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F 0880

Level of Harm - Immediate 
jeopardy to resident health or 
safety

Residents Affected - Many

The facility identified a census of 29 residents and 12 residents with impaired respiratory function. The 
sample included seven residents. Based on observation, interview, and record review the facility failed to 
take immediate actions to safely relocate residents from contaminated areas and failed to decontaminate 
facility areas populated by residents and used by residents, staff, and visitors after identification of potentially 
pathogenic organic material (mold) in residents' rooms, common areas, bathing areas, the kitchen, and other 
areas of the facility. On the morning of 07/21/25, Resident (R)1 complained to Social Services X about an 
unknown substance on her walls. Upon inspection, Social Services X identified areas of black discoloration 
on the wall and inside the closet. R1 moved to another room, but further inspection of other areas of the 
facility over the course of 07/21/25-07/23/25 revealed extensive growth of black, white, and green organic 
substances, which the facility identified as mold. The facility began moving residents to different rooms, 
though as of 07/23/25 at 03:55 PM, the facility had 29 residents and only 10 usable rooms and had not 
initiated decontamination procedures nor had the facility initiated an evacuation plan to mitigate the risk to 
the residents from the hazardous and potentially infectious mold. This deficient practice placed all 29 
residents in the facility in immediate jeopardy. Findings included:- An environmental tour on 07/23/25 at 
08:20 AM with Administrative Staff A, Maintenance U, and Housekeeping V revealed a pervasive musty odor 
in all four halls of the building, all containing resident rooms. Observation revealed multiple areas in the 
rooms and the hallway on the southwest hall which had an organic black, white, yellow and/or green 
substances/growths on the walls, floors, and ceilings, and on surfaces that included tile, drywall (a porous 
material), partially rotted wooden (a porous material) framework in areas where the drywall was removed, 
carpeted (a porous material) areas on the walls and cinder blocks (a porous material) behind baseboard 
materials. On the southwest hall, the doorway to one room had an area approximately three feet long and 
over six inches wide where the wallpaper had detached from the drywall, and a black and yellow discolored 
area was visible on the drywall where the wall met the ceiling. In one room on the southwest hall, the closet 
doors had an organic white substance resembling mold/mildew on the lower two feet portion of the door 
panels on. In one room on the northeast hall, observation revealed multiple small areas of a black 
substances on the horizontal window blinds, between the slats. In multiple rooms on all hallways, the 
carpeting on the walls was discolored, and in the rooms where the carpeting on the walls was removed, 
observation revealed multiple areas of white and yellow substances on the walls in a growth type pattern and 
not consistent with adhesive placement. In one room on the southeast hallway, observation revealed the 
linoleum floor covering in the bathroom was detached from the wall in the corner and a black substance was 
visible in the area in which the flooring was detached. Additionally, where the toilet water supply line came 
through the wall, the plumbing was covered with an unknown black and yellow substance. Observation of 
multiple areas in the hallways with partially carpeted walls revealed discoloration in the carpet itself, which 
looked like fuzzy growth distinct from the carpet color and tuft. Administrative Staff A identified the 
discoloration and organic substances to be consistent with the appearance of mold. During an additional 
environmental tour on 07/23/25 at 10:40 AM with Administrative Staff A, Administrative Nurse D, 
Maintenance U, and Housekeeping V, the room with the water heaters had multiple areas of black 
substances on the walls, floor, and ceiling. The laundry area had an approximate two square foot portion of 
the ceiling that bowed downward approximately one quarter of an inch with a slight bowl shape where the 
drywall appeared to have detached from the support structure and had several yellow and black spots in 
random and linear patterns. The area on the ceiling also contained linear cracks where the drywall had 
separated. Additionally, one area of the floor was misshapen in a round bowl-shape with what appeared to 
be where the flooring material and the sub-floor were no longer attached with multiple black and dark yellow 
spots. Another area on the floor in the laundry area where the flooring transitioned from the soiled laundry 
area to the room with the washing machines, the flooring material was separated along the seam with 
multiple black, brown and grey discolorations. In the room with the air handlers, the ceiling had multiple 
areas with yellow and black discoloration, and a large duct for carrying air had multiple areas of black and 
grey discoloration. In the kitchen, the doorway that led from the kitchen to the dry storage had a metal door 
jamb that was misshapen with altered structural integrity that appeared to be long-term exposure to water at 
the base and had multiple areas of black, brown and rust colored discoloration. Additionally, in a small 
storage area off the kitchen, there was standing water on the floor with multiple black areas on the nearby 
wall. Administrative Staff A identified the areas were consistent with the appearance of mold. Review of a 
social media posting by the local county fire district on April 29, 2025 revealed a flood map that coincided 
with the facility location, and the post warned of the localized severe flash flooding that morning. The post 
noted the areas indicated where high water was an issue. Review of weatherunderground.com historical 
weather data for the facility location revealed the area received over 9 inches of rain in April of 2025 and over 
nine inches of rain in June of 2025.The State Governor declared a state of emergency on 06/03/25 due to 
the widespread flooding. Review of the EPA online A Brief Guide to Mold, Moisture, and Your Home from 
September 2010 revealed the following excerpts:1. Molds are usually not a problem indoors, unless mold 
spores land on a wet or damp spot and begin growing. Molds have the potential to cause health problems. 
Molds produce allergens (substances that can cause allergic reactions), irritants, and in some cases, 
potentially toxic substances (mycotoxins). Inhaling or touching mold or mold spores may cause allergic 
reactions in sensitive individuals. Allergic responses include hay fever-type symptoms, such as sneezing, 
runny nose, red eyes, and skin rash (dermatitis). Allergic reactions to mold are common. They can be 
immediate or delayed. Molds can also cause asthma attacks in people with asthma who are allergic to mold. 
In addition, mold exposure can irritate the eyes, skin, nose, throat, and lungs of both mold allergic and 
non-allergic people. 2. The key to mold control is moisture control. 3. It is important to dry water-damaged 
areas and items within 24-48 hours to prevent mold growth. 4. If there has been a lot of water damage, 
and/or mold growth covers more than 10 square feet, consult the U.S. Environmental Protection Agency 
(EPA) guide: Mold Remediation in Schools and Commercial Buildings. If you already have a mold problem - 
ACT QUICKLY. Mold damages what it grows on. The longer it grows, the more damage it can cause.5. If you 
suspect that the heating/ventilation/air conditioning (HVAC) system may be contaminated with mold (it is part 
of an identified moisture problem, for instance, or there is mold near the intake to the system), consult EPA's 
guide Should You Have the Air Ducts in Your Home Cleaned? before taking further action. Do not run the 
HVAC system if you know or suspect that it is contaminated with mold - it could spread mold throughout the 
building6. You may suspect hidden mold if a building smells moldy, but you cannot see the source, or if you 
know there has been water damage and residents are reporting health problems. Mold may be hidden in 
places such as the back side of dry wall, wallpaper, or paneling, the top side of ceiling tiles, the underside of 
carpets and pads, etc. Other possible locations of hidden mold include areas inside walls around pipes (with 
leaking or condensing pipes), the surface of walls behind furniture (where condensation forms), inside 
ductwork, and in roof materials above ceiling tiles (due to roof leaks or insufficient insulation).7. Removal of 
wallpaper can lead to a massive release of spores if there is mold growing on the underside of the paper.8. 
The use of a chemical or biocide that kills organisms such as mold (chlorine bleach, for example) is not 
recommended as a routine practice during mold cleanup. In most cases, it is not possible or desirable to 
sterilize an area; a background level of mold spores will remain - these spores will not grow if the moisture 
problem has been resolved.9. Dead mold may still cause allergic reactions in some people, so it is not 
enough to simply kill the mold, it must also be removed. On 07/23/25 at approximately 11:00 AM, 
Administrative Staff A provided a map of the facility indicating areas contaminated with what the facility 
identified as mold. Administrative Staff A confirmed only one room in the northwest hall, two rooms in the 
southeast hall (one of which was used as a conference room), and 10 rooms on the northeast hallway, 
remained free from mold. Administrative Staff A said three rooms on the northeast hall were uninhabitable 
due to maintenance concerns, which left seven rooms on the northeast hall that could be occupied by 
residents, so 10 rooms in the facility appeared to be free from mold. On 07/23/25 at 12:05 PM, Certified 
Nurse Aide (CNA) M and Hospitality Aide P revealed one of the rooms contained an air conditioner that was 
dripping water on the floor. CNA M said the situation had been reported to maintenance for repair, but they 
did not know the outcome. Both staff members said there had been a musty odor in the hallways for 
approximately one month. On 07/23/25 at 12:10 PM, Licensed Nurse (LN) G stated the medical records 
storage room had black spots in it for months. LN G said on 07/21/25, R1 reported to Social Services X of an 
unknown black substance in her room, and when Social Services X went to R1's room, she discovered a 
black substance on the walls and in the closet. LN G said Social Services X notified Administrative Nurse D 
and Administrative Staff A. On 07/23/25 at 12:20 PM, Social Services X said, on 07/21/25 at approximately 
11:00 AM, R1 reported to her there was something on her walls. Social Services X said she accompanied R1 
to the room and observed a discoloration on the wall in the room and said there was a black substance on 
the wall in R1's closet. Social Services X said she immediately notified Administrative Staff A, and they 
relocated R1 to a different room. On 07/23/25 at 12:35 PM, CNA N said, sometime recently while it was 
raining, there were leaks coming in from the ceiling. CNA N said staff placed buckets under the leaks to 
collect the water. CNA N stated there was a musty odor in the southwest and northwest halls. On 07/23/25 at 
12:56 PM LN G said, after R1 reported the black substance on her walls, staff conducted additional 
inspections, which revealed water was running down R1's walls. LN G said staff were instructed not to refer 
to the black substance as mold, since it had not been tested. LN G reported Administrative Nurse D pulled 
back baseboard coverings in the southwest hallway and discovered a pervasive black substance. LN G also 
reported black substances and water were coming out of receptacle outlets on the walls in the southwest 
hall. LN G said, on 07/21/25 there was water coming out of the walls in R1's room, and when Administrative 
Nurse D leaned on the wall in R1's room, the wall was soft. LN G stated when staff inquired about what they 
should do about the black substance, Consultant GG and Administrative Staff A instructed the staff to stay in 
their lanes. LN G said he understood this to mean staff were to do their jobs and let Environmental Services 
(EVS) take care of the situation. LN G said the EVS staff sprayed some chemical, but LN G was unsure of its 
effectiveness. LN G reported staff had moved all residents out of the southwest hall except for R6, who 
refused to change rooms until 07/23/25. LN G identified himself as the facility's Infection Preventionist and 
said he was concerned about the overall physical health and well-being of the residents in the facility.On 
07/23/25 at 03:55 PM, Administrative Staff A confirmed the facility had 10 rooms currently unaffected by the 
mold. Administrative Staff A reported if he needed to protect the residents of the facility from exposure, he 
could convert nine of the rooms to double occupancy to house 18 residents, then the facility would need to 
activate the emergency preparedness plan and evacuate the remaining 11 residents to a different facility. 
Administrative Staff A reported if the emergency preparedness plan had to be activated, he preferred to 
evacuate all residents so the entire facility could be worked on to ensure there was no remaining mold, then 
return the residents to a newly renovated facility. Administrative Staff A stated corporate management had to 
make that decision. Administrative Staff A reported the facility initiated a cleaning program on 07/23/25, 
where EVS staff systematically cleaned all visible surfaces of all areas with Virex (a cleaning agent used for 
non-porous surfaces) and inspected for additional mold growth. Administrative Staff A stated he did not have 
a current action plan to protect the residents of the facility related to the mold growth in the kitchen, the room 
that held the air handlers, the room that held the water heaters, or the laundry areas, and acknowledged the 
potential for the mold to affect all the residents in the facility.On 07/23/25 at 04:30 PM, Administrative Staff A 
stated the black substance had not been tested to positively identify it as mold. Administrative Staff A stated 
the facility identified the possible root cause as the in-room air conditioners, saying they were problematic 
and in need of cleaning. Administrative Staff A confirmed he had not decided whether or not to evacuate the 
residents because he did not have the authority to make the determination and required approval from 
corporate management. On 07/23/25 at 05:30 PM, Consultant GG reviewed the facility map, which indicated 
the affected areas and confirmed that 39 of the 49 available rooms were marked as contaminated and 
acknowledged the environmental concern. Review of an email provided by the facility in the emergency 
preparedness packet on 07/23/25, sent from Consultant GG on 07/21/25 at 05:32 PM, revealed Consultant 
GG discussed the situation with Consultant II and Consultant JJ and developed the following steps for the 
facility to follow:1. All surfaces should be cleaned with Virex 2. All in-room air conditioners should be 
removed, cleaned, and reinstalled.3. Any leaks found would require repair.4. Remove carpeting from the 
walls, cover with drywall mud, and repaint if a concern was identified.The email did not contain instructions to 
move or evacuate residents from the facility. The facility's emergency preparedness Disaster Manual, revised 
02/04/25, documented the following:1. Under Hazmat (hazardous materials - any substance that could harm 
people or the environment if not handled carefully and appropriately) Release, revised 10/03/24, documented 
staff would refer to resident evacuation and shelter-in-place policies. 2. Under Infectious Outbreak / 
Epidemic, revised 10/03/24, documented the goal was to protect the residents from harm resulting from 
exposure to an infectious disease while in the facility and the facility would conduct specific screening and 
surveillance as instructed by the CDC (Centers for Disease Control - the national public health agency of the 
United States). The facility's Infection Preventionist would research the risks of exposure and the 
recommendations provided by the CDC and relevant public health agencies.3. Under Shelter in place, 
revised 10/03/25, documented that the facility Administrator, in coordination with the emergency response 
team, would determine at the time of the incident if it was in the best interest of the occupants of the facility to 
shelter in place and documented that shelter in place was preferred versus evacuation when possible. The 
facility should consider the health and safety risks of evacuation versus sheltering in place.4. Under 
Evacuation of Residents and Staff, revised 10/03/24, documented that the facility would identify the need to 
complete a full or temporary evacuation, and the Administrator would initiate a call to the department 
managers and notify appropriate corporate management. The Director of Nursing (DON) would determine 
the area of immediate danger and evacuate, and coordinate with the Administrator to determine the location 
of the evacuation of residents and staff and arrange transportation for all residents. Review of the product 
label for Virex from https://www3.epa.gov/pesticides/chem_search/ppls/070627-00024-20170201.pdf dated 
02/01/17 revealed the manufacturer documented the product was a one-step product designed for general 
cleaning , disinfecting, deodorizing, and killing mold and mildew on hard non-porous environmental surfaces. 
The facility's Infection Management Process policy, dated 11/2023, documented that the infection 
management process would assist the facility with preventing and managing infection events and did not 
contain information for mold prevention or prevention of mold-related illnesses. The facility's Resident Room 
Daily Cleaning Procedures policy, dated 01/21/19, outlined a 25-step process for the daily room cleaning and 
did not contain information for mold prevention or cleaning of surfaces contaminated with mold.On 07/23/25 
at 05:45 PM, Administrative Staff A received the Immediate Jeopardy [IJ] Template and was informed of the 
IJ. The facility submitted an acceptable plan for removal of the immediate jeopardy on 07/24/25 at 08:18 AM, 
which included the following:1. All residents were relocated to another facility on 07/23/25.2. A thorough 
environmental review was completed on 07/23/25.3. All residents received a respiratory assessment that 
included physician notification of any identified concerns on 07/23/25.4. All residents would have ongoing 
respiratory assessments every shift for 72 hours (three days).5. The facility held an ad-hoc Quality 
Assurance and Performance Improvement (QAPI) meeting on 07/23/25.6. The facility established a cleaning 
schedule for cleaning any visible areas of concern on 07/24/25.7. The facility would obtain three-stage air 
scrubbers to be placed in the facility on 07/24/25.8. The facility consulted with an air quality and remediation 
company on 07/23/25 for contracted services to be performed. The above corrective actions to remove the 
immediacy were verified by the surveyor on site on 07/24/25 at 12:20 PM. The noncompliance remained at 
the scope and severity of F.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

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

The facility reported a census of 29 residents. Based on the observation, interview, and record review, the 
facility failed to ensure a safe environment at the front entrance of the facility and failed to ensure a sanitary 
environment in staff and visitor areas throughout the facility. This deficient practice had the risk of impaired 
health and safety.Findings included: - On 07/23/25 at 08:15 AM, the front door entrance to the facility 
revealed a large, rubberized rug covering the sloped walkway from the parking lot to the entrance of the 
facility. On 07/23/25 at 08:20 AM, an environmental tour with Administrative Staff A, Maintenance Staff U, 
and Housekeeping V revealed multiple areas throughout the facility of a black, white, yellow, and/or green 
substance on the walls, floors, and ceilings, including the following areas:The public restroom on the 
Southwest wing.The soiled and clean laundry area on the Northwest wing.,The central corridor included the 
kitchen area.The smoking lounge and medical records storage area are on the Southeast wing. On 07/23/25 
at 10:40 AM, an additional tour of the facility service area with Administrative Staff A, Administrative Nurse D, 
Maintenance U, and Housekeeping V revealed multiple areas of the substance in the boiler room, laundry, 
and HVAC room. On 07/24/25 at 01:30 PM, the surveyor stumbled on the large rubberized rug upon leaving 
the building with Administrative Staff A. Administrative Staff A pulled back the large rubberized rug to reveal 
a large hole in the underlying cement and commented that was the reason why the rug was there, to cover 
the hole so residents, staff, and visitors did not trip and fall due to the crumbling cement at the entrance to 
the facility. On 07/23/25 at 12:10 PM, Licensed Nurse (LN) G said the floors in the records room had black 
spots for months. He reported that a lot of staff have complained of headaches and sore throats for weeks. 
On 07/23/25 12:35 PM, Certified Nurse Aide (CNA) N reported that in the recent past, there was a leak in the 
ceiling on the southwest hallway while it was raining outside, and there was a bucket placed underneath to 
catch the water. She reported a musty smell from the back hallway. On 07/23/25 03:55 PM, Administrative 
Staff A said that the decision to evacuate residents and restrict visitors and staff from areas within the facility 
would have to be made by corporate. He confirmed the above findings and stated that the environmental 
staff systematically cleaned all visible surfaces of all the affected and unaffected rooms and inspected for 
additional mold growth. On 07/24/25 at 12:30 PM, Administrative Staff A confirmed the above findings and 
reported that facility staff inspected the facility and identified all the rooms on the Southwest hallway, all of 
the rooms but one on the Northwest hallway, all the rooms but two on the Southeast hallway, and one room 
on the Northeast hallway were contaminated with mold. Administrative Staff A said he informed Consultant 
GG on 07/21/25 about the environmental concern and was told not to test the substance to verify presence 
or absence of mold due to the facility's obligation to treat if testing was positive for mold. Administrative Staff 
A said the leadership team held a tabletop exercise related to emergency preparedness and identified the 
best course of action was to evacuate the residents until the environmental concern could be appropriately 
treated. Administrative Staff A said on the evening of 07/21/25, Consultant GG toured the facility with 
Administrative Staff A, and Administrative Staff A pointed out the areas of concern in the hallways. 
Administrative Staff A said he presented the decision by the leadership team to evacuate the residents to 
Consultant GG and reported he was instructed by Consultant GG to instruct other members of the leadership 
team to stay in their lane and resume their assigned jobs. Administrative Staff reported that on the morning 
of 07/22/25, the leadership team met but had not received additional instructions from Consultant GG to 
evacuate the residents and instead received instructions to have the housekeeping staff spray all visible 
surfaces with Virex. Administrative Staff A further stated that 15 of the staff reported not feeling well in the 
days leading up to the discovery of the mold. The facility policy Infection Management Process, dated 
11/2023, did not address mold treatment and or removal.
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