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F 0584

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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** 49699

This citation is related to Intake MI100147010.

Based on observation, interview, and record review, the facility failed to provide a safe, clean, and 
comfortable homelike environment in one bathroom for two (R907) of two residents assigned to the same 
room. Findings include:

On 9/26/24 at 10:56 AM, in an observation of the bathroom shared between rooms [ROOM NUMBERS] the 
following was observed: 

-The faucet handles are broken, the cold handle was missing, and the hot water handle was hanging so that 
the water could not be turned off. 

-The warm temperatured water was dripping heavily. 

-The soap dispenser is not working. 

-There was no toilet paper available in the room and the toilet paper holder rusty. 

-The toilet seat was loose and slides easily side to side. 

-There was feces in the toilet and the bowl was not clean. 

-The tank lid hung over the flush handle making it difficult to access. 

-There is no trash can in the bathroom or in room [ROOM NUMBER]. 

On 09/26/24 at 09:10 AM, an interview with R907 was attempted. R907 primary language is Greek and was 
unable to answer any questions. 

A review of the facility record revealed R907 was admitted to the facility on [DATE]. R907's diagnoses 
include the following: Dementia without Behavioral Disturbance, Hydronephrosis, Obstructive and Reflux 
Uropathy, Constipation, Type 2 Diabetes Mellitus, Hypertension, Other symptoms involving Cognitive 
Functions and Awareness, Muscle Weakness, and need for assistance with personal care.
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On 09/26/24 at 09:24 AM, an interview was conducted with R907's daughter and legal guardian (LG). R907's 
legal guardian revealed they had reported this issue to the floor nurse in August and several times since 
then. The LG revealed they were unable to provide the identity of the staff spoken to. 

On 9/26/24 an interview with the Director of Nursing (DON) revealed the expectation that each bathroom 
should have functioning sinks and toilets. 

On 09/26/24 a review of the record revealed a work order was entered into the facilities (name of) website 
system (where issues for the facility maintenance team are entered) on 08/16/24 at 6:42 AM. The record 
further reviewed the order was closed on 8/16/24 at 4:47 PM. The order priority was listed as Medium Priority.

The policy, Quality of Life - Homelike Environment, QAPI Reviewed on February 28, 2024, revealed, 
Residents are provided with a safe, clean, comfortable and homelike environment . and 2. a. Cleanliness and 
order.
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