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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intakes 2575094 and 2581072.Based on observation, interview and record review the facility 
failed to maintain a safe, functional, sanitary and comfortable environment, resulting in ambient temperatures 
of 84 degrees in resident care areas, no documentation of room or hall temperatures during an air 
conditioning outage, staff complaints of warm temperatures, residents discharging from the facility due to 
high temperatures, lack of available linen to provide peri-care and the increased likelihood of unmet care 
needs. Findings include:Environment:On 8/12/25 at 11:54am, an interview was conducted with Maintenance 
Assistant A. Maintenance Assistant A was asked when the air conditioning (AC) unit went out on the west 
short hall. Maintenance Assistant A stated that they believe the unit went out during the week of 07/21/25. 
Maintenance Assistant A was asked what caused the outage. Maintenance Assistant A stated that the 
contactor on unit 5 was wired incorrectly, we called an electrician for [NAME] (contractor for the 
heating/cooling system) to come out to look at this. There was a shunt on the contactor for unit 5, so they 
swapped out contactors and wired it correctly. After the repairs it was continuing to blow fuses, this was due 
to stress on the unit. Since then we have dismantled it and thoroughly cleaned it. There is not as much as 
amp draw now, the unit is running better now. Now that it is not drawing excess current we shouldn't have 
anymore blown fuses. What unit as affected by the outage. Maintenance Assistant A stated that the west unit 
short hall was the unit affected by the outage. How long was it out for. Maintenance Assistant A replied, I 
would say that it was just over 24hrs that they were without air conditioning. What mitigation interventions did 
you put in place. Maintenance Assistant A stated, we have a strong ac unit at the main hall, near the west 
hall area. We used very strong fans to blow the cold air down the hall and then used fans to push it into the 
rooms. We made sure the unit was turned off so it would not blow warm air and made sure that the wall units 
were in standby mode. Were there any complaints by residents that it was too hot. Maintenance Assistant A 
stated that some residents did complain about the heat. Maintenance Assistant A stated the air temperature 
in the rooms and halls was 84 degrees at the most. Did any residents asked to be moved from their room. 
Maintenance Assistant A stated that no residents directly asked to be moved from the unit, but some 
residents commented that if this doesn't get fixed they want to go home.On 8/12/25 at 12:07pm, an interview 
was conducted with the Nursing Home Administrator (NHA). The NHA stated they were aware that the ac 
went out on the short west hall. The NHA stated that we made multiple calls to [NAME], I believe they came 
out on 7/24/25. What did you put in place to mitigate the heat. The NHA stated that we made sure no one 
had their windows open, we had fans in the hallway and rooms. Did you receive any requests from residents 
to be moved off the unit. The NHA replied, no. Did you receive any complaints about the warm temps. The 
NHA stated that the husband of a resident made a statement that it was warm and that his son had a friend 
that worked at [NAME], and he was going to call them himself to help the facility. The NHA was asked if they 
had the ability to contact other companies to fix issues. The NHA stated that they can handle these issues on 
their own and does not need any approval from corporate staff. The NHA stated that on 7/21/25 that short 
west hall ac unit went out, [NAME] came out for repairs on 7/24/25, then again on 8/8/25 when the system 
malfunctioned again along with another unit. The NHA stated that [NAME] was notified on 7/21/25 that there 
was an issue, [NAME] said they could come out on 7/24/25 at 8am to repair the unit. Do you get to use 
certain vendors. The NHA stated, yes, we have preferred vendors that we use. We have a contract with 
[NAME] for services like this. On 7/24/25 [NAME] made the necessary repairs to that ac unit and then they 
came back out on 8/8/25 to repair it again. I believe the unit went down before then but I can't be sure of the 
exact date it did. The NHA provided copies of invoices for review of the services provided by [NAME].On 
8/12/25 at12:42pm, an interview was conducted with Unit Manager (UM) B. UM B stated they were unsure 
what day the unit went out, but said we put a large fan at the corner trying to blow the air down the hall to 
keep residents cool. UM B was asked how long the unit was without ac. UM B stated, I believe the ac was 
out for over a week and half, [NAME] came out and looked at other units but didn't fix this one. We grabbed 
fans for residents who asked for them specifically, resident families brought in fans, we increased fluids. UM 
B was asked if they ever asked about the temperatures in the hall and rooms. UM B stated they asked about 
temperatures in the rooms, and every time they did ask, they were informed that the temperatures fell within 
the correct range. UM B stated they were never given an exact temperature of any of the rooms or the hall. 
Did other residents complain about the heat. One resident, resident C, left 24hrs after arriving due to the 
heat. UM B stated that some other residents vocalized being warm. UM B was asked if any residents 
requested a room move. UM B stated that no one asked to be moved at all. UM B stated that it was warm for 
staff and residents getting up and down the hall.On 8/12/25 at 12:57pm, an interview was conducted with 
Certified Nursing Assistant (CNA) D. CNA D was asked how long do you think the short west unit went 
without ac. CNA D stated it felt like a long time, it was exhausting, some of the residents rooms were quite 
warm, you couldn't even close the doors because it would get so hot. It was physically exhausting for the 
staff as well as the residents. CNA D was asked if they got complaints from the residents about the heat. 
CNA D stated yes, the residents told me it was very warm. CNA D stated the facility provided fans for the 
hall, but if the residents didn't have fans in their rooms it was terrible. How long would you say the unit was 
without air. CNA D stated, I only work part time but I would say it was like two weeks.On 8/12/25 at 1:58pm, 
an interview was conducted with the Director of Nursing (DON) about the short west hall ac unit. The DON 
stated that the west short hall ac unit has gone out a few times, we have had [NAME] here multiple times for 
repairs. The DON stated they know there were residents who complained about the heat and left the building 
because it was too warm. The DON stated they received a few staff complaints. The DON was asked if any 
residents were upset because of the heat. The DON stated, I believe R2 left the building because of the heat 
and so did former resident C. The DON was asked what interventions were put in place for the warmer 
temperatures. The DON stated we had fans running out there in the unit and pushed fluids to keep residents 
hydrated. The DON was asked why the facility didn't offer residents to move rooms. The DON replied, we 
were at occupancy at the time, there were not any open beds to put the residents in, we weren't allowed to 
place residents in the Med A only beds either.On 8/12/25, former resident C was contacted via a phone call 
and asked why they abruptly discharged from the facility in less than 24hrs. Former resident C stated the unit 
I was on was very warm and it took a long time to get help to come to me.On 8/12/25 at 3:23pm, an interview 
with Maintenance Assistant E. Maintenance Assistant E was asked when did the short west hall ac unit stop 
working. Maintenance Assistant E stated, it would've been in early July, I believe July 10th. When did the 
electrician come out to fix the issue. Assistant E replied, I can't say it was the next day but it was soon after. 
Rolls electric came out attempted to fix the problem, but didn't complete it and did not communicate that with 
anyone. I came back to the facility on the night of July 23rd for [NAME] to service the unit. [NAME] was 
definitely in the facility on the 23rd and 24th of July to service the unit. Assistant E was asked if it was fair to 
say that the short west hall ac unit was not functioning properly or at all from July 10th to July 23rd. Assistant 
E replied, yes that's a fair statement. Did you receive any complaints from the staff about the warm 
temperatures. Assistant E stated that staff had complaints that it was too hot and too muggy. We had fans 
going and we were doing what we could to make it tolerable. At any point did you take and record 
temperatures of the rooms or halls. Assistant E stated, no, I didn't. I just went by what the thermostat in the 
hall said and it never got higher than 78. Why didn't you check any room temps. Assistant E replied, it was 
an oversight on my part, I just didn't do it. On 8/13/25 the NHA followed up with this surveyors request for 
temperatures taken on the short west hall during the ac unit outage. The NHA stated that there are no 
temperatures available from the hall that had the broken ac unit. The maintenance department has the 
clipboard they use daily, but no papers on it with temperatures.On 8/13/25 at 11:23am, a follow up interview 
was conducted with the NHA. The NHA was asked if there was any consideration given to moving residents 
off the unit while the ac was down. The NHA stated we could've been able to move a few but not many. We 
have a med A unit only and the long-term care residents wouldn't have been able to go down there due to 
pay source. The NHA stated that the two residents who left because of the heat could've moved rooms had 
they requested to, based on their pay source. The NHA was asked if maintenance should have been doing 
temperature checks in the short west hall and rooms during the outage. The NHA stated, yes, they should've 
been doing them, I instructed them to do this, so I am shocked they didn't.On 8/13/25 at 11:40am an 
interview was conducted about the broken ac unit with Housekeeper F. Housekeeper F is the former 
environmental services director of the facility. Housekeeper F stated that AC unit went out on west. Rolls 
electric came out the next available non-weekend day, it might've been the next Monday 7/14/25. The 
electrician was upstairs working on the ac unit, when I went to check on the electrician after being with the 
fire panel repairmen, he was gone. I called Rolls to check the status of the job, they said the ticket was still 
open and they would send the first available tech out to the facility and it took them a few days. Housekeeper 
F was not sure when they came back. Housekeeper F stated, when I temped the rooms on 7/11/25 they 
were running 79-80 degrees, I shut off all of the room units so they would quit letting warm air in and that 
helped as well. Housekeeper F was asked if there were any other temps taken after that. Housekeeper F 
stated, the maintenance guys did do temps that morning and they check daily. The facility was unable to 
provide any room or hall temperatures taken while the ac unit was down.A review of the invoices from 
[NAME] revealed that the short west hall unit quit working on 7/10/25, [NAME] returned on 7/23/25 and there 
was no power being supplied to the rooftop unit of the short west hall.The west short hall has capacity for 15 
residents, there are residents on the hall that are unable to make their needs known.The facility does not 
have a policy for taking room and hall temperatures. Linen:On 8/12/25 at 8:56am, an interview was 
conducted with Complainant G. Complainant G stated that everything started on 7/24/25, when I arrived at 
the facility I noticed my mother was saturated in urine, then she developed a UTI almost right after. 
Complainant G feels the basic care is slipping in the facility. Complainant G stated, when I tried to get my 
mother cleaned up, the facility told me they use washcloths to clean up the residents and that they were out 
of washcloths at this time. They tend to run out of washcloths a lot, at 11:05am on 7/24/25 the facility was 
already out of clean washcloths to provide peri-care. My mother smelled like urine bad when I arrived, I can't 
believe they couldn't smell her. They eventually took her into the shower, due to having no washcloths and 
got her cleaned up, I would say it was over 20 minutes from the time I found her until she was cleaned up. A 
few days later on 7/28/25 my mother had developed a UTI.On 8/12/25 at 1:17pm, an observation was made 
of the west hall linen closet, it revealed there were no washcloths available. An observation of the central hall 
linen cart revealed no washcloths available. An observation of the east hall linen cart revealed seven 
washcloths available.On 8/12/25 at 1:23pm, an interview with conducted with Central Supply (CS) I. CS I 
was asked if they order the washcloths for the facility. CS I stated, yes, I do. CS I was asked if they ever 
receive complaints that there aren't enough washcloths. CS I stated, yes, I get complaints all the time. Mostly 
laundry complaints that we are out of washcloths. CS I stated they order washcloths twice a month. I feel like 
there should be enough, if they are stained laundry will pull them out of the rotation, I have seen them in the 
garbage from time to time. I am not sure of the reason. Reviewed central supply orders for the last two 
months, revealed that on July 16, 2025 CS ordered ten boxes of washcloths, ten come in each box so 100 
washcloths were ordered. Orders were placed on 7/30/25 and 8/6/25 and CS I did not order any additional 
washcloths at this time. CS I Stated that from the early July order the staff still had some present. CS I stated 
they had additional washcloths located in a shed out back, observation of the shed revealed there were no 
washcloths available for backup.On 8/12/25 at 1:56pm, an interview was conducted with the DON. The DON 
was asked if they have received any complaints from staff or residents about not having washcloths 
available. The DON replied, yes, I have received complaints, I have brought this issue up before. The DON 
stated I do believe there is a problem with it being thrown away, but we could order some more to have on 
hand. The DON was asked if they thought there should be more than 7 washcloths available at this time of 
day. The DON replied, yes, I believe there should be more available. The DON stated that laundry staff 
comes out at 2pm to restock linen. A laundry staff member was observed placing washcloths in the East Hall 
Linen room, less than 10 washcloths were observed, there were less than 20 washcloths left in the laundry 
cart to take to the center and west hall.On 8/13/25 at 9:04am, an interview was conducted with Infection 
Control (IC) nurse H. IC H stated that in April of 2025 I identified that there was a lack of linen, mainly 
washcloths and towels, we use this for incontinence care. IC H stated that at one point the nursing staff was 
cutting up bath blankets to use for incontinence care. I was a floor nurse at the time. IC H was asked if they 
thought there was a correlation between the fungal skin infections and urinary tract infections (UTI) in the 
facility and the lack of linen to provide peri-care. IC H stated, I believe a correlation exists between our fungal 
infections and UTI's and the lack of clean linen to perform peri-care. IC H was asked what are the staff doing 
when there is no linen available. IC H replied, they will go back to laundry, say we have no washcloths or 
towels, laundry will say the dryer has so many minutes left on it and then we will bring them out. Then those 
few washcloths they bring out will get put to use and be gone quickly.On 8/13/25 at 9:49am, an interview was 
conducted with CNA J. CNA J was asked if they have ever had issues with linen availability. CNA J stated, 
yes, mostly towels and washcloths are not available. CNA J was asked what they do if there are no 
washcloths available. CNA J stated, I go to other units in search of them, if they don't have any then I have to 
use bigger towels. CNA J stated the facility buys some but not enough and soon they are all gone.On 
8/13/25 at 9:53am, an interview was conducted with CNA K. CNA K was asked if they have ever had issues 
with lack of linen for showers and peri-care. CNA K replied, yes, sometimes there are none available and I 
have to wait for laundry, other times there is just minimal available.On 8/13/25 at 10:11am, an interview was 
conducted with UM B. UM B was asked how long was R1 sitting in one place saturated in urine. UM B 
stated, I am not sure, the CNA I asked that day said she got up around 9:30am. The daughter arrived at 
11am, I saw R1 at around 10am, her pants were clean and dry and there was no smell of urine. When the 
daughter arrived the urine was through the pants and on to the cushion of the wheelchair, very odorous. I 
took her straight to the shower to get her cleaned up. CNA D was her assigned CNA that day and told me 
there were no linens available to do peri care. I had to go to laundry to grab fresh linen, gave some to CNA D 
and then took R1 for a shower. The facility does not have policy for the amount of linen to have available. 
They follow par levels based on the amount of residents.
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