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§483.10(e) Respect and Dignity.

The resident has a right to be treated with respect and
dignity, including:

§483.10(e)(1) The right to be free from any ...

chemical restraints

imposed for purposes of discipline or convenience, and
not required to treat the

resident's medical symptoms, consistent with
§483.12(a)(2).
§483.12

The resident has the right to be free from abuse,
neglect, misappropriation of

resident property, and exploitation as defined in this
subpart. This includes but is

not limited to freedom from corporal punishment,
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The following deficiencies resulted from the facility's
annual recertification survey and investigation of
complaints #2706718-C, #2748671-C, #2962950-C and
facility reported incident #2979877-1 conducted March
23, 2026 to March 26, 2026.
Complaint #2962950-C resulted in a deficiency.
Facility reported incident #2979877-[ resulted in a
deficiency.
See Code of Federal Regulations (42CFR) Part 483,
Subpart B-C.
F0605 Right to be Free from Chemical Restraints F0605
SS=E

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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physical or chemical restraint not required to treat
the resident's medical

symptoms.
§483.12(a) The facility must-. . .

§483.12(a)(2) Ensure that the resident is free from ..
. chemical restraints

imposed for purposes of discipline or convenience and

that are not required to treat the resident's medical
symptoms.

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associated with mental

processes and behavior. These drugs include, but are
not limited to, drugs in the following categories:

(i) Anti-psychotic;

(i) Anti-depressant;

(i) Anti-anxiety; and

(iv) Hypnotic.

§483.45(d) Unnecessary drugs-General. Each resident's
drug regimen must be free from unnecessary drugs. An

unnecessary drug is any drug when used-

(1) In excessive dose (including duplicate drug
therapy); or

(2) For excessive duration; or
(3) Without adequate monitoring; or
(4) Without adequate indications for its use; or

(5) In the presence of adverse consequences which
indicate the dose should be reduced or discontinued; or

(6) Any combinations of the reasons stated in

paragraphs (d)(1) through (5) of this section.

§483.45(e) Psychotropic Drugs. Based on a comprehensive
assessment of a resident, the facility must ensure
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that--

§483.45(e)(1) Residents who have not used psychotropic
drugs are not given these drugs unless the medication

is necessary to treat a specific condition as diagnosed
and documented in the clinical record,;

§483.45(e)(2) Residents who use psychotropic drugs
receive gradual dose reductions, and behavioral
interventions, unless clinically contraindicated, in an
effort to discontinue these drugs;

§483.45(e)(3) Residents do not receive psychotropic
drugs pursuant to a PRN order uniess that medication is
necessary to treat a diagnosed specific condition that

is documented in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs are
limited to 14 days. Except as provided in

§483.45(e)(5), if the attending physician or

prescribing practitioner believes that it is

appropriate for the PRN order to be extended beyond 14
days, he or she should document their rationale in the
resident's medical record and indicate the duration for
the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic drugs are
limited to 14 days and cannot be renewed unless the
attending physician or prescribing practitioner
evaluates the resident for the appropriateness of that
medication.

This REQUIREMENT is NOT MET as evidenced by:

Based on clinical record review staff interview, and

policy review the facility failed to identify
non-pharmacological interventions and targeted
behaviors related to high risk medications in 4 out of

5 sampled residents reviewed (Resident #2, #29, #1, and
#4). The facility reported a census of 54 residents.

Findings include:

1. Review of Resident #2's Minimum Data Set (MDS) dated
3/6/26 revealed a Brief Interview for Mental Status

(BIMS) score of 14 indicating intact cognitive

functioning. The MDS indicated that Resident #2 was
taking antidepressant medications during the look back
period. The MDS further indicated that Resident #2 had

F0605
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F0605 Continued from page 3 F0605
SS=E diagnoses of depression, metabolic encephalopathy (an

acute or subacute brain dysfunction caused by systemic
iliness, toxins, or organ failure rather than

structural damage), and cognitive communication
deficit.

Review of Resident #2's Electronic Health Record (EHR)
page titled, Clinical Physician’s Orders revealed an

order with a start date of 12/2/25 for Duloxetine HCI
(antidepressant) oral capsule delayed release sprinkle
60mg to give 120mg by mouth daily. This order was
discontinued on 3/21/26 and a new order was obtained
for Duloxetine HCI (antidepressant) oral capsule

delayed release particles 30mg to give 3 capsules by
mouth one time a day.

Review of the Care Plan with a revised date of 3/6/26
lacked non-pharmacological interventions and targeted
behaviors with an antidepressant medication.

2. Review of Resident #29's MDS dated 3/4/26 revealed a
BIMS score of 15 indicating intact cognitive

functioning. The MDS indicated that Resident #29 was
taking antipsychotic, and antidepressant medications
during the look back period. The MDS further indicated
that Resident #29 had diagnoses of Alzheimer's disease,
depression, and bipolar disorder.

Review of Resident #29's EHR page titled, Clinical
Physician’s Orders revealed an order with a start date
of 5/14/25 for Quetiapine Fumarate (Antipsychotic) oral
tablet 50mg to give 50mg by mouth one time a day.
Further review revealed an order for Quetiapine
Fumarate (Antipsychotic) oral tablet 25mg to give 25mg
by mouth one time a day with a start day of 5/14/25.
Further review of the Clinical Physician Order's
revealed an order with a start date of 11/16/25 for
Trazodone HCI (Antidepressant) oral tablet to give 25mg
by mouth one time a day.

Review of the Care Plan with a revised date of 12/29/25
lacked non-pharmacological interventions and targeted
behaviors with an antidepressant, and antipsychotic
medication.

Interview on 3/25/26 at 1:15 PM with the Director of
Nursing (DON) revealed that there should be
non-pharmalogical interventions listed on the care plan
for antipsychotic medications as well as the
antidepressants.

3. Review of Resident #1's MDS dated 12/16/25 revealed
a BIMS score of 14 indicating intact cognitive
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Continued from page 4

functioning. The MDS indicated that Resident #1 was
taking antianxiety and antidepressant medications
during the look back period. The MDS further indicated
that Resident #2 had diagnoses of depression,
cerebrovascular accident (CVA, or stroke, caused when
blood flow to the brain is interrupted, causing brain
cells to die from lack of oxygen), and dysphagia
(difficulty swallowing, often caused by neurological
conditions, i.e., stroke, resulting in pain, coughing,

or choking while eating).

Review of Resident #1’s EHR page titled, Clinical
Physician’s Orders revealed an order with a start date
of 12/22/25 for Bupropion HCI (antidepressant) oral
fablet extended release 300mg to give 300mg by mouth
daily. Further review revealed an order for Duloxetine
HCI (antidepressant) oral capsule delayed release
particles 30mg to give 3 capsules by mouth one time a
day (used to treat depression, anxiety, diabetic nerve
pain, fibromyalgia, and chronic musculoskeletal pain).

Review of Resident #1's Care Plan with a revised date
of 2/16/26 revealed it lacked non-pharmacological
interventions and targeted behaviors with an
antidepressant and antianxiety medication.

4. Review of Resident #4's MDS dated 12/18/25 revealed
a BIMS score of 11 that indicated moderately impaired
cognitive functioning. The MDS indicated that Resident
#4 was taking antipsychotic and antidepressant
medications during the look back period. The MDS
further indicated that Resident #29 had diagnoses of
Non-Alzheimer's dementia, anxiety disorder, depression,
and psychotic disorder.

Review of Resident #4's EHR page titled, Clinical
Physician's Orders revealed an order with a start date
of 12/27/24 for Risperidone (Antipsychotic) oral tablet
0.5mg to give 0.5mg by mouth one time a day. Further
review revealed an order for Sertraline HCI
(Antidepressant) oral tablet 75mg to give 75mg by mouth
one time a day with a start day of 3/18/26. Further
review of the Clinical Physician Order's revealed an
order with a start date of 3/18/26 for Lorazepam
(Antianxiety) oral tablet to give 0.5mg by mouth every
12 hours as needed for anxiety for 14 days, with an end
date of 4/3/26.

Review of Resident #4's Care Plan with a revised date
of 2/16/26 revealed it lacked non-pharmacological
interventions and targeted behaviors with an
antidepressant, antianxiety, and antipsychotic
medication.

F0605
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must:

including injuries of unknown source and

established procedures.

to the administrator or his or her designated

action must be taken.

Based on facility investigation review, staff

census of 54.

The facility corrected the deficiency per past

§483.12(c) In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or mistreatment,

misappropriation of resident property, are reported
immediately, but not later than 2 hours after the
allegation is made, if the events that cause the
allegation involve abuse or result in serious bodily
injury, or not later than 24 hours if the events that
cause the allegation do not involve abuse and do not
result in serious bodily injury, to the administrator

of the facility and to other officials (including to

the State Survey Agency and adult protective services
where state law provides for jurisdiction in long-term
care facilities) in accordance with State law through

§483.12(c)(4) Report the results of all investigations

representative and to other officials in accordance
with State law, including to the State Survey Agency,
within 5 working days of the incident, and if the
alleged violation is verified appropriate corrective

This REQUIREMENT is NOT MET as evidenced by:

interview, and facility policy review, the facility

failed to report allegations of abuse to the state

survey agency (SSA) within the required time period in
1 of 1 incidents reviewed. The facility reported a
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SS=E Review of a facility provided policy titled,
Comprehensive Person-Centered Care Planning with a
revision date of December 2025 indicated “The
comprehensive care plan will be developed and
implemented consistent with the resident's rights and
include measurable objectives and timeframes to meet
the resident’s medical, nursing, and
mental/psychosocial needs that are identified in the
comprehensive assessment.”
F0609 Reporting of Alleged Violations F0609 | "Past Noncompliance - no plan of correction required”
SS=D
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Continued from page 6

noncompliance on 3/10/26 through the following
actions:The facility self identified on 3/9/26 a
resident to resident event happened that met the
threshold for reporting requirements under state and
federal guidelines. Former administration failed to
notify the SSA within 2 hours of the event

happening. All staff were re-educated on the abuse
policy specifically all resident to resident

altercations, regardless of injury, must be reported to
the supervisor immediately, who then reports it to the
Director of Nursing/Administrator immediately. Audits
initiated on 3/10/26 and will be conducted by reviewing
nursing notes, risk management, grievances and
conversations with residents/staff.

Findings include:

The Facility Investigation titled Resident to Resident
Altercation documented an incident occurred on
02/07/2026 at approximately 5:00 PM between two
residents. The document revealed the residents were
immediately separated. Under additional information it
is documented the incident as reported as of
03/09/2026. In a conversation on 03/24/2026 at 03:09 PM
with the Systems Process and Policy Specialist, she
took over for the previous administrator in early March
and on 03/10/2026 noticed a resident-to-resident
interaction had not been reported to the SSA as
required. She reported the allegation of abuse to the
SSA on 03/10/2026. She confirmed it should have been
reported within 24hrs.

In a conversation on 03/24/2026 at 03:19 PM with the
Administrator he agreed that if the allegations met the
criteria of abuse they should be reported within 24hrs
without injury and within 2hrs with injury.

Review of a facility provided document titled “Abuse
Prevention, Identification, Investigation and Reporting
Policy”, with a last revised day of 12/2025, stated the
following: “All allegations of Resident Neglect,
exploitation, mistreatment, injuries of unknown origin
and misappropriation shall be reported to the lowa
Department of Inspections and Appeals, not later than
two (2) hours after the allegation is made, if the
events that caused the allegation resulted in serious
bodily injury, or not later than twenty-four (24) hours

if the events that caused the allegation involved
neglect, exploitation, mistreatment, injuries of
unknown origin and misappropriation, but do not result
in serious bodily injury.
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Develop/Implement Comprehensive Care Plan
CFR(s): 483.21(b)(1)(3)
§483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develop and implement a
comprehensive person-centered care plan for each
resident, consistent with the resident rights set forth

at §483.10(c)(2) and §483.10(c)(3), that includes
measurable objectives and timeframes to meet a
resident's medical, nursing, and mental and

psychosocial needs that are identified in the
comprehensive assessment. The compréhensive care plan
must describe the following -

(i) The services that are to be furnished to attain or
maintain the resident's highest practicable physical,
mental, and psychosocial well-being as required under
§483.24, §483.25 or §483.40; and

(i) Any services that would otherwise be required

under §483.24, §483.25 or §483.40 but are not provided
due to the resident's exercise of rights under §483.10,
including the right to refuse treatment under
§483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will

provide as a result of PASARR recommendations. If a
facility disagrees with the findings of the PASARR, it
must indicate its rationale in the resident's medical
record.

(iv)In consultation with the resident and the
resident's representative(s)-

(A) The resident's goals for admission and desired
outcomes.

(B) The resident's preference and potential for future
discharge. Facilities must document whether the
resident's desire to return to the community was
assessed and any referrals to local contact agencies
and/or other appropriate entities, for this purpose.

(C) Discharge plans in the comprehensive care plan, as
appropriate, in accordance with the requirements set
forth in paragraph (c) of this section.

§483.21(b)(3) The services provided or arranged by the
facility, as outlined by the comprehensive care plan,
must-

F0609
F0656
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Continued from page 8
(iii) Be culturally-competent and trauma-informed.

This REQUIREMENT is NOT MET as evidenced by:

Based on clinical record review, staff interview, and
policy review the facility failed to develop a
comprehensive care plan that included problems, goals,
or interventions for 3 of 8 residents (Resident #2,

#29, and #27) reviewed with a diagnosis of Alzheimer's,
anticoagulant medication usage, antidepressant
medication usage, and catheter usage. The facility
reported a census of 54.

Findings include:

1. Review of Resident #2's Minimum Data Set (MDS) dated
3/6/26 revealed an admission to the facility 12/2/25

from a short-term general hospital stay. The MDS

further indicated that Resident #2 was taking
antidepressant medications during the look back period.

Review of Resident #2's Electronic Health Record (EHR)
page titled, Clinical Physician's Orders revealed an
order with a start date of 12/2/25 for Duloxetine HCI
(antidepressant) oral capsule delayed release sprinkle
60mg to give 120mg by mouth daily. This order was
discontinued on 3/21/26 and a new order was obtained
for Duloxetine HCI (antidepressant) oral capsule

delayed release particles 30mg to give 3 capsules by
mouth one time a day.

Review of Resident #2's Care Plan with a revision date
of 3/6/26 revealed no problems, goals, or interventions
for antidepressant medication usage.

2. Review of Resident #29's MDS dated 3/4/26 indicated
that Resident #29 was taking anticoagulant, and
antidepressant medications during the look back period.
The MDS further indicated that Resident #29 had
diagnoses of Alzheimer’s disease, depression, and
bipolar disorder.

Review of Resident #29's EHR page titled, Clinical
Physician's Orders revealed an order with a start date
of 11/16/25 for Trazodone HCI (Antidepressant) oral
tablet to give 25mg by mouth one time a day. Further
review of the Clinical Physician's Order's revealed an
order for Apixaban (anticoagulant) oral tablet 5mg to
give one tablet by mouth two times a day with a start
date of 1/20/26.

Review of Resident #2's Care Plan with a revision date
of 12/29/25 revealed no problems, goals, or
interventions for antidepressant medication usage.
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Interview 3/25/26 at 1:19 PM with the Director of

Nursing (DON) revealed that Resident #2 should have had
antidepressants on the care plan. The DON further
revealed that Dementia should have been on Resident
#29's care plan with goals and interventions as well as
anticoagulant medication usage, and Alzheimer's

disease.

3. Review of Resident #27's quarterly review MDS, dated
3/11/26, revealed a Brief Interview for Mental Status
(BIMS) score of 15 indicating intact cognitive
functioning. The MDS indicated that Resident #27 had an
indwelling catheter. The MDS further indicated that
Resident #27 had a primary diagnosis of Parkinson’s
Disease with dyskinesia (involuntary, erratic, and
uncontrollable muscle movements), with fluctuations.
The MDS indicated other diagnoses of benign prostatic
hyperplasia with lower urinary tract symptoms

(frequent, urgent, or weak-stream urination, waking at
night, and incomplete bladder emptying), depression,
and cognitive communication deficit.

Review of Resident #27's EHR revealed a Health Status
progress note dated 2/26/26 at 3:19 p.m. that stated
“...New indwelling Foley catheter placed today for
urinary retention secondary to neurogenic bladder. This
is resident's first catheter placement. Foley inserted

to relieve retention and to assess whether urinary
retention was contributing to reported discomfort”
Further review of his EHR's page titled, Clinical
Physician’s Orders revealed the following orders:

On 2/27/26, for “Foley output” to be completed every
shift.

On 3/8/26, to “Ensure resident has leg drainage bag on
when out of bed.”

On 3/15/26, “Routine Catheter Change..."” to be completed
every 4 weeks.

Review of Resident #27's Care Plan, that was printed on
3/24/26 at 1:30 p.m., with a revision date of 12/29/25
revealed the care plan had not been revised by the
interdisciplinary team after his 3/11/26 quarterly

review assessment with a focus or problem, goals, and
interventions for the resident's catheter use.

During an interview and observation on 3/25/26 at 10:18
a.m. with Resident #27, he stated that his Parkinson's
disease was affecting his body and slowing him down.
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The resident was observed not to have a leg drainage
bag on, but had a bed bag attached under his wheelchair
seat covered in a cloth bag. He stated the staff had

not changed his catheter to a leg bag as they had no

leg bags available in his room.

During an interview on 3/25/26 at 3:05 p.m. with the
DON revealed that she stated resident care plans were
revised with each new diagnosis, change in condition,
physician order, and MDS assessment. She further stated
the individualized care plan would be updated with new
concerns, devices (including a catheter placement), or
when a new intervention was implemented. She agreed
that Resident #27's physician orders and cares had
changed within the last month with the placement of his
indwelling catheter and should have been addressed on
his care plan. She confirmed that the resident’s care
plan had not addressed his catheter and they had not
developed goals or person-centered, measurable
objectives and interventions related to his catheter

use.

During an interview on 3/25/26 at 4:03 p.m. with the
Administrator regarding Resident #27, he agreed that
his catheter use had not been addressed on his care
plan with measurable goals or individualized
interventions. He stated there were two instructions
noted on his Kardex (an electronic document that
contained daily tasks and essential resident data) on
how to clean the resident’s catheter bed bag and leg
bag.

Review of the facility policy Comprehensive
Person-Centered Care Planning, reviewed December 2025
revealed:

a.“The comprehensive care plan will be developed and
implemented consistent with the resident's rights and
include measurable objectives and timeframes to meet
the resident's medical, nursing, and
mental/psychosocial needs that are identified in the
comprehensive assessment.”

b. “The comprehensive care pian will be... Reviewed
and revised by the interdisciplinary team after each
assessment, including both the comprehensive and
quarterly review assessments."

Nutritive Value/Appear, Palatable/Prefer Temp
CFR(s): 483.60(d)(1)(2)

§483.60(d) Food and drink
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Each resident receives and the facility provides-

§483.60(d)(1) Food prepared by methods that conserve
nutritive value, flavor, and appearance;

§483.60(d)(2) Food and drink that is palatable,
attractive, and at a safe and appetizing temperature.

This REQUIREMENT is NOT MET as evidenced by:

Based on clinical record review, observations, resident
interviews, staff interviews, and policy review the
facility failed to provide food at an appetizing
temperature to 3 of 5 residents ( Residents #2, #29,
and #41) reviewed. The facility reported a census of 54
residents.

Findings include:

1. Review of Resident #2's Minimum Data Set (MDS) dated
3/6/26 revealed a Brief Interview of Mental Status

(BIMS) score of 14 indicating intact cognitive

function.

Interview on 3/23/26 at 10:53 AM with Resident #2
revealed that the food served is cold when delivered to
the room on room trays.

2. Review of Resident #29's MDS dated 3/4/26 revealed a
BIMS score of 15 indicating intact cognitive function.

Interview on 3/23/26 at 11:37 AM with Resident #29
revealed that the food is often cold when it is
delivered to the unit for the room trays. Resident #29
revealed that this happens frequently.

3. Review of Resident #41's MDS dated 2/9/26 revealed a
BIMS score of 15 indicating intact cognitive function.

Interview on 3/23/26 at 11:25 AM with Resident #41
revealed that the food is often served cold when
delivered on the room trays.

Observation on 3/25/26 at 7:33 AM revealed the food
cart was delivered to the 3rd floor at this time. The
food cart was then left in the hallway by the nurses
office at this time.

During continuous observation on 3/25/26 from 7:33 AM
until 7:43 AM it was observed that the first room tray

on the 3rd floor was delivered at 7:43 AM with the cart
doors left open while delivering the food to the
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residents room. The last tray was delivered at 7:49 AM.

Interview on 3/25/26 at 11:27 AM with Staff A Certified
Medication Aide (CMA) revealed that on the 3rd floor
the CMA is responsible for delivering trays to the
rooms as dietary staff prepare the food in the kitchen.
Staff A further revealed that the food is then

delivered to the 3rd floor. Staff A then indicated that
sometimes she will be working with residents, and not
know that the food has arrived at the hallway. Staff A
then revealed that the CMA is responsible for getting
the drinks as well, and this takes a little bit and

then food will be delivered.

Observation on 3/25/26 at 11:37 AM food trays were
delivered to the unit on the 3rd floor and placed in
the hallway.

During continuous observation on 3/25/26 from 11:37 AM
until 11:54 AM revealed drinks were started to be
prepared at 11:54 AM while the food delivered sat in

the food cart. The first tray was delivered at 11:59

AM.

A sample tray was obtained 3/25/26 at 12:04 PM with
food temperatures obtained at this time from the 3rd
floor food cart that was delivered. The steak with
mushrooms and onion gravy temperature was 109.8
degrees, whipped potatoes were 121.3 degrees, and the
mixed vegetables were 104.5 degrees.

Interview on 3/25/26 at 12:24 PM with the Certified
Dietary Manager (CDM) revealed that she would have
liked to see the food temps higher when delivered to
the floor for room trays.

Interview on 3/25/26 at 12:32 PM with the Administrator
revealed he would expect food temps to be at the
appropriate temperatures.

Review of a facility provided policy titled, Food
Temperatures/Food Safety with a revision date of 12/23
indicated food temperatures should be taken
periodically to assure hot foods stay about 135
degrees. Further review of the policy indicated foods
should be transported quickly to maintain temperatures
for delivery and service.

Food Procurement,Store/Prepare/Serve-Sanitary
CFR(s): 483.60(i}(1)(2)

§483.60(i) Food safety requirements.
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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 o 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, interviews, and facility policy
review, the facility failed to prepare, serve and
distribute food in accordance with food service safety.
The facility also failed to ensure sanitary and safe
conditions in the two kitchenette areas in the facility
maintained for food services. These failures posed the
risk of food borne iliness to the residents. The

facility reported a census of 54 residents.

Findings include:

Observation on 3/25/26 in the facility’s kitchen of the
noon meal service with Staff B, Dietary Aide/Cook
revealed at:11:36 a.m., he put on a pair of disposable
gloves and took a plate with those gloves on he touched
a pair of tongs to plate one piece of beef steak with
mushroom and onion gravy from the steam table, a scoop
to plate the mashed potatoes, a ladle to plate mixed
vegetables, and set the plate on the steam table's
counter. He then handled an insulated cart with those
same gloved on, touched the sides of the cart to
position it next to the steam table and opened a door

of that cart. He then opened a bag of sliced bread,
removed one slice of bread with those same gloved
hands, placed the slice of bread on the plate, covered
the plate with an insulated cover, placed the covered
plate on a tray along with the paper meal slip, and
handled the tray to place it in the insulated
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plating a second meal with those same gloves on. With
that pair of gloves on, he touched a pair of tongs to
serve the beef steak with gray, a scoop to plate the
mashed potatoes, the ladle to plate the mixed
vegetables, removed one slice of bread with those same
gloved hands, placed the slice of bread on the plate,
placed an insulated cover over the plate, and placed it
on a tray, with the resident's meal slip in the

insulated meal cart.11:39 a.m., he handled another
plate and began plating the third meal. With that same
pair of gloves on, he touched a pair of tongs, a scoop,
a ladle, removed one slice of bread with those same
gloved hands, placed the slice of bread on the plate,
placed an insulated cover over the plate, and placed it
on a tray, along with the resident's meal slip in the
insulated meal cart and closed the door of the
insulated meal cart.11:40 a.m., he took off those
gloves. He had not sanitized his hands after removing
the gloves.During an interview on 3/25/26 at 11:46 a.m.
with Staff B, Dietary Aide/Cook, the observations of

his glove use were reviewed that included his touching
multiple surfaces that contaminated the gloves before
handling the ready-to-eat sliced bread, and not

limiting glove use to only one task. Staff B, Dietary
Aide/Cook, agreed that he had touched multiple surfaces
prior to handling the ready-to-eat sliced bread.

During an interview on 3/25/26 at 12:07 p.m. with the
Dietary Manager, the observations of Staff B were
discussed including his glove use, touching multiple
items, and handling the ready-to-eat sliced bread with
those contaminated gloves. She stated she encouraged
dietary staff not to wear gloves when preparing and
serving resident meals and that she expected the
dietary staff to use tongs with the ready-to-eat sliced
bread to place it on the plate.

Review of the facility policy Use of Gloves, revised
December 2024 revealed "Single-use gloves may be worn
by all employees when handling... single use food items
to protect residents from food borne iliness or spread

of diseases.” The procedure included:“Gloved hands are
an extension of the employees hands and are considered
a food contact surface that can be contaminated or

soiled and therefore will be used for only one
task.™Gloves may be worn during the following
processes... Handling ready-to-eat foods".“Gloves must be
changed whenever hands would normally be washed or
after any of the following:As soon as they become
damaged or soiled.When interruptions occur in the
operation.Before beginning a new task...After touching
any equipment...Any time touching a surface that may be
contaminated.” During an interview later that same day
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at 12:25 p.m. with the Dietary Manager, the
refrigerators in the kitchenettes on the second and
third floor of the facility were discussed. She stated
the snacks, nourishments, condiments, and other food
items for the residents were placed in those
refrigerators and that the dietary department stocked
those refrigerators daily. She stated it was the
responsibility of the nursing department to ensure the
cleanliness and proper temperature of those
refrigerators to prevent the potential for foodborne
illness.

Observation on 3/25/26 at 12:55 p.m. of the
second-floor kitchenette revealed there was no
thermometer in the fridge. On the door of the fridge
there was posted a Refrigerator Temperature Check form
with boxes for the 31 days of the month. The form
stated the “Refrigerator temperature should be 36-40° F
[Fahrenheit]” The form's spaces to record the Location,
Month, and Year were blank. Seven of the boxes were
completed with staff initials that indicated

temperature readings of 38° F and 39° F. The inside of
the fridge was dirty with debris noted on the shelves
and dried juice on the bottom of the fridge.

Observation on 3/25/26 at 1:30 p.m. of the third-floor
kitchenette revealed the fridge had no Refrigerator
Temperature Check form posted. The inside of the fridge
had a dried brown substance on the bottom shelf of the
fridge and in one of the bottom drawer’s of the fridge
was a “Garlic Herb” cream cheese container that was 1/3
full of cream cheese, dated 10/28/25.

During an interview on 3/25/26 at 1:45 p.m. with the
Scheduling Coordinator in the third-floor kitchenette,
she stated that the dietary department was responsible
for the kitchenette's refrigerators and there was
supposed to be a Refrigerator Temperature Check form
posted to record the fridge’s daily temperature. She
agreed there had been some discussion between the
nursing and dietary department regarding which
department was responsible for the kitchenettes. She
agreed that the fridge was not clean.

During an interview on 3/25/26 at 3:05 p.m. with the
Director of Nursing stated it was the responsibility of
the dietary department to monitor the second and third
floor kitchenettes and the refrigerators in those
kitchenettes.

During a follow-up interview on 3/25/26 at 3:37 p.m.

with the Dietary Manager, she confirmed it was the
nursing department's responsibility to monitor
kitchenettes and the cleanliness and proper temperature
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CFR(s): 483.70(p)(1)-(5)

§483.70(p) Mandatory submission of staffing information
based on payroll data in a uniform format.

Long-term care facilities must electronically submit to
CMS complete and accurate direct care staffing
information, including information for agency and
contract staff, based on payroll and other verifiable
and auditable data in a uniform format according to
specifications established by CMS.

§483.70(p)(1) Direct Care Staff.

Direct Care Staff are those individuals who, through
interpersonal contact with residents or resident care
management, provide care and services to allow
residents to attain or maintain the highest practicable
physical, mental, and psychosocial well-being. Direct
care staff does not include individuals whose primary
duty is maintaining the physical environment of the
long term care facility (for example, housekeeping).

§483.70(p)(2) Submission requirements.

The facility must electronically submit to CMS complete
and accurate direct care staffing information,
including the following:

(i) The category of work for each person on direct care
staff (including, but not limited to, whether the
individual is a registered nurse, licensed practical
nurse, licensed vocational nurse, certified nursing
assistant, therapist, or other type of medical

personnel as specified by CMS);
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SS=E of the second and third floor kitchenette
refrigerators.
During an interview on 3/25/26 at 4:03 p.m. with the
Administrator, he revealed he had started his role as
the facility's administrator last week and stated he
did not know who was responsible for the kitchenette
areas on the second and third floor.
Review of the facility policy Food Temperatures/Food
Safety, reviewed December 2023 revealed “Documentation
of equipment temperatures for food storage are recorded
at least daily and recorded electronically... or recorded
manually in the... designated location."
F0851 Payroll Based Journal F0851 | "Past Noncompliance - no plan of correction required”
SS=D
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(i) Resident census data; and

(iii) Information on direct care staff turnover and
tenure, and on the hours of care provided by each
category of staff per resident per day (including, but
not limited to, start date, end date (as applicable),
and hours worked for each individual).

§483.70(p)(3) Distinguishing employee from agency and
contract staff. When reporting information about direct
care staff, the facility must specify whether the

individual is an employee of the facility, or is

engaged by the facility under contract or through an
agency.

§483.70(p)(4) Data format.

The facility must submit direct care staffing
information in the uniform format specified by CMS.

§483.70(p)(5) Submission schedule.

The facility must submit direct care staffing
information on the schedule specified by CMS, but no
less frequently than quarterly.

This REQUIREMENT is NOT MET as evidenced by:

Based on the Center for Medicare and Medicaid Services
(CMS) Payroll Based Journal (PBJ) Staffing Data Report
for Quarter 1, 2026 (October 1-December 31) review and
staff interviews, the facility failed to submit

accurate staff reports for the PBJ Staffing Data

Report. The facility reported a census of 54 residents.

The facility corrected the deficiency per past
noncompliance on 3/9/26 through the following
actions:The facility self identified on 3/9/26 the PBJ
report was not accurate due to agency hours were not
submitted. The clinical specialist identified the issue
and education was completed immediately with the
administration. Audits initiated on 3/9/26 and will be
ongoing. Findings include:

The PBJ Staffing Data Report run date 3/18/26 triggered
for Excessively Low Weekend Staffing October 1-
December 31.

Review of the facility policy titled, Payroll Based
Journal Report, effective 3/17/25 and reviewed 2/2026,
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staffing information as required by CMS. At a minimum
of quarterly, the facility will electronically submit

to CMS complete and accurate direct care staffing
information, including information for agency and
contract staff, based on payroll and other verifiable
and auditable data in a uniform format according to
specification established by CMS.

During an interview 3/26/26 at 8:25 AM the
Administrator revealed the PBJ information had been
submitted incorrectly by the previous Administrator who
had failed to submit hours for agency staff
10/1/25-12/31/25. The Administrator stated on 3/9/26

the Clinical Specialist audited invoices for agency

hours on the PBJ and they were incorrect. The
Administrator revealed he was not able to obtain a

report of the incorrect information. The Administrator
revealed on 3/9/26 the Clinical Specialist resubmitted
the agency hours that had been missing to correct the
PJB report. Review of the current PBJ Analysis Summary
for the 1st quarter of 2026, 10/1/25-12/31/25 revealed
the hours had been corrected as no issue were found for
staffing being excessively low on the weekends.
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The preparation of the following plan of correction does not constitute and should not be
interpreted as an admission nor an agreement by the facility of the truth of the facts alleged or
conclusions set forth in the statement of deficiencies. The plan of correction prepared is executed
solely because the provision of State and Federal law requires it.

F605 Right to be Free from Chemical Restraints

1) Residents # 1, 2, 4, and 29 have been and will continue to be free of a chemical restraint.

2) All residents will continue to be free of chemical restraints.

3) All nurses and CMAs have been educated on providing 3 non-pharmalogical
interventions prior to administering antipsychotic and antidepressants medication.

4) Facility administrator and/or designee will audit all residents with antipsychotic and
antidepressants medications to ensure there are non-pharmalogical interventions on the
care plan then report at QAPI for 3 months or until the QAPI team determines the alleged
concern is within substantial compliance.

F656 Comprehensive Care Plan

1) Resident # 2, 27 and 29’s care plan have been revised to include antidepressant
medications, anticoagulants, and dementia.

2) All residents care plans have been reviewed and corrected to include antidepressant
medications, anticoagulants, and dementia.

3) All nurses and household coordinators have been educated on the expectations of a
comprehensive care plan.

4) Facility administrator and/or designee will audit care plans to make sure they’re
personalized to the individual resident then report at QAPI for 3 months or until the
QAPI team determines the alleged concern is within substantial compliance.

F804 Nutritive Value/Appear, Palatable/Pref Temp

1) Resident # 2, 29 and 41’s were provided food at a preferred temperature.

2) All residents are being served food at preferred temperatures.

3) All dietary and nursing team members have been educated on food temperatures and
meal services expectations.

4) Facility administrator and/or designee will audit food temperatures then report at QAPI
for 3 months or until the QAPI team determines the alleged concern is within substantial
compliance.

F812 Food Procurement, Store/Prepare/Serve- Sanitary

1) No residents were affected due to soiled microwaves, refrigerators or improper glove
hygiene.
2) All residents are being served in a safe, clean home-like kitchen/dining room.



3) All dietary and nursing team members have been educated on cleaning of kitchenettes
and proper hand hygiene.

4) Facility administrator and/or designee will audit sanitation then report at QAPI for 3
months or until the QAPI team determines the alleged concern is within substantial
compliance.

v/ This building alleges compliance as of 4/10/2026.
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