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Provide care and assistance to perform activities of daily living for any resident who is unable.
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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 respond to call lights for 2 of 3 residents 
reviewed for dependent residents call light response times (Residents B and L). Findings include:1. On 
12/8/25 at 12/8/25 at 12:12 p.m., Resident B was observed sitting in a manual wheelchair (WC) in her room 
and indicated she had been waiting for 15 minutes for staff to come change her wet brief. The resident's call 
light was observed not to be activated, and she indicated staff had shut the light off and told her they would 
return. Certified Nursing Assistants (CNAs) 8 and 9 were observed in the hallway passing lunch trays, but 
they were not observed to enter the resident's room or speak to her. Resident B reactivated her call light. On 
12/8/25 at 12:16 p.m., Licensed Practical Nurse (LPN) 13 was observed entering Resident B's room, she 
turned the call light off, left the room, and returned to the nurse's station. On 12/8/25 at 12:27 p.m., Resident 
B was observed sitting in the same position in her wheelchair eating her lunch. The resident indicated the 
nurse had shut the call light off and told her staff could not change her brief during lunch as it would cause 
contamination issues. LPN 6 was present during the conversation. On 12/8/25 at 12:49 p.m., Resident B 
remained in the same position in her wheelchair, her call light was activated and she indicated staff had not 
yet come to change her brief. CNAs 8, 9, and an unidentified CNA were observed walking up and down the 
hallway, they did not respond to the resident's call light. LPN 13 was observed standing at the nurse's 
station, and indicated she was responsible for resident care on the D Hallway to include Resident B. On 
12/8/25 at 1:07 p.m., Resident B's call light remained activated and could be observed flashing in the hallway 
from the nurse's station. Resident B's clinical record was reviewed on 12/9/25 at 12:32 p.m. Diagnoses on 
Resident B's record included hemiplegia and hemiparesis (paralysis) affecting the left side, and Parkinson's 
disease. A quarterly MDS (Minimum Data Set) assessment, completed on 11/13/25, indicated Resident B 
was cognitively intact, had no behaviors and had no rejection of care. The resident required 
substantial/maximal assistance for toilet hygiene, transfers, standing, and used a wheelchair for mobility. The 
resident was frequently incontinent of bladder and bowel. A care plan for Resident B, dated 6/20/25, 
indicated the resident required assistance with toileting because she was incontinent, had impaired mobility, 
and she needed assistance with transfers. Approaches included assisting with elimination, assisting with 
incontinent care as needed, and checking every 2 hours for incontinence. A care plan for Resident B, dated 
6/20/25, indicated the resident was at risk for falls due to hemiplegia/hemiparesis causing impaired mobility 
on the left non-dominant side and Parkinson's disease. The resident needed assistance with incontinence 
care, and she would attempt to self-transfer to and from bed into and out of her wheelchair. Approaches 
included environmental changes, and keeping her personal items and call light within reach. During an 
interview on 12/9/25 at 12:53 p.m., the Director of Nursing Services (DNS) indicated call light response times 
were not supposed to be over 5 minutes. All nursing staff and managers should answer call lights. 2. On 
12/9/25 at 10:57 a.m., Resident L was observed lying on the bed watching the television, the sheet was 
partially covering his legs, and he was observed to be wearing an adult brief. The resident was alert, 
oriented, soft-spoken, and smiled during the conversation. The resident indicated he had a new below the 
knee amputation (BKA) and was in the facility for rehabilitation to learn to ambulate with a prosthesis. He 
could not transfer or ambulate on his own and used a bedpan versus getting up to the bathroom. Resident L 
indicated staff were often slow to respond to his call light which had caused him to have accidents and the 
need to wear an adult brief, all of which was embarrassing. Resident L's clinical record was reviewed on 
12/9/25 at 12:32 p.m. Diagnoses on Resident L's record included acquired absence of left leg below the 
knee. An admission MDS, completed on 11/28/25, assessed Resident L as being cognitively intact, and 
having no rejection of care. The resident was dependent for toilet hygiene, transfers, personal hygiene, and 
was frequently incontinent of bladder and bowel. The resident used a wheelchair for mobility. A care plan for 
Resident L, dated 11/24/25, indicated the resident required assistance with toileting due to impaired mobility, 
incontinence, and needing assistance with transfers. Approaches included assisting with elimination, 
incontinent care as needed, and checking every 2 hours for incontinence. A care plan for Resident L, dated 
11/24/25, indicated the resident was at risk for falls due to his age [AGE]-69, incontinence, needing 
assistance with transfers, activities of daily living, bed mobility, medications, unsteady gait, vision 
impairment, lack of understanding of one's physical and cognitive limitations, and a left BKA. Approaches 
included environmental changes, and keeping personal items and the call light in reach. During an interview 
on 12/9/25 at 1:45 p.m., the Executive Director (ED) indicated it was unacceptable for call lights to go 
unanswered for extended periods of time. During an interview on 12/9/25 at 3:00 p.m., the ED indicated they 
did not have a policy specific to call light response times. This citation relates to Intake 2682909. 3.1-38(a)(3)
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Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the 
public.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation and interview, the facility failed to maintain a clean and sanitary environment on 3 of 4 hallways 
observed for cleanliness (Hallways A, B, and D). Findings include: 1. On 11/24/25 Resident CC's family 
member e-mailed the Executive Director (ED) requesting a deep cleaning of the resident's bathroom. The 
e-mail indicated during a visit the resident's room and bathroom floors were filthy, and she was requesting 
they be cleaned. During the initial tour of Hallway D the following was observed: a. On 12/8/25 at 10:58 a.m., 
Resident D was observed propped in a bed positioned against the wall, watching videos on her cellphone, 
and the television on but muted. There was a large area of dried dark substances on the wall near the 
resident's head. On 12/9/25 at 10:38 a.m. a second observation was made of Resident D's room. The large 
area of dried dark substances remained on the wall near the resident's head. b. On 12/8/25 at 11:05 a.m., 
Resident E was observed sitting on the side of the bed with handwritten notes in his hand, plastic labels from 
soda bottles taped to the wall behind his bed, personal items stacked haphazardly on the foot of the bed, two 
fast food bags hanging from the slats of the window blinds, the floor was dirty, and there were unidentified 
dark substances smeared on his sheets where he sat. On 12/9/25 at 10:41 a.m., a second observation was 
made of Resident E's room. The plastic labels from soda bottles taped to the wall behind his bed, personal 
items stacked on the foot of the bed, two fast food bags hanging from the slats of the window blinds, and 
dirty/ sticky floor remaining unchanged. There were chunks of food on the floor under the over-the-bed table, 
and the bed sheets remained soiled with a large area of smeared dark substances. c. On 12/8/25 at 11:11 a.
m., the handrails and walls behind the handrails were observed to be soiled with dried substances. There 
was no housekeeper observed in the D Hallway. On 12/9/25 at 11:15 a.m., the Housekeeping Supervisor 
was observed to sweep and mop in Resident B's room, then she left the hallway. A second observation was 
made of the soiled handrails and walls around the handrails. d. On 12/8/25 at 12:12 p.m., Resident B was 
observed sitting in a manual wheelchair in her room. The resident's personal items were sitting among debris 
and sticky substances on an over-the-bed table, and the floors in her room were littered with dirt, debris, and 
trash. The toilet, floor in the bathroom, walls around the toilet, and sink were soiled in the bathroom that was 
shared between rooms for Residents B, Z, and BB. Resident B indicated her room had not been cleaned 
over the weekend. On 12/9/25 at 10:37 a.m., Resident B was observed to be out of her room. The 
Housekeeping Supervisor was observed sweeping up a pile of debris to include paper, an empty plastic soda 
bottle, straw papers, and dirt. The Housekeeping Supervisor indicated she and Housekeeper 12, who was 
permanently assigned to clean Hallway D, had to clean while the resident was out of the room as Resident B 
had accused both of them of stealing her belongings. e. On 12/8/25 at 12:20 p.m., Resident Z was observed 
in her room, sitting in a manual wheelchair, eating from a snack bag of potato chips. There was a long strip 
of toilet paper and a soiled vinyl glove on the floor near the resident's feet. The resident indicated she and 
her roommate, Resident BB, shared the bathroom with Resident B. She indicated it was not easy, especially 
in the middle of the night, as the other room's door was always left open, and anyone would walk in, and 
there were sometimes three wheelchairs in front of the sink preventing her from getting to it. Resident Z 
indicated housekeeping was supposed to clean her room every morning. 2. During the initial tour of Hallway 
A the following was observed: a. On 12/8/25 at 11:15 a.m., Resident F was observed being taken from her 
room in a manual wheelchair, she indicated she was headed to a church service. The resident's bathroom 
was observed to have small dark balls on the floor around her toilet. Licensed Practical Nurse (LPN) 6 
indicated the resident required assistance with activities of daily living (ADL's) to include transfers and 
toileting. On 12/9/25 at 10:45 a.m., a second observation was made of Resident F's bathroom. The small 
dark balls remained on the floor around her toilet, and the toilet was smeared with bowel movement (BM). b. 
On 12/8/25 at 11:19 a.m., Resident G was observed to be out of his room. The toilet riser in his bathroom 
was heavily soiled with dried BM, and there were pieces of crackers and crumbs on the floor around the bed. 
On 12/9/25 at 10:47 a.m., Resident G was observed being assisted to the bathroom by an unidentified nurse. 
At 11:08 a.m., a second observation was made of the bathroom, and the toilet riser and toilet lid both 
remained heavily soiled with dried BM. c. On 12/8/25 at 11:21 a.m., Resident H was observed propped up in 
a bariatric bed, wearing oxygen per a nasal cannula (NC), eating a snack, and looking through a shipped 
box. The resident or his bedding had a pungent sour smell that permeated into the hallway. The resident 
indicated the window in the room was opened 3 inches at his request due to him being hot despite the 
temperature being 25 degrees Fahrenheit (F) outside. On 12/9/25 at 10:48 a.m., a second observation was 
made of Resident H's room. The pungent sour smell remained that permeated into the hallway. During an 
interview on 12/9/25 at 12:39 p.m., the Director of Nursing Services (DNS) indicated Resident H was alert 
and oriented, he could assist with cleaning his upper body, he did not dress or get out of bed by choice, he 
fed himself, and he was incontinent in the bed. The DNS indicated she had spoken with the resident 
regarding refusals to get bathed or have incontinent care. d. On 12/8/25 at 11:39 a.m., Resident K was 
observed lying on the bed sleeping. The toilet in the shared bathroom with Resident J next door, was 
observed to heavily soiled on the inside and outside with BM, and there was stagnant urine with a film on top 
sitting in the toilet bowl. The bathroom emitted a heavy smell of old urine. On 12/9/25 at 10:53 a.m., a 
second observation was made of shared bathroom between Resident K and Resident J's rooms. The 
bathroom toilet remained heavily soiled on the inside and outside with dried BM, and there was stagnant 
urine with a film on top sitting in the toilet bowl. The bathroom emitted a heavy smell of old urine. A family 
member at bedside reminded Resident K to call for assistance when going to the bathroom. e. On 12/8/25 at 
11:40 a.m., Resident L was observed to be out of his room. There was an opened bottle of orange liquid 
described as a citrus spray and wipe disinfectant cleanser observed sitting on the foot of the resident's bed 
positioned closest to the door and was visible from the hallway. The labeled indicated for commercial and 
industrial use, keep out of reach of children. f. On 12/8/25 at 11:45 a.m., Resident M was observed lying on 
the bed sleeping. The toilet and lid of a trash can in her shared bathroom were observed to be heavily soiled 
inside and outside with BM. There was an opened tube of toothpaste and toothbrush on the sink near a used 
tissue soiled with a dark substance. On 12/9/25 at 11:00 a.m., a second observation was made of Resident 
M's room. The resident was observed sitting on the toilet in the shared bathroom, her walker in front of her. 
At 11:13 a.m., the resident was observed leaving the bathroom. The inside and outside of the toilet, lid of a 
trash can, and the floor around the toilet in her shared bathroom remained heavily soiled with dried BM. On 
12/8/25 at 11:48 a.m., room [ROOM NUMBER], documented as having no occupancy, was observed to have 
a clear trash bag containing a soiled sheet sitting on the floor in the doorway to the hall. On 12/8/25 at 11:49 
a.m., and 12/9/25 at 11:02 a.m., there was no housekeeper observed on the A Hallway either morning. 3. 
During the initial tour of Hallway B the following was observed: a. On 12/8/25 at 11:51 a.m., Residents N and 
P were observed lying on their beds. The shared bathroom floor, toilet, and sink were heavily soiled with 
balls and smears of BM. On 12/8/25 at 11:57 a.m., Housekeeper 12 was observed pushing a broom down 
the center of B Hallway, not his assigned hall. b. On 12/8/25 at 12:00 p.m., observation of a shared bathroom 
toilet and sink between rooms for Residents R, S, T, and U, was observed heavily soiled with dirt and dark 
hairs. On 12/9/25 at 11:24 a.m. a second observation was made of the shared bathroom between rooms for 
Residents R, S, T, and U. The bathroom remained heavily soiled with dirt, hair, BM on the inside and outside 
of the toilet, and toilet paper soaked in urine was on the floor in front of the toilet. Resident R was observed 
sitting on the side of the bed wrapped in a bedspread, dressed in a brief and white t-shirt. There were soiled 
napkins on the bed, spilled liquid on and under the over-the-bed table, personal items lying among sticky 
substances on the over-the-bed table, the floor throughout the room was soiled, and the wall behind the bed 
was smeared with unidentified dried dark substances. c. On 12/8/25 at 11:52 a.m., Housekeeper 10 was 
observed sweeping the in room for Residents V and W. The housekeeper indicated he had not arrived until 
9:00 a.m. that morning, and he was the only housekeeper for the hallway. On 12/8/25 at 12:04 p.m., 
observation of a shared bathroom between rooms for Residents V, W, X, and Y, after Housekeeper 10 left 
the room. The bathroom sink and toilet were heavily soiled with dirt, dark hairs, and the floor had scraps of 
torn paper, plastic, and debris. There were 2 gray wash pans under the sink filled with trash, unidentified 
white crystals, medicine cups, empty creamer cups, straws, the pans were covered in a dried white 
substance, and everything had a layer of dust on it. On 12/9/25 at 11:30 a.m., a second observation was 
made of the shared bathroom between rooms for Residents V, W, X, and Y. The dirt, debris, and wash pans 
under the sink remained in the bathroom which had not been cleaned. On 12/8/25 at 12:09 p.m., there were 
no housekeepers observed on the A or D Hallways, or common areas. On 12/9/25 at 11:33 a.m., the was no 
housekeeper observed on the B Hallway. There were wads of white paper debris observed on the floor in the 
walk areas around the central nurse's desk, on the floor at the entry of A Hallway, and the entry of the 
service hallway towards the main dining room. Staff from all departments were observed walking over the 
debris, with no attempt to pick it up. On 12/8/25 from 9:30 a.m. to 4:00 p.m., the public restrooms near the 
therapy gym were not observed to be cleaned or the floors mopped. Dust bunnies and debris remained on 
the floors with accumulation along the cove base and into the corners. During continuous observation of the 
A, B, and D Hallways, on 12/9/25 from 10:30 a.m. to 11:40 a.m., Housekeeper 10 was observed to mop 1 
room on the B hallway, and the Housekeeping Supervisor was observed to sweep 1 room on the D hallway. 
There was no observation of housekeeping staff sweeping or cleaning common areas or resident bathrooms. 
A housekeeping schedule, dated 12/7/25, documented 2 housekeepers as having worked hours from 6:00 a.
m. - 2:00 p.m. On 12/8/25, 3 housekeepers worked staggered hours from 6:00 a.m. - 5:00 p.m. On 12/9/25, 3 
housekeepers were scheduled to work staggered hours from 5:00 a.m. - 10:00 p.m. During an interview on 
12/9/25 at 12:14 p.m., the Housekeeping Supervisor indicated staffing for her department included, there 
were 3 housekeepers schedule to work on Monday and Wednesday, and 2 housekeepers scheduled on 
Tuesday, Thursday, Saturday, and Sunday. The housekeepers were assigned designated hallways and split 
the common areas to include the public bathrooms and offices. The Housekeeping Supervisor indicated part 
of the issue of resident's having dirty rooms was due to the nursing staff not assisting to wipe up messes 
including feces, spills, and picking up trash from the floor. The departments were not working together. The 
Housekeeping Supervisor indicated it was ultimately her responsible for making sure housekeeping staff 
performed their duties to and kept resident rooms and common areas cleaned. During an interview on 
12/9/25 at 12:48 p.m., the DNS indicated disinfectant cleaners were supposed to be locked on the 
housekeeping carts, out of sight and reach of residents when not in use. During an interview on 12/9/25 at 
12:52 p.m., the DNS indicated, if feces was found on surfaces in resident rooms or restrooms, nursing staff 
was supposed to have cleaned it up first, then housekeeping was to follow behind and clean/disinfect. During 
an interview on 12/9/25 at 1:45p.m., the Executive Director (ED) indicated the expectation was for nursing 
and housekeeping was to work together to keep the resident's rooms clean and tidy. Management staff were 
assigned hallways where they performed Angel Rounds on a daily basis and were supposed to report 
concerns back to her. The management staff had not reported there having been problems with resident 
rooms not being cleaned. The ED had not been rounding to verify housekeeping tasks were being completed 
and was unaware of concerns with bathroom cleanliness. On 12/9/25 at 3:00 p.m., the ED provided a Daily 
Cleaning Procedure policy, revised 12/21, and indicated this was the procedure currently being used by the 
facility. The facility did not have check-off lists for housekeepers to sign. The policy indicated, .5. Disinfect 
horizonal surfaces to include furnishings, tables, countertops, windowsills, overbed lights, bedside tables, 
and commonly touched items. 6. Follow the restroom cleaning procedure. 7. Sweep flooring to include under 
beds, corners, edging and under chairs/equipment. Post wet floor sign prior to mopping. 8. Mop flooring to 
include under beds, corners, edging and under chairs/equipment. When deemed necessary, when cleaning 
flooring [resident room, isolation rooms, shower rooms, soiled areas or as needed], may substitute neutral 
floor cleaner with disinfectant cleaner.12. Conduct final inspection.14. Refer to the daily cleaning guidelines 
to ensure all required cleaning tasks have been completed. On 12/9/25 at 3:25 p.m., the ED provided a 
Restroom Cleaning procedure policy, dated 12/21, and indicated the policy was the one currently being used 
by the facility. The policy indicated, .3. Empty trash and clean container with disinfectant. 4. Apply 
recommended disinfectant to exterior of toilet, sink, and counter tops allowing product to remain wet for ten 
[10] minutes. 5. Disinfect commonly touched items. 6. Clean toilet bowl and exterior of toilet. 7. Clean mirror, 
sink, and countertops. 8. Spot clean walls. 9. Clean/disinfect shower/tub and tile if applicable. 10. Post wet 
floor sign. 11. Sweep and mop flooring including corners, edges and cove base. This citation relates to 
Intake 2682909. 3.1-19(f)(5)
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