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F 0921 Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the
public.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to ensure a clean, sanitary, and homelike

Residents Affected - Few environment was provided for 1 of 12 rooms reviewed for environment. (room [ROOM NUMBER])

Findings include:

During an observation, on 7/2/25 at 9:18 a.m., room [ROOM NUMBER] had an old urine smell to it. There
were approximately 7 different flies in the room. 2 flies were crawling on top of Resident B as he was
sleeping. There were also 2 flies in his cup of juice and a sock on his bedside table. The bedside commode
had a very small amount of dark yellow urine in the basin. In room [ROOM NUMBER]'s bathroom, there was
a dried, dark drown substance smeared on the toilet with 2 flies crawling on the substance. There was also a
puddle of liquid on the floor with dark yellow liquid on the trash can liner.

Resident B and C resided in room [ROOM NUMBER].

The clinical record for Resident B was reviewed on 7/2/25 at 10:15 a.m. The diagnoses included, but were
not limited to, dementia, osteoarthritis, and encephalopathy (a brain disease which could cause confusion).

A current care plan, last revised on 6/20/25, indicated Resident B required assistance with toileting due to
decreased mobility, weakness, and incontinence. Interventions included, but were not limited to, assistance
with incontinence care as needed.

The clinical record for Resident C was reviewed on 7/2/25 at 10:15 a.m. The diagnoses included, but were
not limited to, dementia, chronic kidney disease stage 3, and depressive episodes.

A current care plan, last revised on 5/13/25, indicated Resident C required assistance with toileting due to
decreased mobility, weakness, incontinence, and the diagnoses of dementia. Interventions included, but
were not limited to, assistance with incontinence care as needed.

During an interview, on 7/2/25 at 9:25 a.m., Qualified Medication Assistant (QMA) 2 indicated there were
several flies in the room. Staff were supposed to clean out the basin after each use of the bedside commode.

(continued on next page)
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F 0921 During an interview, on 7/2/25 at 9:35 a.m., Certified Nursing Assistant (CNA) 3 indicated there was usually a
liner placed in the bedside commode and staff would change it after each use. When CNA 3 went into the

Level of Harm - Minimal harm or bathroom, she was observed to shoo away a fly and indicated the dark brown substance on the toilet

potential for actual harm appeared to be feces.

Residents Affected - Few During an interview, on 7/2/25 at 9:38 a.m., Housekeeper 4 indicated she was not sure the last time the

bathroom was cleaned. She was usually just a fill in and it appeared to her that the dark brown substance on
the toilet appeared to be feces.

During an interview, on 7/2/25 at 10:10 a.m., the Executive Director (ED) indicated the housekeepers
cleaned up messes, but the CNAs could clean up if the resident had an incontinence episode.

During an interview, on 7/2/25 at 12:15 p.m., the ED indicated they did not have a policy which included
providing a homelike environment, but it was a mission for the facility.

A current facility policy, titled Resident Rights, dated as last reviewed on 7/2023 and received from the
Director of Nursing on 7/2/25 at 11:50 a.m., indicated .All staff members recognize the right of residents at all
times and residents assume their responsibilities to enable dignity, wellbeing, and proper delivery of care

This citation relates to Complaint IN00462246.
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