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F 0584 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.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 25854

Residents Affected - Some Based on record review, observation, photos taken during observation, resident, and staff interview, the
facility failed to ensure all residents who resided on the East end of the building resided in a clean, sanitary,
and homelike atmosphere. The facility identified a census of 28 residents.

Findings include:

According to a Department of Health and Human Services Centers For Medicare and Medicaid Services
form 2567 with a survey completion date of 11/18/22, the facility received a deficiency for F584. The
deficiency referred to a buildup of a black substance with the appearance of mold on the pipes of the heating
elements in resident rooms on the East end of the building. The Maintenance Supervisor at the time
indicated the heating and cooling elements in all of the rooms on the East side of the building contained hot
water that flowed through the pipes in the winter and each box in the resident's rooms the hot water flowed
through the pipes and in the summer the water changed from hot to cold. Related to the setup of the system
the water condensed which caused moisture build up so the pipes contained mold. The facility reported they
installed the current system in the 1960's.

According to an email dated 4/9/25 at 10:04 PM the current Maintenance Supervisor agreed with the above
description of the heating and cooling system.

An observation on 4/3/25 at 12:30 PM revealed the same buildup of the black substance with the
appearance of mold on all of the heating/cooling unit pipes for all 16 rooms on the East side of the building.
As well as other specified issues listed below:

a. room [ROOM NUMBERY], occupied by Resident #2 contained an active toilet leak. The floor appeared to
have standing water around the toilet itself, which ran across the bathroom floor. Resident #2, identified by
the facility as interviewable, indicated his toilet leaked for a long time. Resident #2 confirmed he used the
toilet on a regular basis but it didn't bother him, however, it still needed fixed.

During an interview on 4/3/25 at 1:10 PM Resident #5 in room [ROOM NUMBER] A, identified by the facility
as interviewable confirmed her toilet leaked off and on. Staff C, Housekeeping, present during the interview
confirmed the facility had a long-standing problem of the toilets leaking. Staff C indicated the facility
completed various interventions such as toilet ring but the toilets continued to leak on the East (older) end of
the building.
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F 0584 During an interview on 4/3/25 at 1:58 PM Staff A, Certified Nursing Assistant (CNA), confirmed she observed
mold on heating/cooling elements in resident rooms on the East end of the building that had been there since
Level of Harm - Minimal harm or she started work two (2) years ago.

potential for actual harm
During an interview on 4/3/25 at 2:29 PM Staff B, CNA, confirmed she observed the toilets leak in the rooms
Residents Affected - Some of Resident #2 (room [ROOM NUMBER]) and Resident #4 (room [ROOM NUMBERY]) located across the hall
from each other on the East end of the building and the last rooms on the South end).
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F 0725

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in
charge on each shift.

25854
Based on resident interview, staff interview, Alarm Response Report forms, and facility policy review, the

facility failed to answer resident call lights in a timely manner and within the regulated 15-minute time frame
for 2 residents reviewed (Residents #6 and #1). The facility identified a census of 28 residents.

Findings include:

1. During an interview on 4/3/25 at 3:23 PM Resident #6 confirmed she timed her call light on for over 15
minutes, which pissed her off.

Review of the facility's Alarm Response Report form for a one (1) week period of time from 3/27/25 thru
4/2/25 revealed the facility failed to answer her call light within the allotted 15-minute time frame on the
following dates:

a. 3/27/25 at:

i. 11:10 AM for 21:42 minutes

ii. 5:44 PM for 18:49 minutes

iii. 9:53 PM for 19:50 minutes

iv. 9:53 PM for 10:30 minutes

v.10:13 PM for 26:02 minutes.

b. 3/30/25 at 1:23 AM for 17:03 minutes.

2. During an interview on 4/3/25 at 2:50 PM Resident #1, identified by the facility as interviewable, confirmed
she recently timed her call light as on for two (2) hours on an unknown evening shift as she used the clock
on her wall. She reported the call lights as especially bad when the facility had agency staff scheduled.
Resident #1 explained after supper the staff assisted all of the other residents to bed and then they
answered her call light. When asked how she felt she replied, she's used to it by now but questioned what
would happen if she had an emergent situation? By the time they arrived it could have been too late.
Review of the facilities Alarm Response Report for a 1-week period of time from 3/27/25 thru 4/2/25 revealed
the facility failed to answer the resident's call light within the allotted 15-minute time frame on the following
dates:

a. 4/1/25 at 2:43 PM 18:40 minutes.

b. 3/28/25 at
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F 0725 i. 1:40 PM - 22:44 minutes

Level of Harm - Minimal harm or ii. 11:07 AM - 18:28 minutes.
potential for actual harm
During an interview on 4/3/25 at 1:58 PM Staff A, Certified Nursing Assistant (CNA), confirmed the staff

Residents Affected - Few failed to answer the residents' call lights within 15 minutes due to staffing. Staff A described the situation as
worse on the 2 PM until 10 PM shift. She added the agency staff refused to answer the residents' call lights.

During an interview on 4/3/25 at 2:29 PM Staff B, CNA, confirmed the staff failed to answer residents' call
lights within 15 minutes due to resident behaviors and staffing issues.

The facility's Answering the Call Light Policy dated 2001 described the Purpose of the procedure as an
assurance of timely call light responses to resident's requests and needs.
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