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F 0584 Honor the resident's right to a safe, clean, comfortable and homelike environment, including but not limited to
receiving treatment and supports for daily living safely.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48808

Residents Affected - Some Based on observation, interview and record review the facility failed to maintain a safe and homelike
environment, ensuring safety from floor clutter, detached wall vinyl, and detached wall rails posing potential
hazards for falls.

The findings are:

1. Review of an undated policy titled, Accidents, Hazard Prevention, specified, the frailty of some residents
increases their vulnerability to hazards in the resident environment and can result in life-threatening injuries.
It is important that all facility staff understand the facility's responsibility, as well as their own, to ensure the
safest environment possible for residents.

2. 0On 10/30/2023, at 9:15 AM, environmental rounds were made in the facility, the following were observed:

a. Standing at the front of the 100 Hall, and facing room [ROOM NUMBERY], in the middle of the room, on the
floor, between Bed A, located horizontal on the left side of the room, against the wall and Bed B, located
vertical under the wall light, on the right side of the room, were three (3) medium size full cardboard boxes,
shoes, clothes, personal documents, books, magazines, and three (3) full size plastic grocery bags of
clothes, spread out on the floor between and in front of the privacy curtain. In addition, the bed side table on
the left side of the room, between the bathroom and closets, obstructed the sink pathway, with an upright
television, detached cords lying on the floor just under the bedside table, which belonged to Bed B.

b. Entering the dining room, on the 300 Hall, after leaving the nurses station, located in the center of the
building, immediate to the right was 6-inch wall vinyl four feet in length, detaching from the wall of the dining
room on the immediate right of the entrance. The floor had brownish-black discolored stains and debris.

c¢. Standing in front of the 300 Hall, upon entering room [ROOM NUMBER], standing at the door, to the
immediate left, the wall rail, eight (8) inches by five (5) feet detached from the wall, on the left side and held
up by a bedside table.
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F 0584 d. Standing at the entrance of room [ROOM NUMBER], on the left side of the room, between the sink and
the bathroom, six (6) inches by two (2) feet vinyl trim was detached from the wall. On the left side of the room

Level of Harm - Minimal harm or the bed was positioned horizontally against the wall, half-way between the bottom and top of the bed was a

potential for actual harm 6-inch gash in the middle of the wall, with fuzzy residue. Toward the head of the bed, on the left was 1 gash,

1 inch by 2 inches with white fuzzy residue exposing grainy white substance, next to resident ' s sleeping
Residents Affected - Some pillows.

3. On 10/30/2024, during a tour with the Administrator and the Corporate Nurse Consultant at 2:06 PM, in
response to the questions, is maintenance available and are you aware of the difficulty walking in room
[ROOM NUMBERY], disconnecting vinyl in the dining room upon entering from the 300 Hall with the
discolored stains and debris, hanging wall rail in room [ROOM NUMBER], and the disconnected vinyl trim
and wall gashes next to the bed where the resident sleeps the Administrator stated, maintenance is not here.
The Corporate Nurse stated that the repairs will be made immediately.

4. Review of the facility Maintenance Request Book obtained from the Administrator on 10/30/2024 with
dates for current repairs, revealed no maintenance requests for the vinyl repair in the dining room, or any
repairs requested for room [ROOM NUMBER], and 307.
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