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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48147

Based on observation, interview, and record review, the facility failed to provide a safe and sanitary 
environment during 3 random observations. The hallway floors were sticky and soiled. (room [ROOM 
NUMBER], room [ROOM NUMBER], room [ROOM NUMBER], room [ROOM NUMBER], Main Dining Hall)

Findings include:

1. During an initial walkthrough of the facility on 12/18/24 at 10:55 A.M., the hallway floor outside room 
[ROOM NUMBER] was noted to have a large red sticky substance with smaller drip marks next to it. The 
hallway floor in between rooms [ROOM NUMBERS] was noted to have a large black substance.

 During a reinspection of the hallway floors on 12/18/24 at 2:11 P.M., the hallway floor outside room [ROOM 
NUMBER] was noted to have a large red sticky substance with smaller drip marks next to it. The hallway 
floor in between rooms [ROOM NUMBERS] was noted to have a large black substance.

2. On 12/19/24 at 8:26 A.M., the hallway floor outside room [ROOM NUMBER] was noted to have a large red 
sticky substance with smaller drip marks next to it. The hallway floor in between rooms [ROOM NUMBERS] 
was noted to have a large black substance. 

The hallway floor outside of room [ROOM NUMBER] was noted to have a large black substance. 

There were muddy footprints in the hallway outside of the main dining area. 

During an anonymous interview, it was indicated that staff did not mop the hallways every day.

On 12/19/24 at 8:26 A.M., Housekeeper 5 indicated there was one person dedicated to taking care of the 
floors. That person was supposed to mop and buff the floor every day that they were scheduled to work.

On 12/19/24 at 8:35 A.M., the housekeeping daily schedule was reviewed. Floorcare was scheduled daily 
Monday through Friday.

On 12/19/24 at 10:12 A.M., the Administrator provided a Floor Care Procedures policy, dated 3/10/21, that 
indicated The floors should be cared for in a manner to keep residents safe . spills should be cleaned up in a 
timely manner . Dust mop and mop hallways .
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