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Rosewood at Tybee Island of Journey Llc, The 7 Rosewood Avenue
Tybee Island, GA 31328

F 0584

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, resident staff interviews, and record review, the facility failed to maintain a clean and
comfortable homelike environment for two of 27 rooms (room [ROOM NUMBER] and room [ROOM
NUMBER]) related to dirty Packaged Terminal Air Conditioner (PTAC) filters, debris build-up on the
floor, unidentified clothing items on the floor, a unknown bagged item stored in the residents room,
and a light bulb base hanging from the ceiling bathroom. Findings included: During an observation on
6/5/2026 at 8:42 am, the PTAC Unit in room [ROOM NUMBER] revealed that the PTAC Unit filter
contained thick, grayish-colored fuzzy debris. During an observation on 6/5/2026 at 9:17 am and
6/6/2026 at 7:46 am in room [ROOM NUMBER] revealed the PTAC filter obtained a gray thick fuzzy
debris, a thick gray substance underneath the PTAC unit with a business card embedded in the debris,
a square black item wrapped in a black garbage bag placed next to the bedroom sink, unidentified
clear bag containing clothing items, and the light bulb base was hang by wires from the ceiling
bathroom. A review of R58's quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed
a Brief Interview for Mental Status (BIMS) score of 14, indicating little to no cognitive
impairment.During an interview on 6/5/2026 at 9:17 am, R58 revealed the black square items placed
next to the sink belonged to a resident that was previously occupied the room. He continued to state
it had been there for a while, and not sure why it was still in his room. Further, R58 stated the
unidentified item placed next to his headboard was not his clothing items, and it has been on his floor
for a few days now. Continued with the interview with R58, who revealed he uses his restroom and
stated he noticed the hanging light bulb and stated it has been like that for a while. R58 stated that he
was not satisfied with the conditions of his room, and he stated that his room is not cleaned on a
routine basis. During a walk-through observation and interview on 6/7/2026 at 1:59 pm, the Executive
Director (ED)confirmed that the PTAC filters in rooms [ROOM NUMBERS] contained thick gray fuzzy
debris on the filters. Continued with the walk-through observation and interview with the ED
confirmed room [ROOM NUMBER] had thick gray debris underneath the PTAC unit, room [ROOM
NUMBER] light bulb base was hanging from the ceiling, unidentified clothing items in an unclear and
unlabeled bag were on the floor next to R58 bedside, and an unknown item covered in a black garbage
bag should not be there or needs to be fixed. Lastly, the ED continued to state that his expectations
are for daily rounds to be conducted to identify these areas of concern and be addressed by the
appropriate department.
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115730 06/07/2026

Rosewood at Tybee Island of Journey Llc, The 7 Rosewood Avenue
Tybee Island, GA 31328

F 0925

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Many

Make sure there is a pest control program to prevent/deal with mice, insects, or other pests.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
resident and staff interviews and record review, the facility failed to ensure a vermin-free
environment related to an active raccoon infestation within the facility's attic ceilings, main dining
room, and walls. This failure placed 82 of 82 residents at substantial and immediate risk for physical
injury (scratches/bites) and exposure to infectious vectors and diseases, including rabies.On
6/6/2026, a determination was made that a situation in which the facility's noncompliance with one
or more requirements of participation had caused or had the likelihood to cause serious injury, harm,
impairment, or death to residents.The facility's Executive Director (ED) and Director of Nursing
Services (DNS) were informed of the Immediate Jeopardy (IJ) on 6/6/2026 at 6:17 pm. The
noncompliance related to the IJ was identified as having existed on 5/18/2026.An Acceptable
Removal Plan was not received at the time of exit on 6/7/2026. Therefore, the IJ status was
ongoing.Findings included:1. A review of the electronic medical record (EMR) revealed that R24 was
admitted to the facility on [DATE], with diagnoses including, but not limited to, disorders of muscle,
depressive episode, anxiety disorder, insomnia, major depressive disorder, and muscle weakness.A
review of R24's Nurse Progress Note dated 5/28/2026 at 6:55 pm revealed an encounter adjustment
disorder with mixed anxiety and depressed mood related to stressors (financial, functional,
environmental).2. A review of the EMR revealed that R31 was admitted to the facility on [DATE] with
diagnoses including but not limited to muscle weakness, difficulty in walking, and cognitive
communication deficit.A review of R31's Nurse Progress Note dated 5/26/2026 at 7:41 pm revealed in
encounter Remeron 30 milligrams (mg) at bedtime for insomnia. The recommended
nonpharmacological interventions were to maintain a quiet and stress-free environment.During an
observation on 6/5/2026 at 10:32 am, there was a hole in the ceiling of R24's room. She indicated that
the hole was caused by a raccoon falling through the previously wet ceiling tile and that the incident
occurred on Tuesday, 6/2/2026. R24 expressed her concerns about sleeping at night, fearing that
another object might fall through. Additionally, R24 presented a photograph showing the raccoon
positioned between the wall and the nightstand, with the document dated Tuesday at 6:15 pm.During
an interview and observation conducted on 6/5/2026 at 10:44 am, R29 stated that she experiences
fear at night due to the sound of something heavy moving in the ceiling. She is concerned that it may
collapse through the stained ceiling tiles above her bed.During an interview conducted on 6/5/2026 at
4:20 pm, the Director NN reported that a raccoon had entered through the ceiling. However, she
clarified that the raccoon did not fall onto the residents. This incident occurred on 6/4/2026 at 10:43
am. She further confirmed that the raccoon fell onto the floor. The facility has since ordered tiles and
traps throughout the premises, and three raccoons were captured and relocated to wildlife. She
mentioned that there are several more raccoons in the ceiling, and their presence can be heard. In
total, three raccoons were captured from Monday to Thursday. One of the raccoons was discovered in
the hallway near the kitchen by a nurse.During an interview on 6/6/2026 at 9:43 am, R24 stated that
her primary concern was the prolonged duration taken to repair the hole in the ceiling.During an
interview on 6/6/2026 at 9:50 am, the Business Office Director stated that staff were moving about in
a state of fear because a raccoon had fallen from the ceiling in the residents' room. She stated that
upon entering the room, she noticed the hole, closed the resident's door, took two pillowcases, and
used them to capture the raccoon, placing it in a trap until wildlife rescue could retrieve it. She
mentioned that the raccoon had fled to the corner of the room and was hiding between the nightstand
and the wall.During an interview on 6/6/2026 at 1:33 pm, R31 stated that no one inquired whether she
wished to be moved from the room; they primarily communicated with her roommate.During an
interview on 6/6/2026 at 1:33 pm, R24 stated that on 6/2/2026, a raccoon had fallen from the ceiling
into the room adjacent to her bed. R24 mentioned that the staff tried to remove her from the room but
were unable to get the bed through the doorway. R24 stated that she and R31 remained in the room
(continued on next page)
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115730 06/07/2026

Rosewood at Tybee Island of Journey Llc, The 7 Rosewood Avenue
Tybee Island, GA 31328

F 0925

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Many

with the ceiling still exposed. Additionally, R24 stated that she feared that other objects, such as a
snake, a mother raccoon, or any other item, might fall through.During an interview on 6/6/2026 at 3:06
pm, the DNS stated that she observed the incident in the dining room late in the evening. A staff
member captured the raccoon in a cage and subsequently removed it from the premises. This was the
only instance she was aware of before 6/1/2026, and she expressed uncertainty regarding any
previous occurrences. She mentioned that the ED was informed, as she had contacted him. The DNS
also communicated with the Registered Nurse (RN) OO and the Certified Nursing Assistant (CNA) BB
to relocate residents. The DNS recounted that while she was walking, the raccoon fell. She reported
that she informed the ED, who then contacted corporate, leading to a call to pest control. She
instructed the staff to keep the residents' room door closed and advised them to reach out to the
appropriate personnel. The DNS indicated that she only assessed the resident's room where the
raccoon was found but did not conduct interviews with other residents; however, she did speak with
one resident outside at that time. She stated that she directed the staff RN OO and CNA BB to
relocate the resident to another room, but later discovered that they had not done so. She reiterated
that both residents were supposed to be moved. However, CNA BB explained to her that they could
not move the bed because it would not fit through the door, and the bedrails could not be lowered. The
DNS expressed concern for the other residents, noting that they could have moved her, but there was
no available bed for R24 to transfer into. The DNS admitted she did not have an explanation for why
the roommate was not relocated. She felt that if R24 was being left behind, there was no point in
moving the other resident, R31, because the raccoon fell on the R24 side of the room. The DNS shared
that she visits the resident's room daily and has concerns regarding the exposed hole. She discussed
this issue with the ED, who ordered tiles to address the situation. The DNS confirmed that the
residents were still at risk; however, she did not consider them at risk because she was unsure if
there were other issues present. The DNS acknowledged the risk posed by the open hole and the
potential dangers it presented. She does not require staff to document frequent checks or to inform
the Social Worker to follow up with the residents.During an interview on 6/6/2026 at 3:28 pm, CNA CC
stated that she heard about a raccoon falling from the ceiling in a resident's room. She mentioned that
she had observed them outside in traps located in the designated smoking area. CNA CC stated that
she had seen traps positioned near the dumpsters. She confirmed she has noticed the raccoons
outside by the dumpsters since last year.During an interview on 6/6/2026 at 3:31 pm, the ED stated
that on 5/19/2026 (error), the prior Maintenance Assistant PP had indicated they heard noises coming
from the ceiling. (It was later confirmed by the administrator that the date of 5/19/2026 was an error,
and the actual date of the sighting was 5/18/2026.) The ED stated that upon investigation,
Maintenance Assistant PP climbed a ladder and discovered a raccoon in the [NAME] Wing. He
mentioned that the DNS and the entire staff were informed about the raccoon sighting during a staff
meeting on the same day. He noted that between (5/18/2026) and 6/1/2026, no additional raccoons
were captured. On (5/18/2026), only one raccoon was caught in a trap, and the second raccoon was
captured on 6/1/2026 after it fell through the ceiling. He stated that discussions were held with the
staff regarding the issue, but they had not been addressed in the Quality Assurance and Performance
Improvement (QAPI) meetings. He mentioned that they had set out one trap approximately three
weeks ago and added three more traps this past Friday, 6/5/2026. The ED reported that they have
successfully captured four raccoons and a cat. He acknowledged that this has been an ongoing issue
on the island. He mentioned that there is a Performance Improvement Plan (PIP) concerning the
raccoon situation, but there has been no meeting regarding it. They offered to relocate R24, and
although she initially agreed, she later decided to return. He confirmed the hole was repaired either on
6/5/2026 or 6/6/2026. He expressed uncertainty regarding his ability to implement temporary
coverings for the ceiling on the same day as the incident until the order was received. He revealed the
pest control company visits the facility on a daily basis to inspect the traps, and their contract is on
an as-needed basis. He confirmed the presence of two raccoons in the courtyard and two in the
(continued on next page)
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Residents Affected - Many

dumpster, indicating the locations of the traps; no traps were set within the building or attic due to
their excessive weight, which prevents them from being placed on the ceiling structure. He pointed
out that the raccoon issue had been present before his arrival and that the facility was aware of it. He
explained the facility is set to receive a new roof, but he believes that this will not address the
raccoon problem. He attributed the presence of raccoons and cats to the condition of the dumpsters,
which the ED verified as having broken lids. He clarified that the bulky furniture next to the dumpster
was from the previous company that leased equipment and was replaced by the new ownership. The
company recently came to retrieve their equipment. He speculated that the items had been outside
since 2/1/2026. He mentioned that he had not personally observed the issue but had heard staff
discussing it, especially concerning the ceiling scratching that occurred on (5/18/2026). He stressed
that this situation presents infection control and health risks, including those associated with rabies,
as well as bites and scratches that could affect the residents, among other concerns. He noted that
the infant raccoons that had been captured do not have rabies and that the mother approached the
buildings to give birth to them. He indicated that they are performing patchwork today due to the
presence of water spots on the tiles. He confirmed that the Maintenance Director would be
responsible for ensuring that the facility is free of any open and exposed external holes.During an
interview on 6/6/2026 at 3:47 pm, CNA BB stated that he worked on 6/2/2026. On 6/1/2026 or
6/2/2026, a baby raccoon fell in the middle of the hallway. He stated the ED was in the hall, and they
blocked the hallways. The ED and a nurse proceed to put a raccoon in the cage. He stated he was
working when a raccoon fell in the resident's room. He was instructed to do frequent rounds; he
attempted to move the resident, but the pin to the bedrail was stuck. He stated he was unsure if the
hole from the ceiling was fixed after that day. He did say the resident was okay with being back in the
room as long as they fixed the hole. He informed Licensed Practical Nurse (LPN) GG that at the time
he couldn't get the bed out and he passed that responsibility to the nurse. He said the room was for a
new admit and was going to hold her until they arrived. He said the nurse spoke with social services,
and she went to speak with the residents. CNA BB stated the residents voiced that they felt unsafe
cause there was a raccoon in the building.During an interview on 6/6/2026 at 4:13 pm, CNA GG stated
that two raccoons had fallen from the ceiling-one in the hallway and the other in a resident's room.
CNA GG confirmed that she helped remove the raccoon that had fallen in the hallway; she used a
broom to sweep it out into the patio area and into a cage. CNA GG highlighted that this raccoon was
aggressive, hissing, and very resistant.During an interview on 6/6/2026 at 5:01 pm, CNA HH revealed
that she had heard scratching noises a week prior while she was charting at the nurse station from
the ceiling. However, this week she heard R24 shout that a raccoon had fallen into her room. CNA HH
explained she believed the raccoon managed to enter through the ceiling, as the rain had caused a
water stain to appear on it.During an interview on 6/6/2026 at 5:20 pm, CNA EE stated that she hears
noises and movements that resemble running during the night. She confirmed observations of a
raccoon at night, particularly in the parking lot and near the entrance door. She has not reported any
sounds, except for last weekend in East Wing room [ROOM NUMBER], where a visitor, the brother of
R2, was present during the daytime. The R2 brother voiced a complaint at the nurse's station,
indicating that it sounded like an animal in the building. CNA EE disclosed that the report was written
two weeks ago, noting that R2 requires total care. She confirmed that she has not received any
in-service training regarding what to do if she encounters wildlife in the building.
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