on 1/28/2026. NA #2 stated 
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Continued from page 2
Resident #49’s catheter bag was secured on the right 
side of the bedframe and below the bladder. NA #2 
stated the catheter bag may have fallen on the floor 
when they lowered the bed to feed him. NA #2 stated the
catheter bag was not supposed to touch the floor and 
she would position the bag back onto the bedframe, so 
it did not touch the floor. She explained she had 
checked on Resident #49 before lunch and again around 
2:30 to 3:00 pm and stated Resident #49’s catheter bag
was not touching the floor during those times. NA #2 
also stated education was provided during orientation 
on caring catheters. 

On 1/29/2026 at 11:18 AM an interview was conducted 
with Nurse #1. She stated when she came in yesterday 
(1/28/2026 at 7:00 am) Resident #49’s catheter bag was
on the floor. Nurse #1 stated she picked up the 
catheter bag and placed it on the bed frame. Nurse #1 
stated she did not assess if the catheter bag was on 
the floor at any other time on 1/28/26. She stated 
catheter bags were to be off the floor to prevent 
possible infection. Nurse #1 revealed she received 
annual education on catheter bag placement which 
included keeping the catheter bag from touching the 
floor. 

An interview was conducted with the Director of Nursing
(DON) / Infection Preventionist on 01/29/2026 at 11:27
AM. The DON stated the staff most likely did not 
understand that lowering the bed would cause the 
catheter bag to be on the floor. The DON explained the
staff should raise the bed so the catheter bag would be
at least 2 to 3 inches off the floor to prevent 
possible infections and to check behind themselves 
prior to leaving the room regarding the position of 
catheter bag. The DON stated the facility provided 
education regarding catheter care and placement during
orientation to new staff and annually. 

On 01/29/2026 at 12:29 PM an interview was conducted 
with the Administrator. The Administrator stated 
everyone should know the catheter bag should not be 
touching the floor. She did not know why the NA did not
identify the catheter bag on the floor. 

F0761 F0761

SS = D

Label/Store Drugs and Biologicals 

CFR(s): 483.45(g)(h)(1)(2) 

§483.45(g) Labeling of Drugs and Biologicals 

Drugs and biologicals used in the facility must be 
labeled in accordance with currently accepted 
professional principles, and include the appropriate 
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Continued from page 3
accessory and cautionary instructions, and the 
expiration date when applicable. 

§483.45(h) Storage of Drugs and Biologicals 

§483.45(h)(1) In accordance with State and Federal 
laws, the facility must store all drugs and biologicals
in locked compartments under proper temperature 
controls, and permit only authorized personnel to have
access to the keys. 

§483.45(h)(2) The facility must provide separately 
locked, permanently affixed compartments for storage of
controlled drugs listed in Schedule II of the 
Comprehensive Drug Abuse Prevention and Control Act of
1976 and other drugs subject to abuse, except when the
facility uses single unit package drug distribution 
systems in which the quantity stored is minimal and a 
missing dose can be readily detected. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation, consulting Pharmacist and staff 
interviews, the facility failed to date an opened 
multi-dose pen injector of insulin medication in 1 of 2
medication administration carts reviewed for medication
storage (200 hall medication cart). 

The findings include: 

Per manufacturer’s recommendations insulin isophane 
human/insulin regular human 70/30 insulin pen can be 
stored at room temperature (59 to 86 degrees 
Fahrenheit) for 31 days. 

On 1/28/2026 at 2:58 PM, an observation of the 200-hall
medication administration cart with Nurse #1 revealed 
one opened and undated multi-dose insulin isophane 
human/insulin regular human 70/30 insulin pen. The 
insulin pen was assigned to Resident #55. 

An interview conducted on 1/28/2026 at 3:00 PM with 
Nurse #1, who was working from the 200-hall medication
cart, revealed insulin pens should be dated when opened
and she was not aware the insulin isophane 
human/insulin regular human 70/30 insulin pen was not 
dated. Nurse #1 stated nurses were supposed to check 
their medication administration carts daily, but she 
did not check it that day (1/28/2026). Nurse #1 did not
offer an explanation as to why she had not checked the
medication administration cart. 
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Continued from page 4

On 1/29/2026 at 3:16 PM an interview was conducted with
the consulting Pharmacist. The consulting Pharmacist 
revealed she reviewed at a minimum two medication 
administration carts every two months that included 
reviewing the medications inside the cart for labels 
and open dates on insulin bottles and pens. She stated
there should be a label with an open date on any open 
insulin and the facility should inspect their 
medication administration carts monthly. 

On 1/29/2026 at 3:31 PM an interview was completed with
the Director of Nursing (DON). The DON indicated nurses
were responsible for checking the medication 
administration carts they were assigned to daily and 
the Nurse Managers were responsible for inspecting 
medication carts monthly. During these inspections the
nurse’s and Nurse Managers were observing for the date
of opened medications and expired medications. The DON
was not certain why Nurse #1 had not checked her cart.

On 1/29/2026 at 4:18 PM during an interview, the 
Administrator stated the nurses completed the labeling
and dating of insulin pens. She stated an insulin pen 
should be removed from the refrigerator and labeled 
when opened. The Administrator stated the 
responsibility of checking medication administration 
carts included the Pharmacy Consultant who completed 
random checks monthly, the Nursing Administration 
Manager completed random checks monthly, and the nurses
should check prior to administering medications. 

F0812 F0812

SS = E

Food Procurement,Store/Prepare/Serve-Sanitary 

CFR(s): 483.60(i)(1)(2) 

§483.60(i) Food safety requirements. 

The facility must - 

§483.60(i)(1) - Procure food from sources approved or 
considered satisfactory by federal, state or local 
authorities. 

(i) This may include food items obtained directly from
local producers, subject to applicable State and local
laws or regulations. 

(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable safe 
growing and food-handling practices. 
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Continued from page 5
(iii) This provision does not preclude residents from 
consuming foods not procured by the facility. 

§483.60(i)(2) - Store, prepare, distribute and serve 
food in accordance with professional standards for food
service safety. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observation and staff interviews, the facility
failed to clean 1 of 1 deep fryer, 1 of 1 steamer, 1 of
1 tray line cooler, 1 of 4 kitchen walls, the floor of
1 of 1 walk-in refrigerator and 2 of 5 meal carts. 
These practices had the potential to affect food served
to residents. 

The findings included: 

A continuous observation of the kitchen and interview 
with the Dietary Manager and Dietary Aide #1 was 
conducted on 1/28/26 from 10:25 AM through 10:48 AM. A
white residue was observed on the tops and on the 
bottom inner surfaces of two meal carts. The Dietary 
Manager stated that the meal carts were cleaned weekly.
Cloudy (white) oil was observed inside the deep fryer 
along with food crumbs along all areas surrounding the
oil. The Dietary Manager stated that the deep fryer was
last cleaned on 1/23/26 by removing all food crumbs and
changing the oil. However, shrimp was fried for dinner
on 1/27/26 and the deep fryer should have been cleaned
after use. Brown drip marks were observed covering the
wall behind the fryer, steamer and convection oven. The
Dietary Manager stated that the wall could not be 
cleaned because the kitchen equipment was attached to 
gas and none of the items could be moved. A black 
substance surrounding the edges of a large plastic bin
holding up steamer pans on the clean rack was observed.
Also, two full size steamer pans with holes were 
observed with a black substance on the inner surface. 
The Dietary Manager stated that the plastic bin and 
steamer pans with holes were no longer used in the 
kitchen. However, they should not be dirty. A brown 
substance was observed on the inner bottom surface of 
the tray line cooler. Also, a white substance was 
observed covering the bottom doors of the tray line 
cooler. The Dietary Manager stated those areas needed 
to be cleaned. A buildup of a yellow and white flakey 
substance was observed covering the top of the 
dishwasher. The Dietary Manager stated that it should 
be cleaned weekly. A white liquid substance was 
observed on the floor under the boxes holding up milk 
cartons inside the walk-in refrigerator. The Dietary 
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Continued from page 6
Manager stated she did not know how long the white 
spillage was present because she was late this morning
and had not gone in the walk-in refrigerator yet. 
Dietary Aide #1 stated that he saw the white spillage 
in the walk-in refrigerator earlier in the morning but
did not clean it up. He stated any spillage should be 
cleaned up but could not provide a reason why he did 
not clean the white substance on the floor of the 
walk-in refrigerator. 

Review of the “Kitchen Cleaning Checklist Log” for the
months of December 2025 through January 2026 (the dates
of 1/11/26 - 1/19/26 only) revealed that the log showed
a Monday – Sunday table for each task (all items to be
cleaned weekly). Some spaces were left blank, some 
staff members put the date near their name, and some 
staff wrote the date and signed their name inside the 
table. According to the Kitchen Cleaning Checklist 
Logs, the deep fryer had not been cleaned since 
12/22/25, the steamer had not been cleaned since 
December 2025 (no date specified), and the dishwasher 
had not been cleaned since 1/15/26. 

An interview was conducted with Cook #1 (daytime cook)
on 1/29/26 at 11:37 AM. She revealed that all unclean 
areas observed on 1/28/26 were able to be cleaned. Cook
#1 stated that she tried to clean as she worked but 
some days, she was too busy. She stated that the night
shift did not complete their cleaning on 1/27/26. As 
far as the cleaning schedule goes, Cook #1 indicated 
that when she was working and assigned a task, she was
expected to complete it. 

Dietary Aide #2, who worked the evening shift on 
1/27/26, was interviewed on 1/29/26 at 11:40 AM. She 
revealed that she worked with a new employee (hired 1 
month ago) during the evening shift of 1/27/26. All 
tasks fell on her during the shift, and she did not 
have any time to clean after the shift. 

During a follow-up interview with the Dietary Manager 
on 1/29/26 at 11:55 AM, she revealed that all the 
issues observed in the kitchen on 1/28/26 were cleaned
later that day. The Dietary Manager stated all the 
issues identified in the kitchen were not addressed on
1/28/26 because she did not "go behind them (kitchen 
staff)" frequently. When she assigned a cleaning task,
she expected staff to make sure it was completed. 
However, sometimes she was the cook during a shift and
“could not see everything.” The Dietary Manager 
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Continued from page 7
indicated that training was performed monthly during 
huddle; however, she did not document these training 
courses prior to 1/22/26. She planned to document the 
huddles going forward to ensure all staff were informed
of things such as the cleaning checklist log. 

An interview was conducted with Cook #2 (evening cook)
on 1/29/26 at 11:59 AM. He revealed that he was asked 
to come in early on 1/29/26 to help clean the kitchen.
Normally, he did not come in early to help clean. Cooks
were expected to clean up after themselves and any 
equipment they used during their shift. Cook #2 stated
that the cleaning checklist log was only for deep 
cleaning. Cook #2 indicated if he was assigned a task,
he would mark it on the log. Some staff members put the
date of completion, and some did not. Cook #2 indicated
that he could not always complete his cleaning during 
the first shift because there were two meals to 
prepare. Therefore, the evening shift would have to 
pick up the slack if cleaning was missed during the day
shift. 

During a follow-up interview with the Dietary Manager 
on 1/29/26 at 2:05 PM, she revealed that each task on 
the Kitchen Cleaning Checklist Log should be completed
weekly, and she expected staff to date and sign when 
completed. The Dietary Manager indicated the cleaning 
log was supposed to be posted weekly in December 2025 
but did not happen due to many holiday events. The 
cleaning log for 1/1/26 through 1/11/26 could not be 
found. The Dietary Manager stated that cleaning tasks 
were rotated each week, but some staff did not do what
they were supposed to do. The interview further 
revealed the deep fryer was broken from 1/4/26 until 
1/20/26 or 1/21/26 (unsure of exact date) because it 
was not reaching the proper temperature and was last 
cleaned on 1/16/26. The first time it was used was on 
1/23/26 and then again on 1/27/26. The Dietary Manager
stated that the last training was completed on 1/22/26
for all kitchen staff related to hand hygiene, food 
contamination, and single use gloves. 

The Administrator was interviewed on 1/30/26 at 8:34 AM
and stated the kitchen cleaning schedules should be 
followed. 
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