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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review the facility failed to ensure housekeeping services were provided to 
maintain a clean and sanitary environment for 9 of 14 (R3, R8, R16, R17, R18, R19, R20, R21, R22, R23) 
residents reviewed for housekeeping on the sample list of 23.Findings include:The Resident Council Meeting 
Minutes, dated 9/10/2025, documents that New News Housekeeping/Laundry: Resident have concerns 
about shower rooms not being mopped.The Resident Council Meeting Minutes, dated 10/15/2025, 
documents that New News Housekeeping/Laundry: Resident have concern about floors being dirty/sticky.On 
10/27/2025 from 9:05 AM to 9:18 AM a tour was performed on 100 hall and 200 hall revealed:1. room 
[ROOM NUMBER], R16's and R22's room, had large torn pieces of incontinent briefs, food green beans and 
potatoes, and empty diet Coke bottle on floor. The floor was sticky when waking on it.2. room [ROOM 
NUMBER], R19's and R23's room, large torn pieces of incontinent briefs, soiled undergarments in trash can, 
strong urine odor in room and hallway. Flies observed in room on bed.3. room [ROOM NUMBER], R20's and 
R21's room, Strong urine odor immediately upon walking to doorway. Floor sticky and shoes sticking to floor 
when walking in room. Food on floor mat and floor of room. 2:26 PM Floor remains sticky with food on mat 
and floor.4. room [ROOM NUMBER], R17's and R18's room large torn pieces of incontinent briefs on floor, 
used gloves on floor.On 10/23/2025 at 2:28 PM V6, R3's daughter, stated that she visited her father for 
several days. V6 stated that on day 1 she came to the facility and her father was hanging out of the bed with 
his catheter tangled around his legs. V6 stated that there were a pair of urine-soaked pants hanging in the 
bathroom and R3 was laying in feces. V6 stated that on day 2 the pants remained wet and hand hanging in 
the bathroom. V6 stated that the floor was sticky with dirt and food on the floor. V6 stated that on Day 4 the 
floor remained sticky, and the same dirt and food remained on the floor. V6 stated that she asked the staff 
about the floor and did not get a response.On 10/23/2025 at 2:55 PM R1 stated that housekeeping does not 
clean her room every day. R1 stated that the floors are not mopped every day. R1 stated that they don't 
clean to her standards. R1 stated that she has her own hand dust mop and does some cleaning herself.R1's 
Minimum Data Set (MDS), dated [DATE], documents that R1 is moderately cognitively impaired.On 
10/27/2025 at 9:00 AM V5, Housekeeper, stated that she is assigned a specific area to clean each day. V5 
stated that she cleans and mops the residents' rooms that she is assigned daily. V5 stated that cleaning the 
rooms and mopping the floor daily is apart of her daily duties.On 10/27/2025 at 9:12 AM V7, Certified Nurse's 
Assistant (CNA), stated that housekeeping does come on the hall but not every room is cleaned.On 
10/27/2025 at 1:10 PM R11 stated that the room are not cleaned every day. R11 stated that they have gotten 
better but it's not every day. R11 stated that her floor is sticky for days and sometimes it gets cleaned up and 
sometimes it doesn't.On 10/27/2025 at 2:24 PM R17 stated that her room is not cleaned every day. R17 
stated that they do come from time to time and mop the floor and wipe stuff down but not daily.R17's sIDT 
IPOC (Care Plan/Care Conference), dated 10/2/2025, documents that R3 is alert and oriented x3 with little 
confusion.R11's 72 HR Occurrence F/U Charting, dated 10/6/2025, documents that R11 is alert and oriented.
On 10/27/2025 at 1:16 PM R10 stated that he is the vice president of resident council. R10 stated that it is a 
concern of the cleanliness of the facility. R10 stated that housekeeping does not consistently clean the 
rooms as they should. R10 stated that the rooms are not cleaned daily.R10's MDS, dated [DATE], 
documents that R10 is cognitively intact.On 10/27/2025 at 3:10 PM V12, Housekeeping 
Supervisor/Assistant, stated that daily the residents' room are to be deep cleaned. V12 stated that the trash 
is pulled, the high and low touch areas are cleaned, and the floors are mopped. V12 stated that this includes 
the bathrooms. V12 stated that they clean the hallways and common areas daily. V12 stated that they have 
not been able to clean the resident rooms because they are short of staff. V12 stated that this is what 
happened today. V12 stated that they have had staff quit, not come to work, or don't work when at facility. 
V12 stated that they are actively hiring. V12 stated that they have job listings on websites.On 10/28/2025 at 
9:47 AM V14, Social Service Director, stated that she was notified of V6's concerns 40 minutes after being 
posted on the internet. V6 stated that she was a little shocked because she had been in communication with 
V6 throughout R3's stay and this had not come up. V6 stated that R3 did have concerns of the cleanliness of 
the building, R3's bedroom floor being sticky and R3's catheter being tangled. V6 stated that she called up to 
the facility for them to address the concerns and informed V6 that she would have management give her a 
call on the following day.The facility's Daily Resident/Patient Room Cleaning Procedure, not dated, 
documents that Procedure: The room cleaning tasks should be performed in the following order: 1. 
Straighten up the resident's room; 2. Dust all flat surfaces with a cloth and disinfectant, clean the air vent 
covers, and spot clean all necessary areas; 3. Dust mop the floor and sweep all trash and debris to the door 
and pick it up with the dustpan. 4. Empty and clean the trashcans and put in a new liner if necessary. 5. Wet 
mop the room using disinfectant, ensuring a CAUTION floor sign is in use.The facility's Routine Cleaning and 
Disinfection policy, dated 1/2025, documents that It is the policy of this facility to ensure the provision of 
routine cleaning and disinfection in order to provide a safe, sanitary environment and to prevent the 
development and transmission of infections to the extent possible. It also documents Policy Explanation and 
Compliance Guidelines: 1. Routine cleaning and disinfection of frequently touched or visibly soiled surfaces 
will be performed in common areas, resident rooms, and at the time of discharge.The facility's Deep Clean 
Check Off List, not dated documents that This room must be sanitized, dusted and dirt-free when you are 
done. CHECK OFF THE FOLLOWING AREAS WHEN COMPLETED: 1. Pull out beds and sweep/vacuum 
under, wipe down bed frames and springs as well. 2. Pull out dressers and sweep/vacuum under, do not 
forget to wipe down sides as well. 3. Dust and wipe down TV and underneath 4. Clean and dust bed frame, 
pillows, and springs. 5. Clean ceilings, vents, and light fixtures. 6. Clean windowsills and inside of window. 7. 
Clean and wipe down heater/a.c. units, remove trash from inside of units. 8. Clean and wipe down pictures 
on walls. 9. Clean and wipe down [NAME].ge cans inside and out. 10. Clean and wipe down all walls 
(ESPECIALLY NEXT TO TRASH CANS AND SOAP DISPENSERS). 11. Check bed linens for rips or tears. 
12. Check skid strips and alert management if they need to be replaced. 13. Clean and wipe down doors, 
door jams and door frames. 14. Clean and wipe down closets and shelves, inside and outside. 15. Clean and 
wipe down all table, nightstands and rolling tables. 16. Clean and wipe down all chairs - legs and backs 
included. 17. Clean and wipe down baseboards/edges (use scraper to remove dirt in corner). 18. Clean and 
disinfect floor. 19. Clean and disinfect toilet. 20. Clean and disinfect sink. 21. Disinfect and wipe down 
bathroom pull cords. 22. Clean and disinfect shower stall/tub. 23. Clean and wipe down vents. 24. Clean and 
wipe down ANY wheelchairs in the room. 25. Inspect curtains for spills or damage and alert management if 
they need replaced. 26. Clean and disinfect any refrigerators. 27. Clean and disinfect any phones, remotes, 
call lights and anything else in the room.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to assess and implement appropriate fall intervention for 1 of 3 
(R3) residents reviewed for falls in a sample list of 28. This failure resulted in R3 experiencing an 
unwitnessed fall, sustaining a laceration to his forehead requiring 8 sutures by local hospital.Findings 
includeR3's Care Plan, dated 10/22/2025, documents that R3 at risk for falls. The resident has impaired 
cognition and impaired safety awareness. The resident has balance or walking impairments. The resident 
has a history of falls., The resident has FUNCTIONAL IMPAIRMENTS OF THE LOWER EXTREMITIES 
which causes safety issues with transfers and/or walking. Interventions anticipate and meet resident's needs. 
Be sure the resident's call light is within reach and encourage the resident to use it for assistance as needed. 
Fall RISK evaluation. Frequent monitoring of resident to ensure safe positioning and needs are met. Keep 
bed in lowest position acceptable by the resident when the resident is in bed. Turn and reposition. Visual and 
or verbal reminders to use call light. Family does not want resident to sit up for more than 30 minutes at a 
time. Discussed with family importance of sitting up for longer intervals to improve resident's strength.R3's 
Minimum Data Set, dated [DATE], documents that R3 is severely cognitively impaired and dependent on 
staff for mobility.R3's Fall Assessment, dated 10/15/2025, documents that R3 is high risk for falls.R3's 
admission Assessment, dated 10/16/2025, documents that R3's has unsteady gait requiring supervision, 
impaired balance, and has weakness.R3's Progress Note, dated 10/21/2025 at 4:47 PM, documents that 
Nursing staff request this NP evaluate the patient after a ground-level fall with injury. Nursing staff report 
patient was sitting in his wheelchair waiting the CNA to bring him to the shower. Staff report he was left alone 
no longer than 4 min. Patient stood up and attempted to walk and lost his balance and his head on the 
doorknob. He sustained a laceration to his forehead and a puncture wound to his upper lip just beneath his 
nose. Pressure was applied to his forehead laceration and bleeding had stopped prior to this NP's arrival at 
bedside.R3's Fall Report, dated 10/21/2025 at 1:15 PM, documents that Incident Description: Nursing 
Description: This nurse heard a boom and walked down hallway to find resident crawling on floor towards 
door. Resident Description: Resident Unable to give Description. Was this incident witnessed: N (no). Mental 
status: oriented to person and situation. Injury type/location: laceration/Face. Notes: resident noted to have a 
laceration in the middle of his forehead. Predisposing Physiological Factors: Confused and Impaired 
Memory. Predisposing Situation Factor: Ambulating without assist. Other Info: R3 was in bed after lunch, 
family requested that he be returned to bed following meal. Family left shortly before resident was returned to 
bed. Nurse heard noise in room -when she entered room, resident was seen crawling on the floor next to his 
bed. Resident had sustained a laceration to the middle of his forehead.On 10/23/2025 at 2:28 PM V6, R3's 
daughter, stated that she and her family visited R3 several days during his stay at the facility. V6 stated that 
on the day of his fall R3 was up in his wheelchair in the dining room. V6 stated that they were happy about 
this because R3 had been in the bed at the hospital for 5 weeks. V6 stated that they noticed that R3 was 
agitated, moving, yelling, and felt maybe the environment was overstimulating for R3. V6 stated that they 
asked if he could lay down after his meal and was told that this was possible. V6 stated that the family left. 
V6 stated that shortly after she received a call that R3 fell out of the bed and fell to the floor. V6 stated that 
she was informed that R3 was crawling on the floor with blood coming from head. V6 stated that she was 
informed that R3 would be sent to hospital due to having a cut on his head. V6 stated that she was informed 
that they knew R3 wouldn't stay in the bed and that is why they took his wheelchair out of the room.On 
10/27/2025 at 12:50 PM V9, Licensed Practical Nurse, stated that she was R3 nurse on the day of his fall. 
V9 stated that the family was visiting and requested that R3 lay down after his meal. V9 stated that R3's 
family left and R3 stayed in the dining area until he started throwing cups and things. V9 stated that R3 was 
at that time removed from the dining area. V9 stated that she and V18, Certified Nurses' Assistant, assisted 
R3 into the bed. V9 stated that R3 was restless, not wanting to stay in the bed and not wanting to be in the 
chair. V9 stated V18 said that R3 needed a sitter. V9 stated that when admitted they didn't say he needed 
one. V9 stated that she informed V18 that she would have to talk with management. V9 stated that she 
informed V18 to go and take care of her other residents. V9 stated that she stayed and tried to calm R3 and 
keep him still and not trying to get out of the bed. V9 stated that she thought she had calmed and left the 
room. V9 stated that she made it to the nurses' station and heard a noise. V9 stated that she headed down 
the hall and saw R3 crawling on the floor with blood coming from head.On 10/28/2025 at 9:52 AM V15, CNA, 
took care of R3 the day before the fall. V15 stated that R3 was antsy and would move all over the bed. V15 
stated that you had to check on R3 every 15 to 30 minutes because he would be all over the place. V15 
stated that she never saw R3 stand up to transfer himself. V15 stated that she had came in the room and R3 
was in a different position than she left him in.On10/29/2025 at 9:30 AM V9 stated that R3 would roll around 
in his bed. V9 stated that he would strip clothing and remove his gown and incontinent brief. V9 stated that 
R3 would pull at his catheter. V9 stated that he would roll around in the bed. V9 stated that she did not see 
him trying to get out of bed, but he did lay close to the edge with his feet hanging out at times. V9 stated on 
the day of the fall R3 had gotten up in his wheelchair. V9 stated that R3 didn't want to stay in the chair or in 
the bed. R3's family came to visit. V9 stated that R3 was throwing dishes and was brought to his room. V9 
stated that R3 was assisted to bed. V9 stated that V18 took the wheelchair out of the room to keep R3 from 
trying to transfer himself. V9 stated that she can't make the decision for a 1 on 1. V9 stated that she must 
notify and wait for management before a 1 on 1 can be put in place.On 10/29/2025 at 10:56 AM V18, CNA, 
stated that she was assigned to R3 on the day of his fall. V18 stated that R3 was restless, trying to stand up, 
get out of bed, and once in the chair he would try to get out of the chair. V18 stated that R3 was making 
sudden abrupt movements. V18 stated that she knew R3 wasn't safe and stayed with him to keep R3 safe. 
V18 stated that she stayed with R3 until restorative came and got him up. V18 stated that R3 was taken to 
the dining area next to the nurses' station so he could be monitored. V18 stated that shortly after getting to 
the dining room R3's family came in. V18 stated that she was picking up hall trays and V9 brought R3 back 
to his room and V18 helped transfer R3 to the bed. V18 stated that they laid him down. V18 stated that R3 
was making abrupt jerking movements, trying to get up and then trying to sit down repeatedly. V18 stated 
that he was not safe alone. V18 stated that she left the room once R3 was in the bed and V9 stayed with R3 
to keep an eye on him. V18 stated that she knew he was unsteady, and they had removed the wheelchair to 
keep R3 from trying to transfer self into it. V18 sated that she sat with him earlier. V18 stated that once you 
lay him down you had to get him up. V18 stated that R3 would not stay in the bed, and he would not stay in 
the wheelchair. V18 stated that R3 was confused he was in a different time frame. V18 stated that R3 was 
saying that his car was stranded and that he needed to go get it. V18 stated that they stayed with R3. V18 
stated that at no time was R3 left alone. V18 stated that R3 wasn't safe. R3 stated that the 1 on 1 was 
provided to keep R3 safe from falling and getting hurt.On 10/30/2025 at 8:50 AM V1, Administrator, stated 
that if a staff observes a situation that puts a resident at risk for fall and or injury the staff are to put 
interventions in place at that time and notify management. V1 stated that once they meet the intervention 
may change. V1 stated that she is confident in her charge nurses that they can implement and discontinue 
interventions. The facility's Fall Prevention policy, dated 8/15/2025, documents that Policy: Each resident will 
be assessed for fall risk and will receive care and services in accordance with their individualized level of risk 
to minimize the likelihood of falls. Policy Explanation and Compliance Guidelines: 2. Upon admission, the 
nurse will complete a fall risk assessment along with the admission assessment to determine the resident's 
level of fall risk. 4. Low/Moderate Risk Protocols: a. Implement universal environmental interventions that 
decrease the risk of resident falling, including, but not limited to: i. A clear pathway to the bathroom and 
bedroom doors. ii. Bed is locked and lowered to a level that allows the resident's feet to be flat on the floor 
when the resident is sitting on the edge of the bed. iii. Call light and frequently used items are within reach. 
Iv. Adequate lighting. v. Wheelchairs and assistive devices are in good repair. b. Monitor for changes in 
resident's cognition, gait, ability to rise/sit, and balance. c. Encourage residents to wear shoes or slippers 
with non-slip soles when ambulating. d. Ensure eyeglasses, if applicable, are clean and the resident wears 
them when ambulating. e. Monitor vital signs in accordance with facility policy. f. Complete a fall risk 
assessment every 90 days. and as indicated when the resident's condition changes. 5. High Risk Protocols: 
a. The resident will be placed on the facility's Fall Prevention Program. i. Indicate fall risk on care plan. b. 
Implement interventions from Low/Moderate Risk Protocols. c. Provide interventions that address unique risk 
factors measured by the risk assessment tool: medications, psychological, cognitive status, or recent change 
in functional status. d. Provide additional interventions as directed by the resident's assessment, including 
but not limited to: I. Assistive devices ii. Increased frequency of rounds iii. Sitter, if indicated iv. Medication 
regimen review v. Lowbed vi. Alternate call system access VII. Scheduled ambulation or toileting assistance 
v111. Family/caregiver or resident education IX. Therapy services referral
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