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Level of Harm - Minimal harm 
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Residents Affected - Many

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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Based on observation, interview and record review, the facility failed to ensure doors to enter the building 
were locked for all 84 of 84 sampled residents when the facility failed to ensure two doors (main entrance 
and rear exit) had functioning locks and failed to ensure staff kept the rear exit closed and supervised 
according to facility expectations while the doors locks were broken.The failure had the potential for 
unauthorized people to enter the facility building which had to potential to affect all residents' safety.During 
an observation on 11/8/25, at 5:02 a.m., in the parking lot at the back of the facility, the rear exit door of the 
facility was inspected. From 5:02 a.m. to 5:40 a.m., the rear exit door was propped open by a wet floor sign. 
Facility staff were exiting and reentering the building without closing the door. A sign affixed to a nearby 
window indicated the facility Visiting Hours 8:00 a.m. to 8:00 p.m During an observation on 11/8/25, at 5:41 a.
m., the surveyor entered the building and entered a resident hallway with resident rooms 16, 17, 18 and 19 
without encountering any staff members. Residents were observed sleeping in bed. Surveyor walked down 
to the dining room near the nurses' station before encountering a certified nursing assistant exiting a 
resident's room outside of the dining room.During an interview on 11/8/25, at 5:43 a.m., with Registered 
Nurse 1 (RN 1), RN 1 stated the front door of the facility was expected to be closed and locked to prevent 
outside access when outside of visiting hours. RN 1 stated the visiting hours were 8:00 a.m. to 8:00 p.m.
During an observation on 11/8/25, at 6:10 a.m., the front entrance door was inspected. The front entrance 
door was not locked and could be opened from the outside.During an observation on 11/8/25, at 6:19 a.m., 
the rear exit door was open and propped open by the same wet floor sign.During an observation 11/8/25, at 
6:40 a.m., the Maintenance Director (MDir) removed the wet floor sign from the rear exit and closed the door.
During an observation on 11/8/25, at 6:51 a.m., a staff member assisted Resident 1 through the rear exit 
door. The staff member left the door propped open.During a concurrent record review and interview on 
11/8/25, at 7:25 a.m., with MDir, the facility maintenance logs titled, Maintenance Work Order, dated from 
10/1/25 to 11/8/25, were reviewed. MDir stated the maintenance records did not include any reports about 
the broken rear exit door lock.During a concurrent observation and interview on 11/8/25, at 8:00 a.m., with 
MDir, the rear exit door was inspected. MDir stated the rear exit door's locking mechanism was broken and 
the rear exit door could not be locked.During a concurrent interview and record review on 11/8/25, at 8:10 a.
m., with MDir, an online order for a door lock titled, Details for Order #114-1624816-4441814, dated 11/8/25, 
was reviewed. MDir stated they were informed of the broken lock a week ago and requested a locksmith to 
service the door. MDir stated the locksmith could not repair the door and had to order a new lock. The online 
order indicated MDir had E-procurement order placed: 11/8/25. MDir stated the lock would be installed on 
Monday.During an interview on 11/8/25, at 8:21 a.m., with Licensed Vocational Nurse 1 (LVN 1), LVN 1 
stated the rear exit doors should remain closed but unlocked during visiting hours. LVN 1 stated all doors 
needed to be closed and locked from the outside after visiting hours. LVN 1 stated they were not aware of 
the rear exit door lock being broken.During a concurrent observation and interview on 11/8/25, at 8:37 a.m., 
with Operations Assistant (Operations Assistant), MDir and the Administrator present, the front door's locking 
mechanism was inspected. MDir stated they were not aware of any issues with the front door lock. Upon 
inspection, MDir could not engage the locking mechanism to lock the front doors. MDir stated the door was 
misaligned and prevented the front entrance door from being locked. OA stated the front entrance and rear 
exit doors were expected to be closed and locked to prevent unauthorized outside access outside of the 
visiting hours of 8:00 a.m. to 8:00 p.m OA stated all doors should remain closed but unlocked during visiting 
hours. OA stated the facility was aware of the inoperable lock and expected staff to supervise the hallway to 
prevent unauthorized entry and exit.During a concurrent interview and review on 11/8/25, at 9:05 a.m., with 
OA, the facility policy and procedure (P&P) titled, Exits or Means of Egress, dated 07/2024, was reviewed 
the P&P indicated exit doors remain unlocked at all times. OA clarified the expectation was the exit and 
entrance doors would be locked from the outside but were unlocked from the inside.During an observation 
on 11/25/25, at 8:10 a.m., the rear exit door was inspected. The rear exit door was propped open by an 
orange traffic pylon.
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