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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** 36217

Residents Affected - Some Based on observations and resident and staff interviews, the facility failed to maintain the commodes free
from dirty build-ups around the base for 2 of 2 toilets (rooms [ROOM NUMBERS]) and failed to replace
broken blinds with sharp edges in 2 of 2 resident rooms (rooms [ROOM NUMBERS]) reviewed for orderly
interior in 2 of 2 halls.

The findings included:

1 a. An observation was conducted on 09/15/24 at 1:19 PM of the bathroom in room [ROOM NUMBER] that
shared with residents in room [ROOM NUMBER]. The caulking around the base of the commode had fallen
off and filled with dark colored build-up approximately 1 centimeter in width around the base of the toilet.
Further assessment of the commode revealed it was intact and functional without any broken parts or
loosened base. The broken caulking around the base of the commode had trapped a layer of dirty build-up
that might consist of urine, mopping water.

During an interview conducted on 09/15/24 at 1:20 PM, Resident #36 stated the darkened substances
around the base of the commode that had been accumulated for at least 6 months and it disgusted her.

b. An observation was conducted on 09/15/24 at 2:48 PM of the bathroom in room [ROOM NUMBER] that
share with residents in room [ROOM NUMBER]. The caulking around the base of the commode had fallen
off and filled with dark colored build-up approximately 1 to1.5 centimeter in width around the base of the
toilet. Further assessment of the commode revealed it was intact and functional without any broken parts or
loosened base. The broken caulking around the base of the commode had trapped a layer of dirty build-up
that might consist of urine, mopping water, or other unknown substances.

During an interview conducted on 09/15/24 at 2:49 PM, Resident #88 stated he had seen the black color
build-ups around the base of the commode since he moved into his room in late April.

Subsequent observations to Resident #36's and Resident #88's bathroom on 09/16/24 at 2:29 PM and 2:33
PM respectively revealed the base of the commode for both bathrooms remained dirty with broken caulking.

(continued on next page)
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F 0584 During a joint observation conducted with Unit Manager #2 on 09/17/24 at 11:48 AM, she acknowledged that
the caulking around the base of both commodes needed to be re-caulked as soon as possible. She

Level of Harm - Minimal harm or explained she rarely went into residents' bathroom, and she expected the housekeepers to report repair

potential for actual harm needs to the maintenance department in a timely manner.

Residents Affected - Some An interview was conducted with Housekeeper #1 on 09/17/24 at 11:57 AM. She stated she noticed the base

of both commodes accumulating buildups and recalled she had notified the Maintenance Manager about 2
weeks ago. However, she did not see anything had been done to fix the issues so far.

During an interview with the Housekeeping Manager on 09/17/24 at 12:05 PM, he indicated he had just
started his role about 2 weeks ago. He acknowledged that the darkened buildup around the base of both
commodes needed to be removed and installed with a new caulking. He explained he walked through all
residents' room at least twice weekly to ensure cleanliness, but he did not notice the base of both commodes
were accumulated with buildups. He expected the housekeeper to notify him and the maintenance
department to keep the commodes clean all the time.

An interview was conducted on 09/17/24 at 12:12 PM with the Maintenance Manager. He stated he walked
through all residents' room including bathroom at least once weekly. He did not notice the broken caulking
with dirty build-ups and indicated that it was his oversight. He normally depended on staff reporting of repair
needs by dropping the work orders in the mailbox outside of the maintenance office, or by verbal notification.
He did not recall receiving any report from nursing or housekeeping staff regarding the broken caulking with
dirty buildups for the commodes for both bathrooms so far. He acknowledged that both commodes needed to
be cleaned and re-caulked as soon as possible.

During an interview conducted on 09/17/24 at 1:18 PM, the Administrator expected all the staff to
communicate with each other to report environmental concerns in a timely manner to ensure residents'
homes remained clean and in good repair all the time.

An interview was conducted with the Director of Nursing on 09/18/24 at 3:55 PM. She expected the facility to
keep residents' home clean and in good repair all the time.

41069

2. a. An observation was made in room [ROOM NUMBER] on 9/15/24 at 2:31 PM. The window blinds inside
the room were missing three pieces of slat in the middle and had five broken slats at the bottom with sharp
edges. During the observation, an interview with Resident #64 who resided in the room stated that the blinds
in his room had been like this for two months.

A follow-up observation in room [ROOM NUMBER] on 9/17/24 at 9:15 AM revealed three pieces of slat
missing in the middle which measured approximately 6 inches long and 12 inches wide, and five broken slats
with sharp edges at the bottom of the window blinds.

An interview with Housekeeper #2 on 9/18/24 at 7:33 AM revealed she had noticed the broken blinds in room
[ROOM NUMBER] for a couple of months, but the Maintenance Manager already knew about them.
Housekeeper #2 stated that there was a clipboard on the Maintenance Manager's door for repair requests,
but she did not know whether he checked it or not so her supervisor gave them a note pad wherein they
could write any repair requests and hand them directly to the Maintenance Manager.

(continued on next page)
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F 0584 An interview with Nurse #4 on 9/18/24 at 11:05 AM revealed she had noticed the broken blinds in room
[ROOM NUMBER] which were due to Resident #64 pulling them down. Nurse #4 stated that it had been

Level of Harm - Minimal harm or reported that they needed repair and that they had been broken for a while, but she couldn't remember

potential for actual harm exactly how long.

Residents Affected - Some b. An observation was made in room [ROOM NUMBER] on 9/16/24 at 8:29 AM. The window blinds inside

the room had 14 slats that were missing on the left side and made a hole which measured approximately 12
inches in length and 12 inches in width. All of the broken pieces had sharp edges.

A follow-up observation and interview with Resident #20 on 9/17/24 at 8:56 AM revealed the blinds in his
room had been broken ever since he moved to the room about a month ago. Resident #20 stated that he
was not sure how the blinds got broken like that when all they needed to do was to raise it up. He said he
was not sure why they had to put a hole in the blinds. He further stated that he was sure they knew that the
blinds needed to be replaced or repaired for as long as it had been that way.

An interview with the Maintenance Manager on 9/18/24 at 10:29 AM revealed that he had a clipboard on the
outside of his door where staff could notify him of any maintenance repair requests. The Maintenance
Manager stated that he was in the process of changing the blinds that needed repair. He said that he saw
the broken blinds in room [ROOM NUMBER] when he was walking outside the day before, and the blinds in
room [ROOM NUMBER] got broken all the time because the resident often messed it. He shared that he had
just changed the blinds in room [ROOM NUMBER] two weeks ago, but the problem was that they got rid of
the pull cord from the blinds due to it being a choking or hanging hazard so you would need to pull on the
blinds when lowering them.

An interview with the Administrator on 9/18/24 at 4:47 PM revealed they had been replacing the blinds in
room [ROOM NUMBER] because the resident often messed with them, but she was not aware of the broken
blinds in room [ROOM NUMBER].
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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

Level of Harm - Minimal harm or
potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 36217

Residents Affected - Few Based on record review, observation, and interview with resident and staff, the facility failed to protect a
resident's right to be free from physical abuse when a cognitively intact resident (Resident #23) hit a resident
with severely impaired cognition (Resident #19) who wandered into his room asking for cigarette. This
affected 1 of 4 sampled residents review for abuse.

The finding included:

Resident #19 was admitted to the facility on [DATE] with diagnoses including dementia and traumatic brain
injury.

The admission Minimum Data Set (MDS) assessment dated [DATE] coded Resident #19 with severely
impaired cognition. He was under Hospice care and utilized wheelchair as the primary mobility device. He
weighted 132 pounds and was 5 foot 6 inches tall. He wandered and demonstrated verbal behavioral
symptoms directed toward others ,d+[DATE] days during the 7-day assessment period.

Resident #23 was admitted to the facility on [DATE] with diagnoses including depression and psychoactive
substance dependence.

The quarterly MDS assessment dated [DATE] coded Resident #23 with an intact cognition. He was 6 foot 6
inches tall and weighed 222 pounds. He had an acquired absence of left leg above knee and was using
wheelchair as the mobility device.

A review of nurse's progress notes dated [DATE] revealed Resident #19 entered Resident' #23's room with
his wheelchair and had a verbal and physical altercation in that evening. Upon assessment, Resident #19
suffered skin tear to the left brow, bruise and swelling about the size of a marble below the left eye. On
[DATE], the Director of Nursing (DON) and Social Service Director (SSD) assessed Resident #19 and noted
he was free of distress or mental anguish. Resident #19 denied pain and could not recalled the altercation
that occurred with Resident #23 the previous night.

The physician's progress notes dated [DATE] revealed Resident #19 went into Resident #23's room and was
being slapped and hit by Resident #23. At the time of assessment, Resident #19 appeared calm. He had
limited insight into the incident due to his level of dementia and was unable to provide details.

The nurse's progress notes dated [DATE] revealed Resident #23 was under one-on-one staff supervision
after having a physical altercation with Resident #19.

(continued on next page)
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F 0600 The physician's progress notes dated [DATE] indicated Resident #23 had slapped and punched Resident
#19 who went into his room. At the time of assessment, Resident #23 appeared calm and stated when

Level of Harm - Minimal harm or Resident #19 came into his room, he told him to leave even though he was his neighbor. However, Resident

potential for actual harm #19 would not leave and threw a cup of coffee at him. Resident #23 stated he felt like he had to defend
himself by slapping Resident #19. When Resident #19 tried to hit him back, he punched him. Resident #23

Residents Affected - Few denied having issues with his mood or anxiety after the incident during the assessment. He reported he had

been eating and sleeping well, and it was confirmed by the staff.

The initial report submitted to the Health Care Personnel Registry (HCPR) by the facility on [DATE] indicated
it was a resident-to-resident abuse between Resident #19 and Resident #23 which occurred on [DATE] in
the evening. The report indicated Resident #19 entered Resident #23's room asking for cigarette. When
Resident #23 told him to leave, Resident #19 threw a cup of coffee at Resident #23. Then, Resident #23
slapped Resident #19's. Both residents were placed on one-on-one after the incident. The Hospice nurse,
in-house Nurse Practitioner (NP), local police, and Adult Protective Services (APS) were notified. Resident
#19 suffered skin tears of approximately 0.5 centimeters (cm) to left brow, a marble size of bruise to left eye
with slight swelling. Resident #23 was noted with bruises to his right anterior hand without any mental
anguish. Resident #19 could not remember the incident when an administrative staff asked him about 30
minutes after the incident.

The investigation report submitted by the facility on [DATE] indicated the allegation of abuse was
unsubstantiated. Resident #23 stated Resident #19 did enter his room and could not be redirected. When he
told him to leave, Resident #19 threw a cup of coffee at him. Then, Resident #23 struck Resident #19
defensively once to remove him from his room.

An attempt to interview Resident #19 on [DATE] at 3:00 PM was unsuccessful. Resident #19 could not recall
anything related to the episode of physical altercation with Resident #23 on [DATE]. Observation of Resident
#19 revealed he was calm, pleasant, and free of mental anguish.

During an interview conducted on [DATE] at 3:05 PM, Resident #23 could not recall the physical altercation
with Resident #19 that occurred on [DATE]. Observation of Resident #23's room revealed a Stop sign was in
place by the entrance. He sat in the wheelchair and appeared to be calm, friendly, and free of any mental
anguish.

An interview was conducted with Unit Manager (UM) #1 on [DATE] at 4:23 PM. She stated Resident #19
used to stay at the North side of [NAME] wing. After the physical altercation on [DATE], he was moved to the
South side of [NAME] wing. A few days later, he was moved again to the East wing due to changing from
rehab to long-term care. Resident #19 always thought his home was at [NAME] wing and wandered to
[NAME] wing frequently. She stated that she was not in the facility when both incidents occurred.

During an interview conducted on [DATE] at 12:19 PM, UM #2 stated Resident #19 used to be Resident
#23's neighbor and sharing the same bathroom. After the incident on [DATE], Resident #19 was moved to
the south side of [NAME] wing, separated by the nurse station. Resident #19 was place under one-on-one
and Resident #23 under 15 minutes checks for several days. A banner with a Stop sign was placed at the
entrance of Resident #23's room.

An attempt to conduct a phone interview on [DATE] at 4:39 PM with Nurse #1 who was the hall nurse for
Resident #23 on [DATE] was unsuccessful. She did not return the call.

(continued on next page)
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F 0600 During a subsequent interview conducted on [DATE] at 5:53 PM, Resident #23 could not recall any
administrative staff had ever educated him to call for help and refrained from using physical force toward any

Level of Harm - Minimal harm or residents when he was provoked. Resident #23 stated he had the right to defense himself when he was

potential for actual harm provoked or physically attacked by an intruder in his home.

Residents Affected - Few An interview was conducted with the DON on [DATE] at 6:48 PM. She stated after the first incident on

[DATE], Resident #23 was care planned for his physically aggressive behavior with the goal to control his
behavior and seek staff for assistance when he became agitated. She personally educated Resident #23 to
refrain from using physical force toward other residents and asked for assistance from the staff. She stated
Resident #23 verbalized understanding after receiving the education. She stated the interventions put in
place after the first incident were fully implemented and added they were sufficient to prevent any
subsequent physical altercation from happen again.
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

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** 45272

Based on record review, interviews with resident and staff, the facility failed to provide care in a safe manner
when a resident fell from her bed during personal care. Resident #29 fell off her bed and hit her nose on an
oxygen concentrator positioned next to the bed and subsequently fell to the floor. The resident was sent to
the hospital evaluated and returned to the facility the same day with no injuries from the fall. This was for 1 of
5 residents reviewed for the prevention of accidents (Resident #29).

Findings included

Resident #29 was admitted to the facility on [DATE] with diagnosis that included dementia, respiratory
failure, diabetes mellitus

Resident #29's care plan prior to the fall read, Resident #29 was at risk for falls related to deconditioning, gait
and balance problems (8/30/23). Interventions included risks and injury will be minimized through next review
date and use sit to stand lift with transfers if the resident is having fatigue, shortness of breath, or other
difficulty transferring.

Resident #29's quarterly Minimum data set (MDS) dated [DATE] coded her as cognitively intact. Resident
#29 required 1-person maximum assistance with rolling left or right, dependent with 2-person assistance with
bathing and with toileting.

A review of the incident report dated 11/3/23 at 6:30 PM completed by Nurse #5 read in part: Nurse #5 was
called to the resident's room by Nurse Aide (NA) #2. Resident #29 was lying on the floor on her right side
with blood on the floor from her nose. The resident was complaining of head pain and right shoulder pain
when assessed. Nurse #5 called Emergency Medical Services (EMS) immediately and notified the Director
of Nursing (DON), Medical Director (MD), and family.

The hospital discharge summary dated 11/3/23 was reviewed. The discharge summary read the resident
was seen in the emergency room after a fall. A Computed Tomography (CT) scan of her head showed no
intercranial hemorrhage, and x-ray of her right hip and hand showed no evidence of broken bones. Resident
#29 was discharged back to the facility with no orders for pain medication. The discharge summary did not
include a description of a nose injury or treatments to the nose or other areas of the head or face.

A MD progress note dated 11/8/23 was reviewed and read in part: Resident #29 had a fall and was sent to
the ER where a CT head scan and an x-ray of her hip and hand were normal. The resident had complained
of pain in her head and right arm. The resident received Tylenol and Tramadol for arm pain.

(continued on next page)
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F 0689 Resident #29 was interviewed on 9/15/24 at 10:42 AM. She stated on 11/3/23 she was getting a bed bath
from a NA who she couldn't remember. Resident #29 stated she was lying on her right side with the NA
Level of Harm - Minimal harm or standing behind her. The resident stated her legs fell off the bed and she then fell out of the bed and hit her
potential for actual harm nose on the oxygen concentrator beside her bed before hitting the floor. She stated her left arm was hurting
from the fall too. The nurse sent her to the hospital after the fall to check her out and the hospital did not find
Residents Affected - Few anything broken or wrong with her. Resident #29 said the hospital did not give her any pain medications and

she did not need to take any because her pain wasn't bad. The resident stated she normally had 2 people
assist her with bed baths, and there was one NA helping her when she fell from her bed. She also stated she
had not fallen from her bed before that incident.

Resident #29's assigned Nurse #5 was interviewed on 9/17/24 at 11:30 AM. She stated Resident #29 was
receiving a bed bath from NA #2 during the shift change that evening. NA #2 provided the bed bath without
assistance from another staff member. Resident #29 required 2-person assistance for all care areas and NA
#2 knew Resident #29 required 2-person assistance with bed baths because it had been discussed during
the huddle meeting at the beginning of her shift, earlier that day. NA #2 called down the hallway for help, and
Nurse #5 quickly went to the resident's room. Nurse #5 stated Resident #29 was seen lying on the floor on
her right side, and her nose was bleeding from her nostrils. Resident #29 told Nurse #5 her head was hurting
and Nurse #5 provided first aide to the resident's nose, called EMS and then notified the MD, Director of
nursing (DON), and family of the incident. NA #2 told Nurse #5 she was giving Resident #29 a bed bath
without assistance and the resident was laying on her side and she was behind the resident washing her.
Resident #29 rolled out of bed and onto the floor.

NA #2 was unavailable for interview.

NA #2's written statement dated 11/3/23 read in part: NA #2 was providing a bed bath to Resident #29.
Resident #29 was assisting NA #2 with rolling over on her right side. During the bed bath, Resident #29
threw her leg up and over causing her to roll over and out of the bed. NA #2 wrote she tried to stop Resident
#29 from rolling out of bed, but Resident #29 continued to move herself.

The DON was interviewed on 9/17/24 at 3:05 PM. She stated Resident #29 had previously been a 1-person
assist but had a decline before the fall and needed 2-person assistance when providing care and bed baths.
The DON said NA #2 did not remember Resident #29 needed 2-person assist when providing a bed bath.
Resident #29 was lying on her side when NA #2 was washing her and the resident's legs rolled off the side
of the bed, causing the resident to fall to the floor. The DON stated NA #2 was provided education to have 2
-person assistance when providing care with Resident #29.

NA #3 was interviewed on 9/18/24 at 2:12 PM, she stated she had been assigned to Resident #29 prior the
fall on 11/3/23. NA #3 said Resident #29 had required 2-person assistance for all care including bed baths,
and all NA's who provided care for Resident #29 had been informed of her care needs during team huddles
at the beginning of each shift.

The Administrator was interviewed on 9/18/24 at 4:29 PM. The Administrator stated Resident #29 should
have had 2 people providing her a bed bath on 11/3/24, and NA #2 should have found assistance from
another NA or Nurse before providing a bed bath.
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F 0925 Make sure there is a pest control program to prevent/deal with mice, insects, or other pests.

Level of Harm - Minimal harm or **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41069
potential for actual harm
Based on record review, observations, resident and staff interviews, the facility failed to maintain an effective
Residents Affected - Some pest control program as evidenced by the presence of flies on 2 of 4 hallways (West hallways) that affected
resident rooms [ROOM NUMBERS], and the dining room.

The findings included:

A review of the Pest Control Company service specifications and recommendations dated 12/23/22 indicated
under Insect Control: Interior - Restrooms, break areas, vending areas, kitchen, dining area, and offices will
be inspected and treated as needed monthly. Exterior - Perimeter treatment will be done quarterly at ground
level, up to 6 feet out and 2 feet up from structure to control crawling insects. The services accepted (by the
facility) included regular pest control, exterior insect control and addition for kitchen cleanout. Fly control was
not included in the services.

A review of the facility's pest control sheet from May 2024 to September 2024 indicated the pest control
issues reported were ants, roach-like bugs, stink bugs, and roaches. No issues regarding flies were reported.

A review of the Pest Control service work order invoice dated 7/15/24 indicated a quarterly exterior treatment
was done for crawling insects, and rooms [ROOM NUMBERS] were inspected and no pest activity was
found. rooms [ROOM NUMBERS] were treated for crawling insects.

A review of the Pest Control service work order invoice dated 8/8/24 indicated the nourishment room, and
the East and [NAME] nursing stations were treated for roaches.

A review of the Pest Control service work order invoice dated 9/13/24 indicated spot treatment was done on
crack crevices for roaches.

a. An observation of residents in room [ROOM NUMBER] was made on 9/15/24 at 12:33 PM. There were
three flies that were flying around, and two flies hovered over the first bed in which a resident was sleeping in.

A second observation in room [ROOM NUMBER] was made on 9/16/24 at 8:37 AM. Two flies hovered by the
footboard of the first bed. There were no residents in the room at this observation.

b. An observation of the 200 hallway (West) was made on 9/15/24 at 1:00 PM. A fly was observed flying
around near the hallway door. A fly light was observed positioned on the wall about 1/4 of the way to the
nurses' station.

c. An observation of room [ROOM NUMBER] was made on 9/16/24 at 3:05 PM. There was a fly noted on the
resident's bed.

d. An observation of the dining room was made on 9/17/24 at 11:40 AM while the surveyor was heading to
the kitchen. A fly was hovering and landed on the surveyor's face. There were no residents in the dining
room at this time.

(continued on next page)
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F 0925

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Some

An interview with Resident #6 who resided in room [ROOM NUMBER] was conducted on 9/17/24 at 9:41
AM. Resident #6 stated that he had observed at least three flies in his room, and he attributed the presence
of flies to urine not being completely cleaned off of his floor when spills occurred.

An interview with Housekeeper #2 on 9/18/24 at 7:33 AM revealed she had seen flies all over the facility for
about a week, but she did not know where they were coming from. Housekeeper #2 stated she had noticed
flies in room [ROOM NUMBER], and had observed flies in the East hallway the past week. She stated she
knew a pest control company came to the facility to do treatments, but she was not sure what they did for
flies.

An interview with Nurse Aide (NA) #1 on 9/18/24 at 11:22 AM revealed she had observed flies all over the
facility, but the [NAME] hall was worse compared to the East hall. NA #1 stated that she noticed the
presence of flies had gotten worse within the past week, and she had reported this issue to the Maintenance
Manager. NA #1 further stated the Maintenance Manager was trying to do something about the flies, but she
was not sure what.

An interview with Nurse #4 on 9/18/24 at 11:05 AM revealed she had noticed some flies hovering around the
nurses' station on the [NAME] hall and in the [NAME] hallway, and the presence of flies had been recently
getting worse within the past month. Nurse #4 stated that she had no idea where they were coming from, but
she had reported it to the Maintenance Manager. Nurse #4 also stated that she didn't know what the next
steps were to control the flies.

An interview with the Maintenance Manager on 9/18/24 at 10:29 AM revealed he did rounds every day to
check for pests inside the facility and he also had a clipboard on his door where staff could report any pests
they observed in the facility. The Maintenance Manager stated that a pest control technician came to the
facility on the second Tuesday of each month to spray in the common areas. They also checked the
clipboard to address any pests that were reported. The Maintenance Manager stated that he had seen flies
inside the facility, but they had fly lights which were posted on each hallway and right by the smoking door.
The Maintenance Manager also stated that the presence of flies had been worse this week because it had
been wet from the rain. He shared that the flies might have been coming into the building from the smoking
door which opened and closed from the smokers coming in and out of this door all the time.

An observation of the smoking area on 9/18/24 at 9:40 AM revealed a fly light mounted on the wall on the
hallway leading up to the smoking door. It was on and working. However, the smoking door was observed
being opened and closed frequently from smokers coming in and out of the facility. No flies were observed in
the area.

A phone interview was attempted with the Pest Control Technician on 9/18/24 at 4:34 PM. He stated that he
provided general pest control for the facility, but he refused to provide additional details, claiming it was due
to confidentiality issues.

A follow-up interview with the Maintenance Manager on 9/18/24 at 4:05 PM revealed there was nothing else
they could do about the flies in the facility besides the use of the fly lights. He stated that the only way to
completely get rid of the flies was to fumigate the whole building, which meant evacuating all the residents
first. He also checked with the Pest Control Technician who told him the same thing.

(continued on next page)
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F 0925 An interview with the Administrator on 9/18/24 at 4:47 PM revealed the facility had fly lights and she had
more on order because during the summer time, the smokers went in and out of the facility several times

Level of Harm - Minimal harm or during the day. They also utilized fly swatters whenever they observed flies. The Administrator stated that

potential for actual harm they had tried to do a good job with keeping the presence of flies down.

Residents Affected - Some A follow-up interview with the Administrator and the Maintenance Manager on 9/18/24 at 5:14 PM revealed

they went in to check room [ROOM NUMBER] and observed a fly in the room but it was closer to the window
near the second bed. The Administrator stated they checked if there were any openings in the room but
couldn't find where they were coming from. The Maintenance Manager stated he put up stickers on the
window where they could get stuck if they tried to find somewhere to get out of the room. They stated they
would continue to investigate and find out where the flies were coming in from.
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