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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** Based on
observations (which included taking photographs), interviews and records reviewed, for one of two resident
Residents Affected - Some units, the Facility failed to ensure it provided a safe, clean, comfortable and homelike environment for their

residents, when there were visible signs of unclean conditions on bathroom floors and PTAC Units
(packaged terminal air conditioners, which are self-contained all-in-one heating and cooling units installed
through a wall), located in resident rooms were heavily coated in dust, these conditions did not support that a
homelike environment was being provided and/or maintained for residents.Findings include:Review of the
Facility policy titled Environmental Services Inspection, dated 03/01/24, indicated:- Centers/Communities will
closely monitor environmental services to ensure the facility is maintained in a safe and sanitary manner and
assessed on a regular basis.During an environmental tour of the [NAME] Unit on 09/30/25 from 7:53 A.M. to
11:09 A.M., the surveyor observed the following:room [ROOM NUMBER]: The PTAC unit top was dust laden
(heavily coated), and the removable filters on the front were coated with a thick layer of dust and debris.room
[ROOM NUMBERY]: the PTAC unit top and front ventilation grilles were dirty and dust laden. room [ROOM
NUMBER]: The PTAC unit top and front ventilation grilles were dirty and dust laden.room [ROOM NUMBER]:
The PTAC unit top and front ventilation grilles were dirty and dust laden, and the walk-in shower room floor
tiles were heavily stained with a black substance.room [ROOM NUMBER]: The walk-in shower room floor
tiles were heavily stained with a black substance.During an interview on 09/30/25 at 8:00 A.M., after
observing the surveyor in room [ROOM NUMBER], the Director of Maintenance came into the room and said
the entire room was not home-like, that the PTAC unit and the black stains on the tiles in the bathroom
needed to be cleaned thoroughly.On 09/30/25 between 4:45 P.M. and 5:20 P.M., the surveyor conducted a
tour of the [NAME] unit with the Director of Maintenance, Administrator and representatives from the
Facility's Corporate Office to review the surveyor's findings. The Director of Maintenance and the
Administrator said the residents' rooms were not homelike, that the PTAC units and bathroom floors were
dirty and needed to be cleaned.
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