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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37440

Based on observations and interviews, the facility failed to adequately provide housekeeping and 
maintenance services necessary to maintain the building in a sanitary, orderly, and comfortable environment 
on 3 of 6 units ([NAME], [NAME] and [NAME]) for 1 of 1 days of survey.(8/20/24)

Findings:

1. On 8/20/24 from 8:55 a.m., to 9:25 a.m., during tour of the Gilber Unit by a surveyor, the following findings 
were observed: 

> Resident room [ROOM NUMBER] - The wall heater unit has chipped/missing paint and had rust on it 
creating an uncleanable surface. The walls around the room and in the bathroom were marred/marked.

> Resident room [ROOM NUMBER] - The bathroom walls were marred/marked.

> Resident room [ROOM NUMBER] - The room wall heating unit has chipped/missing paint and had rust on 
it creating an uncleanable surface. Additionally the walls were marred/marked around the entire room.

> Resident room [ROOM NUMBER] - The privacy curtain, between the two resident beds, had large dirty 
and stained areas in multiple places. The walls around the entire room were marred/marked.

On 8/20/24 at 9:30 a.m., in an interview, the Director of Nursing confirmed the above findings.

2. On 8/20/24 from 9:35 a.m., to 10:15 a.m., during tour of the [NAME] Unit and [NAME] Unit by a surveyor, 
the following findings were observed:

[NAME] Unit:

> Resident room [ROOM NUMBER] - The entrance door frame and door had chipped missing paint.

> Resident room [ROOM NUMBER] - The entrance door frame and bathroom door frame had chipped 
missing paint. 

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

> Resident room [ROOM NUMBER] - The entrance door frame and bathroom door frame had chipped 
missing paint.

> Resident room [ROOM NUMBER] - The entrance door frame and door had chipped missing paint.

> Resident room [ROOM NUMBER] - The bathroom door frame had chipped/missing paint. 

> The dining room heater had chipped/missing paint creating an uncleanable surface.

[NAME] Unit:

> Resident room [ROOM NUMBER] - The bathroom door frame had chipped/missing paint. The floor was 
dirty around the base of the toilet. 

> Resident room [ROOM NUMBER] - The bathroom door frame had chipped/missing paint. 

> Resident room [ROOM NUMBER] - The bathroom door frame had chipped/missing paint.

> Resident room [ROOM NUMBER] - The entrance door frame and bathroom door frame had chipped 
missing paint. 

> Resident room [ROOM NUMBER] - The base board heater had chipped/missing paint creating an 
uncleanable surface. 

On 8/20/24 at 10:15 a.m. the surveyor discussed the findings with the Director of Nursing.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 37440

Based on observation and interview, the facility failed to ensure that the resident's environment was free of 
accident hazards relating to a base board heater, a wooden resident room door and a resident toilet for 1 of 
1 day of survey. (8/20/24) 

Findings:

1. On 8/20/24 at 8:55 a.m., a surveyor observed the following on the [NAME] Unit:

> Resident room [ROOM NUMBER] - The bath room toilet was loose and not secured to the floor. 
Additionally, the bathroom door had chipped/gouged and splintered wood which was sharp. 

2. On 8/20/24 from 9:35 a.m. and 10:15 a.m., a surveyor observed the following on the [NAME] Unit:

> Resident room [ROOM NUMBER] - The base board heater was broken apart creating sharp metal. 

> Resident room [ROOM NUMBER] - The entrance door had chipped/gouged and splintered wood which 
was sharp. 

On 8/20/24 at 10:15 a.m., in an interview, the surveyor discussed the findings with the Director of Nursing.
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