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Based on observations, staff and resident interviews, review of maintenance work order log, and review of
the facility work order process form, the facility failed to ensure resident rooms were without holes in the
drywall or torn wallpaper. This affected three (#09, #12, and #13) residents out of the four residents reviewed
for homelike environment. The facility census was 47.Findings include:1.Review of the medical record for
Resident #09 revealed an admission date of 08/03/23 with medical diagnoses of vascular dementia,
hypertension (HTN), anxiety, and hypothyroidism. Review quarterly of the Minimum Data Set (MDS)
assessment, dated 06/20/25, indicated Resident #09 had severe cognitive impairment and was dependent
upon staff for toileting hygiene, transfers, and bathing and was independent with eating. 2. Review of the
medical record for Resident #12 revealed an admission date of 09/22/22 with medical diagnoses of
congestive heart failure, HTN, diabetes mellitus (DM), and anxiety.Review of a quarterly MDS assessment,
dated 06/12/25, indicated Resident #12 was cogpnitively intact and was dependent upon staff for bathing,
toilet hygiene, transfers, and bed mobility.3. Review of the medical record for Resident #13 revealed an
admission date of 07/12/22 with medical diagnoses of HTN, DM, hyperlipidemia, and history of cerebral
infarction.Review of a quarterly MDS assessment, dated 08/03/25, indicated Resident #13 was cognitively
intact and was dependent upon staff for toileting hygiene, required substantial/maximum staff assistance for
bathing and bed mobility. The MDS indicated Resident #13 had not transferred during review period.
Observation with interview on 08/29/25 at 8:11 A.M. of Resident #13's room revealed two large holes in the
wall on the right side of Resident #13's bed. The observation also revealed the wallpaper on the wall on the
right side of Resident #13's bed was torn. Interview with Resident #13 confirmed the two large holes in her
walls near her bed and stated the holes had been there for a long time.Interview on 08/29/25 at 8:15 A.M.
with Licensed Practical Nurse (LPN) #111 confirmed there were two large holes and torn wallpaper on the
wall on right side of Resident #13's bed. Observation with interview on 08/29/25 at 9:51 A.M. of Resident
#12's room revealed a large hole in the wall behind the bed. The observation also revealed torn wallpaper on
the wall behind Resident #12's bed. Interview with Resident #12 confirmed the hole in the wall and the torn
wallpaper behind her bed but stated she was not sure how long the wall had been like that. Interview on
08/29/25 at 9:53 A.M. with LPN #111 confirmed Resident #12 had a hole in her wall behind her bed and the
wallpaper was torn. Observation with interview on 08/29/25 at 9:58 A.M. with Resident #09's room revealed
a hole in the wall behind her bed and torn wallpaper. Interview with Resident #09 stated she was not aware
of the hole in the wall or the torn wallpaper.Interview on 08/29/25 at 10:04 A.M. with State Tested Nursing
Assistant (STNA) #102 confirmed there was a hole in the wall behind Resident #09's bed and the wallpaper
was torn. Review of the facility maintenance log from 06/11/25 to 08/28/25 revealed no documentation to
support the facility had identified the holes in the walls in Resident #09's, #12's, and #13's room. Review of
the facility work order process instructions, dated 03/06/25, stated staff are to identify maintenance/work
needed and to enter into a log/binder in the Maintenance office. This deficiency represents non-compliance
investigated under Complaint Number 2568278
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