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E0000 E0000 12/29/2025Initial Comments 

An unannounced recertification and complaint 
investigation survey was conducted on 12/08/25 through
12/11/25. The facility was found in compliance with the
requirement CFR 483.73, Emergency Preparedness. Event 
ID: 1DD413-H1. 

 

F0000 F0000 12/29/2026INITIAL COMMENTS 

A recertification and complaint investigation survey 
was conducted on 12/08/25 through 12/11/25. Event ID: 
1DD413-H1. The following intakes were investigated: 
2677352, 2678706, 2657196, 2619871, 2613270, 2592005, 
2562452, 847861, 847862, 847860, 847854, and 847852. 

7 of 68 complaint allegations resulted in deficiency. 

 

F0584 F0584

SS = D

01/07/2026Safe/Clean/Comfortable/Homelike Environment 

CFR(s): 483.10(i)(1)-(7) 

§483.10(i) Safe Environment. 

The resident has a right to a safe, clean, comfortable
and homelike environment, including but not limited to
receiving treatment and supports for daily living 
safely. 

The facility must provide- 

§483.10(i)(1) A safe, clean, comfortable, and homelike
environment, allowing the resident to use his or her 
personal belongings to the extent possible. 

(i) This includes ensuring that the resident can 
receive care and services safely and that the physical
layout of the facility maximizes resident independence
and does not pose a safety risk. 

(ii) The facility shall exercise reasonable care for 
the protection of the resident's property from loss or
theft. 

§483.10(i)(2) Housekeeping and maintenance services 

F584 

1. 

a. 

On December 10, 2025, the black/gray substance in the 
shower room was cleaned from the 100-hall shower room 
and the 300-hall shower rooms by the Housekeeping 
Supervisor. 

b. 

On December 10, 2025, the Housekeeping Supervisor 
audited all showers in the facility verify that they 
were cleaned and free of black/gray substance. No other
issues were identified. 

c. 

On January 6, 2026, the Housekeeping Supervisor 
educated all housekeepers on the cleaning schedule for
the shower rooms to include verifying that there is no
black/gray substance in the shower rooms. All new staff
will receive this education by the Housekeeping 
Supervisor and/or designee. 

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.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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Continued from page 1
necessary to maintain a sanitary, orderly, and 
comfortable interior; 

§483.10(i)(3) Clean bed and bath linens that are in 
good condition; 

§483.10(i)(4) Private closet space in each resident 
room, as specified in §483.90 (e)(2)(iv); 

§483.10(i)(5) Adequate and comfortable lighting levels
in all areas; 

§483.10(i)(6) Comfortable and safe temperature levels.
Facilities initially certified after October 1, 1990 
must maintain a temperature range of 71 to 81°F; and 

§483.10(i)(7) For the maintenance of comfortable sound
levels. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on observations, record review, and interviews 
with resident and staff, the facility failed to 
maintain a clean shower room for 2 of 3 shower rooms 
observed. The facility also failed to maintain a 
wheelchair in good repair for 1 of 4 residents reviewed
for mobility devices (Resident #99). 

The findings included: 

1.a. An observation conducted on 12/10/25 at 10:14 AM 
of the 100-hall shower room with the Environmental 
Service Manager revealed a black/gray substance 
covering the tile floor of the resident shower stall. 
The black/gray substance covered the surface area in 
the middle of the shower stall near the shower drain 
and extended up the right side of the shower wall 
leading to the shower control knobs. The black/gray 
substance was also observed in the cracks of the shower
tile lining the shower stall. 

b. An observation and interview conducted on 12/10/25 
at 10:25 AM of the 300-hall shower room with the 
Environmental Service Manager revealed a black/gray 
substance lining the cracks of the shower stall and 
around the middle shower drain. 

Continued from page 1

d. Beginning January 12, 2026, the Housekeeping 
Supervisor will audit shower rooms once weekly for 12 
weeks to ensure they are cleaned and there is no 
black/gray substance present. 

Results of the audit will be submitted to QAPI by the 
Administrator or Designee for the next 3 months for 
further review and recommendations. 

2. 

a. On December 11, the wheelchair for Resident #99 was
exchanged for another chair where no repairs were 
required by the cna. 

b. On January 2, 2026, the Maintenance Director 
conducted an audit of all wheelchairs in use. Required
repairs were completed as needed. 

c. On January 6, 2026, the Maintenance Director or 
Designee began education to licensed nurses, Certified
Nurse Aides, Housekeeping and therapy on actions to be
taken upon observing rips, tears on resident armrests.
New employees will receive this education by the 
Maintenance Director or Designee. 

d. Beginning January 12, 2026, the Maintenance Director
or Designee will audit 5 residents wheelchair armrests
to verify there are no rips and tears. Results of the 
audit will be submitted to QAI by the Administrator or
Designee for the next 3 months for further review and 
recommendations. 
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Continued from page 2
During an interview conducted at the time of the 
observation on 12/10/25 at 10:25 AM the Environmental 
Service Manager stated he had a total of five 
housekeeping staff members working in the facility from
7:00 AM until 6:30 PM. He stated it was the 
responsibility of the housekeeping staff member to 
clean the shower room on the assigned hall. The 
interview revealed he had experienced a “call out” and
that he was assigned to the 100-hall shower room. He 
stated Housekeeping Staff Member #1 was assigned to the
300-hall shower room. The housekeeping staff were 
responsible for mopping the shower rooms daily and 
wiping down all hardware. The Environmental Service 
Manager stated he monitored the resident shower rooms 
daily for cleanliness; however, he had failed to 
monitor the shower rooms. He stated he had not been in
the 100-hall shower room on 12/10/25 but had planned on
cleaning it as part of his assignment. 

On 12/10/25 at 10:30 AM, an interview was conducted 
with Housekeeping Staff Member #1. During the 
interview, she stated she was assigned to the 300-hall
shower room. She stated she cleaned the shower room 
daily and knew about the black/gray substance in the 
shower room; however, she did not have a cleaner that 
would remove the substance. 

A second observation was conducted of the 100-hall 
shower room on 12/10/25 at 10:48 AM. During the 
observation, the Environmental Service Manager was 
observed cleaning the 100-hall shower room, and the 
black/gray substance was easily removed using the daily
cleaner located on all housekeeping carts. 

A follow-up interview was conducted on 12/10/25 at 
10:55 AM with the Environmental Service Manager. During
the interview, he stated Housekeeping Staff Member #1 
was under the impression she could not remove the 
substance with the standard cleaner located on her 
housekeeping cart. However, that was what he used to 
clean the 100-hall shower room and was able to remove 
all of the substance from the tile. He stated the 
shower rooms should have been cleaned daily and that if
Housekeeping Staff Member #1 had an issue, it should 
have been reported to him. 

On 12/10/25 at 1:57 PM, an interview was conducted with
the Administrator. During the interview, she stated all
shower rooms should be cleaned on a daily basis and 
inspected as necessary. 
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Continued from page 3

2. Resident #99 was admitted to the facility on 
10/28/25. 

Review of the admission Minimum Data Set (MDS) 
assessment dated 11/03/25 coded Resident #99 with 
intact cognition and his primary mobility devices were
wheelchair and walker. 

Review of weekly skin assessment from 11/11/25 through
12/09/25 revealed Resident #99's skin was intact. 

During an observation conducted on 12/08/25 at 11:45 
AM, Resident #99 was seen sitting in his wheelchair 
next to the bed in his room. The plastic vinyl covers 
of his bilateral armrests for the wheelchair were in 
disrepair with multiple torn spots, ripped edges, and 
cracked lines along the edges. Resident #99 was seen 
wearing a short-sleeved shirt and both of his arms were
contacting with the torn and ripped armrests during the
observation. 

An interview was conducted with Resident #99 on 
12/08/25 at 11:47 AM. He stated the vinyl cover of his
bilateral armrests for the wheelchair had been torn and
ripped since he was admitted to the facility around 1.5
months ago. He added it caused itchiness and irritation
to his bilateral arms at times. He indicated he used 
the wheelchair frequently and wanted the torn and 
ripped armrests to be fixed as soon as possible. 

During a joint observation conducted on 12/09/25 at 
10:54 AM with Nurse #1 and Nurse Aide (NA) #1 in 
Resident #99’s room, the plastic vinyl covers of 
bilateral armrests for Resident #99’s wheelchair 
remained in disrepair. Nurse #1 assessed the skin 
condition of Resident #99's bilateral arms immediately
and reported his skin was intact without any redness, 
rashes or open areas. 

A joint interview was conducted on 12/09/25 at 11:01 AM
with Nurse #1 and NA #1. Both nursing staff stated they
noticed the torn and ripped armrests of Resident #99’s
wheelchair but were unable to explain why they did not
report the repair need to the maintenance staff. Both 
nursing staff acknowledged that the bilateral armrests
of Resident #99’s wheelchair were in disrepair and 
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Continued from page 4
needed to be fixed immediately. 

During an interview conducted on 12/10/25 at 1:35 PM, 
the Assistant Maintenance Manager stated the 
Maintenance Manager was on leave and he currently 
oversaw facility maintenance. He identified repair 
needs mainly by work orders filed by nursing staff or 
through verbal notification. The Assistant Maintenance
Manager indicated he typically did not check repair 
needs for residents’ wheelchairs but expected nursing 
or rehabilitation staff to file a work order if they 
identified any repair needs. He acknowledged that 
Resident #99's torn and ripped armrests needed to be 
fixed immediately to avoid any skin issues. He further
stated he checked work order logs located at each nurse
station at least twice daily. He stated it was the 
responsibility of all staff to remain attentive to 
residents’ mobility devices and report repair needs in
a timely manner to ensure they were in good repair all
the times. 

An interview was conducted on 12/10/25 at 3:21 PM with
the Director of Nursing. She expected all the staff, 
including housekeepers and management staff to be more
attentive to residents’ repair needs and reported the 
findings to maintenance department in a timely manner.
It was her expectation for all the mobility devices 
including wheelchairs to be in good repair all the 
time. 

During an interview conducted on 12/11/25 at 1:24 PM, 
the Administrator expected all the staff to report 
repair needs through the work order logs located at 
each nursing station or by verbal notification to 
ensure the maintenance staff could address the 
identified issues in a timely manner. It was her 
expectation for all the mobility devices to be in good
repair all the time. 

F0641 F0641

SS = D

01/07/2026Accuracy of Assessments 

CFR(s): 483.20(g)(h)(i)(j) 

§483.20(g) Accuracy of Assessments. 

The assessment must accurately reflect the resident's 
status. 

§483.20(h) Coordination. A registered nurse must 
conduct or coordinate each assessment with the 

F641 

a. On December 20, 2025, a modification to Resident #1
MDS was submitted by the MDS Coordinator. 

b. The MDS Coordinator completed an audit of every 
resident in the facility with the diagnosis of CHF to 
verify the MDS was coded correctly. Any issues 
identified were corrected. 
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Continued from page 5
appropriate participation of health professionals. 

§483.20(i) Certification. 

§483.20(i)(1) A registered nurse must sign and certify
that the assessment is completed. 

§483.20(i)(2) Each individual who completes a portion 
of the assessment must sign and certify the accuracy of
that portion of the assessment. 

§483.20(j) Penalty for Falsification. 

§483.20(j)(1) Under Medicare and Medicaid, an 
individual who willfully and knowingly- 

(i) Certifies a material and false statement in a 
resident assessment is subject to a civil money penalty
of not more than $1,000 for each assessment; or 

(ii) Causes another individual to certify a material 
and false statement in a resident assessment is subject
to a civil money penalty or not more than $5,000 for 
each assessment. 

§483.20(j)(2) Clinical disagreement does not constitute
a material and false statement. 

This REQUIREMENT is NOT MET as evidenced by: 

Based on record reviews and staff interviews, the 
facility failed to accurately complete a comprehensive
assessment in the area of diagnoses for 1 of 22 
resident assessments reviewed (Resident #10). 

The findings included: 

Resident #10 was admitted to the facility on 11/18/25.
Resident #10’s diagnoses included congestive heart 
failure, end stage renal disease, atrial fibrillation 
(an abnormal heart rhythm), and hypertensive heart and
chronic kidney disease with heart failure and stage 5 
chronic kidney disease. 

A review of Resident #10’s physician’s orders revealed
the following orders dated 11/18 25: 

- Midodrine (a medication used to treat low blood 
pressure) 5 mg by mouth three times daily. 

- Metoprolol (a beta blocker medication that treats 
congestive heart failure and atrial fibrillation) 25 mg

Continued from page 5

c. On January 6, 2026, the Regional MDS Coordinator 
educated all MDS Coordinators in the facility on 
correctly coding diagnosis per RAI manual. New staff 
will receive this education during orientation by the 
Regional MDS Coordinator or Designee. 

d. Beginning on January 12, 2026, the Regional MDS 
Coordinator or Designee will audit 5 MDS assessments 
per week to ensure CHF has been coded correctly. Audits
will continue for 12 weeks. Results of the audits will
be reviewed monthly for 3 months in QAPI. 
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Continued from page 6
by mouth daily. 

A care plan was initiated 11/18/25 for cardiovascular 
risk due to diagnosis of congestive heart failure (CHF)
and the use of oxygen. The stated goal was Resident #10
would not exhibit respiratory distress through the 
review period. Interventions included administering 
medication as ordered, assessment to monitor for edema,
elevation of edematous areas, and to monitor weight. 

An admission Minimum Data Set (MDS) completed on 
11/24/25 was reviewed and heart failure was not coded 
as a diagnosis on the MDS. 

An interview with the MDS Coordinator was conducted on
12/10/25 at 2:26 PM. The MDS Coordinator stated that 
Resident #10 had a diagnosis of congestive heart 
failure. She stated that usually if a resident was not
receiving any treatment, medication, or have any major
symptoms of a diagnosis, it does not need to be coded 
on the MDS. The MDS Coordinator reviewed Resident #10’s
diagnoses and provider notes and stated it had been 
coded incorrectly. 

An interview with the Director of Nursing (DON) was 
conducted on 12/11/2025 at 10:25 AM. The DON stated 
that all MDS should be coded correctly for relevant 
diagnoses. 

F0761 F0761

SS = D

01/07/2026Label/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 
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

a. On December 8, 2025, the medications were 
immediately removed from resident's bedside by the 
assigned nurse. The eye drops which did not have a date
opened were discarded and reordered by the nurse. 

b. On December 31, 2025, the Director of Nursing or 
Designee completed a room sweep of the facility to 
ensure there were no other medications at the bedside.
No other issues were identified. 

c. On December 31, 2025, the Director of Nursing or 
Designee began education to all licensed nurses related
to no medications at the bedside without a provider 
order to self-administer. Medications are to be 
discarded when discontinued. Eye drops that have been 
opened are to be stored according to manufacturer 
guidelines. Once opened, eye drops are to be dated and
discarded per manufacturer guidelines. New staff will 
receive this education during orientation by the 
Director of Nurses or Designee. 

d. Beginning the week of January 12, 2026, the Director
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Continued from page 7
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, record review, and staff 
interviews, the facility failed to store ammonium 
lactate lotion (prescription-strength lotion), 
antifungal powder, and betadine solution (topical 
antiseptic solution) in a locked cart. These items were
found unsecured on a resident’s bedside table. This 
occurred for 1 of 5 residents reviewed for medication 
storage (Resident #64). Additionally, the facility 
failed to date one opened bottle of Latanoprost after 
it was opened and failed to store one bottle of 
Latanoprost in accordance with manufacturer's storage 
guidelines for 1 of 5 medication carts (600 Hall). 

The findings included: 

1. Resident #64 was admitted to the facility on 4/9/25
with diagnoses that included Alzheimer’s disease and 
hidradenitis suppurativa (skin condition that causes 
chronic rashes and infections). 

Resident #64’s quarterly Minimum Data Set dated 12/2/25
coded Resident #64 with severe cognitive impairment. 
The MDS did not code the resident for ski problems or 
rashes. 

Resident #64’s physician orders for December 2025 found
no orders for the ammonium lactate lotion, antifungal 
powder, and betadine solution. 

Review of Resident #64’s Medication Administration 
Record and Treatment Administration Record for December
2025 revealed the antifungal powder, ammonium lactate 
lotion, and betadine solution were not listed. 

On 12/8/25 at 11:10 AM, prescription medications were 
observed on Resident #64’s bedside table. The bedside 
table contained an opened bottle of ammonium lactate 
12% moisturizing lotion prescribed by an outside 
provider. The lotion contained a “discard by” date of 
3/24/25. The beside table also contained an opened 
bottle of antifungal powder that was prescribed to 
another resident and an opened bottle of betadine 
solution. 

On 12/8/25 at 11:19 AM, Resident #64’s assigned Nurse 

Continued from page 7
of Nursing or Designee will audit 5 resident rooms, and
3 medication carts weekly to verify that there are no 
medications left at the bedside and eye drops are dated
and stored correctly. Audits will continue weekly for 
12 weeks to monitor and maintain compliance. Results of
the audits will be reviewed monthly in QAPI for the 
next 3 months for further review or recommendations. 
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Continued from page 8
#2 was interviewed. Nurse #2 confirmed Resident #64 did
not have an order for the antifungal powder, 
prescription-strength lotion, or betadine solution. She
said Resident #64 did not have any treatment orders and
she did not know why the items were on Resident #64’s 
bedside table. Nurse #2 stated she had not yet given 
Resident #64 his medications and had not seen the 
antifungal powder, prescription-strength lotion, or 
betadine solution at his bedside. The nurse stated 
Resident #64 could not self-administer the antifungal 
powder, prescription-strength lotion, or betadine 
solution and they should be stored in the nurse’s cart.
Nurse #2 added the prescription lotion was probably 
brought to the resident from a family member without 
notifying a nurse. Nurse #2 removed the antifungal 
powder, prescription-strength lotion, or betadine 
solution from Resident #64’s room. 

On 12/10/25 at 4:44 PM the Wound Nurse was interviewed.
She stated the antifungal powder, prescription-strength
lotion, or betadine solution should be kept locked in a
cart and not left at bedside. The Wound Nurse stated 
Resident #64 did not have an active order for wound 
treatment and did not know why the resident had 
treatment supplies in his room. 

On 12/11/25 at 11:43 AM, the Director of Nursing stated
the antifungal powder, prescription-strength lotion, or
betadine solution should not be left at the bedside 
unless the resident had an order for 
self-administration of medications. Resident #64 did 
not have an order for self-administration, and the 
antifungal powder, prescription-strength lotion, or 
betadine solution should have been locked in a nurses 
or treatment cart. The Director of Nursing did not know
why the antifungal powder, prescription-strength 
lotion, or betadine solution were left at bedside or 
who had brought them into the room. 

2. A review of the manufacturer's package inserts for 
Latanoprost ophthalmic solution indicated that an 
unopened bottle must be stored under refrigeration at 
36° to 46° Fahrenheit (F). Once a bottle of Latanoprost
ophthalmic solution was opened for use, it could be 
stored at room temperature up to 77° F for up to 6 
weeks. 

During a medication storage audit conducted on 12/09/25
at 4:01 PM in the presence of Nurse #2, one unopened 
bottle of Latanoprost 0.005% eye drop stored at room 
temperature was found in the medication cart for 600 
Hall. A review of the label on the bottle revealed its
manufacturer’s expiration date would be 12/2027. At the
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Continued from page 9
same time, one bottle of opened Latanoprost 0.005% eye
drop was found in the same medication cart without an 
opened date and was available for use. 

An interview was conducted with Nurse #2 on 12/09/25 at
4:03 PM. She did not know how long the opened 
Latanoprost found in the medication cart for 600 Hall 
had been used and stored at room temperature. She 
explained that she just took over the medication cart 
and did not have time to check all the medications in 
the cart for proper storage yet. In addition, she did 
not know how long the unopened Latanoprost had been 
stored in the medication cart at room temperature. She
stated that Latanoprost eye drops should be stored in 
the refrigerator when it was received from the 
pharmacy. Once it was opened, it should be dated and 
stored at room temperature for up to 42 days. 

During an interview conducted on 12/09/25 at 4:09 PM, 
Nurse #1 stated she was the nurse who worked the 
previous shift with medication cart for 600 Hall and 
explained she had just received the unopened 
Latanoprost from the pharmacy less than 1 hour ago. She
stored the eye drop in the medication cart for the time
being and planned to place it in the refrigerator 
later. She did not know who had opened the Latanoprost
eye drops without putting an opening date and did not 
know how long it had been opened and stored at room 
temperature. She stated the opened Latanoprost should 
be dated once it was opened and stored in the 
medication cart at room temperature thereafter. 

An interview was conducted with the Director of Nursing
(DON) on 12/09/25 at 4:14 PM. She stated it was her 
expectation for nursing staff to follow the facility's
medication storage policy and procedure, and 
manufacturer's guidelines to date Latanoprost eye drops
once it was opened and stored the unopened Latanoprost
in the refrigerator until it was ready to be used. 

During an interview conducted on 12/10/25 at 11:24 AM,
the Administrator stated it was her expectation for all
the nursing staff to follow manufacturer’s guidelines 
and the facility's medication storage policy and 
procedure when receiving and storing medication, 
including Latanoprost eye drops. 

F0812 F0812

SS = E

01/07/2026Food Procurement,Store/Prepare/Serve-Sanitary 

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

§483.60(i) Food safety requirements. 

The facility must - 

a. On December 10, 2025, the door to the walk-in cooler
which was causing the buildup was serviced. On December
10, 2025, the fan and floor of the walk-in cooler was 
cleaned. 

b. On January 6, 2026, the Food Service Manager or 
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Continued from page 10

§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. 

(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 observations and interviews, the facility 
failed to clean a circulatory fan cover in the walk-in
refrigerator and prevent condensation from forming and
dripping onto stored food, which resulted in water 
standing on the floor of the walk-in refrigerator. This
issue was identified for 1 of 3 refrigerators (walk-in)
observed in the kitchen. The deficient practice had the
potential to affect food served to some of the 103 
residents residing in the facility. 

The findings included: 

On 12/8/25 at 9:48 AM, an observation of the walk-in 
refrigerator was conducted with the Dietary Manager. 
The circulatory fan cover contained a thick build-up of
gray/brown debris that was crumbly to touch and covered
the entire fan cover. Condensation droplets were 
observed on the bottom of the circulatory fan and drops
of condensation had fallen onto a covered container of
sliced tomatoes stored directly under the circulatory 
fan. Additionally, standing water, brown in color, was
present on the floor beneath the fan. 

On 12/8/25 at 9:54 AM the Dietary Manager stated she 
was not aware of the debris on the fan covers and would
report it to maintenance. She also stated the 
condensation, and dripping water had not occurred prior
to this day. She added the floor would be mopped. The 
Dietary Manager confirmed water should not drip onto 

Continued from page 10
Designee audited all other food storage areas to ensure
areas were clean and food was stored per company 
policy. No other issues were identified. 

c. On January 6, 2026, the Food Service Manager 
educated all kitchen staff on the company policy for 
food storage to include ensuring floors are free from 
debris, reporting doors that are not closing properly 
and reporting condensation on the walk-in coolers. 

Staff were also educated on the cleaning schedule for 
the food storage areas to include cleaning the walk-in
floors and fan covers. New staff will receive this 
education during orientation by the Food Service 
Manager or Designee. 

d. Beginning January 12, 2026, the Dietary Manager will
audit the food storage areas weekly to ensure there is
not debris on the floor, fans are clean, no 
condensation in the walk-in coolers and doors are 
latching correctly. Audits will continue weekly for 12
weeks. Results of the audit will be submitted to QAPI 
by the Administrator or Designee for the next 3 months
for further review and recommendations. 
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Continued from page 11
stored food, and the affected food container was 
removed. The Dietary Manager stated she cleaned the 
walk-in refrigerator after each food delivery on 
Monday, and it was last cleaned on 12/1/25. 

On 12/10/25 at 11:55 AM, a follow up observation 
revealed the walk-in fan cover remained unchanged. 

On 12/10/25 at 12:38 PM, Dietary Manager reported a 
refrigerator company had been contacted on 12/8/25. A 
repair technician inspected the fan the same day and 
stated the fan cover would be cleaned by the company. 
The technician also ordered parts to repair the walk-in
refrigerator door so it would close automatically, as 
prolonged door openings caused the condensation issue.
The Dietary Manager stated the refrigerator company 
would clean the fan covers when notified. 

On 12/11/25 at 1:44 PM, the Administrator stated 
routine cleaning of the walk-in refrigerator cover 
should have been done. Additionally, she stated the 
condensation in the walk-in refrigerator should have 
been reported for repair to prevent dripping on stored
food. 
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