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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Many

Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff
and the public.

Based on observation and interviews with staff, the facility failed to ensure the washcloths used for
resident care were not stained or discolored. This had the potential to affect all 48 residents in the
facility.Findings Include: Observations conducted during the initial tour on 05/26/26 from 9:05 A.M.
through 9:11 A.M. revealed all of the washcloths, 70 in total, in three of the linen closets were
completely discolored/stained gray to dark brown.On 05/26/26 at 9:20 A.M. an interview with
Certified Nursing Assistant (CNA) #106 revealed she did not know why all the washcloths in the linen
closets were discolored and stained.Interview and observation of the laundry room on 05/26/26 at
9:35 A.M. with Laundry Staff #111 revealed a pile of unfolded stained/discolored washcloths on the
top of the table and about a dozen white washcloths folded in the laundry cart to go out on the units.
She stated the stained washcloths on the table in the pile were to be used for cleaning however the
nursing staff would take the cleaning cloths and use them on the residents when they were not
supposed to use them. Laundry Staff #111 went to the main linen storage closet and obtained more
washcloths, took them out to the clean linen closets, gathered up all the discolored washcloths, and
replaced them with the new ones.On 05/26/26 at 10:25 A.M. an interview with the Administrator
revealed staff were not supposed to be using the discolored or stained washcloths on the residents
they were for cleaning only.On 05/26/26 at 12:00 P.M. an interview with Certified Nursing Assistant
#103 revealed the night shift must have placed the discolored washcloths in the linen closets. She
verified she had been using them for morning care on the residents.
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