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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper 
authorities.

Based on medical record review, staff interview, facility document review, and review of the facility policy, the 
facility failed to ensure allegations of abuse were reported to the state survey agency (SSA). This affected 
two (Residents #156 and Resident #120) of three residents reviewed for abuse. Findings include:1. Review 
of the medical record for Resident #52 revealed an admission date of 12/26/2023 with diagnoses of 
schizophrenia and bipolar disorder.

Review of the MDS for Resident #52 dated 05/21/25 revealed the resident had intact cognition.

Review of the care plan for Resident #52 dated 04/16/24 revealed the resident had a history of behaviors 
which included wandering and making inappropriate comments to staff. Interventions included the following: 
direct staff to assist the resident to develop more appropriate methods of coping and interacting, encourage 
the resident to express feelings appropriately, offer tasks that divert the resident&rsquo;s attention. Review 
of the medical record for Resident #156 revealed an admission date of 09/20/23 with a diagnosis of dementia 
with behavioral disturbances and a discharge date of 05/12/25.

Review of the Minimum Data Set (MDS) assessment for Resident #156 dated 05/06/25 revealed the resident 
had severe cognitive impairment.

Review of a progress note for Resident #156 dated 05/01/25 at 7:41 P.M. per Registered Nurse (RN) #14 
revealed the the resident&rsquo;s power of attorney (POA) expressed concern about an interaction they 
reportedly saw between Resident #156 and another resident and asked if the incident was documented. RN 
#14 told the POA that they could not release any information until they spoke to their supervisor to ensure 
there were no privacy violations. 

Review of the progress note for Resident #156 dated 05/02/25 at 12:05 PM revealed the facility held a care 
conference with a family member to discuss the resident&rsquo;s escalated verbal and physical behaviors. 
The note did not address any resident-to-resident incidents. 

Review of the progress note for Resident #156 dated 05/12/25 at 1:21 P.M. revealed the facility held a care 
conference with the resident&rsquo;s representative where they discussed the resident&rsquo;s care. The 
note did not address any resident-to-resident incidents.
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Interview on 08/21/25 at 7:35 P.M. with Resident #156&rsquo;s representative, Resident Representative 
(RR) #23 confirmed on 04/26/25 at approximately 7:00 P.M. Resident #156 was watching television when 
Resident #52 approached Resident #156&rsquo;s room door with their pants down. RR #23 stated Resident 
#52&rsquo;s belt was unbuckled, their pants were unbuttoned, the zipper was down, and the 
resident&rsquo;s pants were down to the resident&rsquo;s knees. RR #23 stated they intervened before 
Resident #52 pulled down their (Resident #52&rsquo;s) brief. RR #23 stated they told Resident #52 to leave 
Resident #156&rsquo;s room, and once Resident #52 left, RR #23 asked Resident #156 what happened. RR 
#23 stated that Resident #156 told them that Resident #52 was going to show the resident their genitalia. RR 
#23 stated they went to the nurses&rsquo; station at approximately 7:00 P.M. and notified the outgoing and 
incoming nurses of the interaction between Resident #156 and Resident #52. RR #23 stated staff told them 
they would keep an eye on the residents and would ensure they were separated. RR #23 stated they 
contacted the facility on 05/01/25 and spoke with an RN to ensure the facility administration was notified of 
the interaction. RR #23 stated that on 05/02/25 they called and notified a social worker who stated they 
would notify the Administrator. RR #23 stated on 05/02/25, they received a return call from the Administrator, 
the Director of Nursing (DON), and the Social Services Designee (SSD). RR #23 stated that during the 
phone call, they informed the facility staff of the incident and requested an in-person meeting. RR #23 stated 
that on 05/12/25 an in-person meeting was held with RR #23, the Administrator, the DON, the SSD, and the 
Assistant Director of Nursing (ADON), and RR #23 discussed the incident during the meeting. 

Interview on 08/22/25 at 10:53 A.M. with RN #14 confirmed RR #23 had mentioned an incident about 
Resident #52 exposing themself but stated he did not remember whether RR #23 had reported the incident 
to him. RN #14 further confirmed if RR #23 had reported something to him, he would have notified the 
Administrator immediately. 

Interview on 08/22/25 at 10:20 A.M. with RN #8, who was the former ADON, stated she was notified of the 
incident between Resident #52 and Resident #156 on 05/01/25. RN #8 stated RR #23 had wanted to speak 
with management regarding an incident between Resident #156 and Resident #52. RN #8 stated she spoke 
with RR #23 who stated Resident #156 was sitting on their bed watching television when RR #23 witnessed 
Resident #52 approaching the room with their pants down to their hips. RN #8 that RR #23 reportedly told 
Resident #52 that it was not their room, and the resident turned and left.

Interview on 08/21/25 at 3:49 P.M. with the SSD confirmed during a meeting with RR #23, the Administrator, 
and the DON on 05/12/25, RR #23 alleged Resident #52 exposed themself to Resident #156. The SSD 
revealed the meeting was documented in a progress note, but the allegation of possible resident-to resident 
abuse was not documented.

Interview on 08/21/25 at 4:00 P.M. with the DON confirmed she attended a meeting where RR #23 alleged 
Resident #52 attempted to expose their genitals to Resident #156. 

Interview on 08/21/25 at 5:14 P.M. with the Administrator confirmed he was the Abuse Coordinator for the 
facility and recalled a meeting was held regarding Resident #156&rsquo;s behaviors. The Administrator 
confirmed during the meeting, RR #23 reported that Resident #52 attempted to expose themself to Resident 
#156 on 04/26/25. The Administrator confirmed the facility did not report the incident to the SSA.
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2. Review of the medical record for Resident #120 revealed and admission date of 11/07/24 with diagnoses 
including chronic obstructive pulmonary disease, Alzheimer's disease, and major depressive disorder. 

Review of the MDS for Resident #120 date 06/04/25 revealed the resident had severe cognitive impairment 
and required supervision with activities of daily living (ADLs.) 

Review of the medical record for Resident #117 revealed and admission date of 03/22/25 with diagnoses 
including unspecified dementia without behavioral disturbance, adjustment disorder with anxiety, and 
hypertension. 

Review of the MDS assessment for Resident #117 dated 06/13/25 revealed the resident had severe 
cognitive and was ambulatory and wandered daily.

Review of the care plan for Resident #117 undated revealed the resident had behavioral problems that 
included hitting others. Interventions included the following: provide a room change, intervene as necessary 
to protect the rights and safety of others, approach/speak to the resident in a calm manner, divert the 
resident's attention, take the resident to an alternate location as needed, monitor behavior episodes and 
attempt to determine the underlying cause, considering the location, time of day, persons involved, and 
situation, document the behavior and potential causes.

Review of the progress note for Resident #120 dated 04/02/25 at 1:30 A.M. per Licensed Practical Nurse 
(LPN) #10 revealed staff heard the resident yelling and requesting staff get him/her off of me. LPN #10 
observed Resident #120 lying in bed, and their roommate was standing over the resident hitting Resident 
#120 on the arm with a plastic cup. Resident #120 stated they had also been hit on the left arm and left leg. 

Review of the progress note for Resident #117 dated 04/02/25 at 1:31 A.M. per LPN #10 revealed Resident 
#117 was standing over their roommate hitting the roommate on the arm with a plastic medicine cup. LPN 
#10 asked Resident #117 why they were hitting their roommate and the resident stated they did not know.

Review of the Interdisciplinary Team (IDT) note for Resident #117 dated 04/13/25 revealed a 
resident-to-resident incident occurred. Staff observed Resident #117 standing over their roommate and 
hitting them with a plastic cup. The note indicated the new behavioral intervention for the resident was a 
room change.

Interview on 08/20/25 at 8:37 P.M. with LPN #10 confirmed on 04/02/25 she heard yelling out from a resident 
room and found Resident #117 standing at Resident #120's bedside hitting them with a plastic cup. LPN #10 
stated she informed the charge nurse and the Director of Nursing (DON) of the resident-to resident incident. 

Interview on 08/22/25 at 11:00 A.M. with the DON confirmed the IDT met two times per week to review 
incidents. She stated that she deferred to the Administrator to decide which incidents should be reported to 
the SSA.

(continued on next page)

113365772

11/20/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

365772 08/28/2025

Eastgate Health Care Center 4400 Glen Este Withamsville Road
Cincinnati, OH 45245

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Interview on 08/22/25 at 12:23 P.M. with LPN #9 confirmed she was a night shift team leader, and staff were 
to report all falls and incidents to her. LPN #9 confirmed she immediately notified the on-call person, the 
DON or Administrator of resident-to-resident altercations, which required two-hour reporting. She further 
stated the staff were to write witness statements about the incidents. LPN #9 stated that she did not recall an 
incident involving Resident #117 in an altercation with another resident

Interview on 08/22/25 at 1:58 P.M. with RN #8 confirmed incidents were discussed during IDT meetings, and 
the Administrator made the decision on which incidents were to be reported to the SSA. She stated that 
resident-to-resident altercations were to be reported to the SSA within two hours of being notified of them. 

Interview on 08/22/25 at 3:06 P.M. with the Administrator confirmed the facility did not report the 
resident-to-resident incident between Resident #120 and #117 to the SSA. 

Review of the facility policy titled Abuse/Neglect/Misappropriation of Property revised September 2022 
revealed the facility would report all allegations of abuse to the SSA. 

This deficiency represents noncompliance investigated under Complaint Number 1301484 (Complaint 
OH00165616.)
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Respond appropriately to all alleged violations.

Based on medical record review, staff interview, facility document review, and review of the facility policy, the 
facility failed to thoroughly investigate allegations of resident abuse and ensure residents were protected 
from further potential abuse during the course of the investigation. This affected two (Residents #156 and 
Resident #120) of three residents reviewed for abuse. Findings include:1. Review of the medical record for 
Resident #52 revealed an admission date of 12/26/2023 with diagnoses of schizophrenia and bipolar 
disorder.Review of the MDS for Resident #52 dated 05/21/25 revealed the resident had intact cognition. 

Review of the care plan for Resident #52 dated 04/16/24 revealed the resident had a history of behaviors 
which included wandering and making inappropriate comments to staff. Interventions included the following: 
direct staff to assist the resident to develop more appropriate methods of coping and interacting, encourage 
the resident to express feelings appropriately, offer tasks that divert the resident's attention.

Review of the medical record for Resident #156 revealed an admission date of 09/20/23 with a diagnosis of 
dementia with behavioral disturbances and a discharge date of 05/12/25. 

Review of the Minimum Data Set (MDS) assessment for Resident #156 dated 05/06/25 revealed the resident 
had severe cognitive impairment.

Review of a progress note for Resident #156 dated 05/01/25 at 7:41 P.M. per Registered Nurse (RN) #14 
revealed the the resident's power of attorney (POA) expressed concern about an interaction they reportedly 
saw between Resident #156 and another resident and asked if the incident was documented. RN #14 told 
the POA that they could not release any information until they spoke to their supervisor to ensure there were 
no privacy violations. 

Review of the progress note for Resident #156 dated 05/02/25 at 12:05 PM revealed the facility held a care 
conference with a family member to discuss the resident's escalated verbal and physical behaviors. The note 
did not address any resident-to-resident incidents. 

Review of the progress note for Resident #156 dated 05/12/25 at 1:21 P.M. revealed the facility held a care 
conference with the resident's representative where they discussed the resident's care. The note did not 
address any resident-to-resident incidents. 

(continued on next page)

115365772

11/20/2025



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

365772 08/28/2025

Eastgate Health Care Center 4400 Glen Este Withamsville Road
Cincinnati, OH 45245

F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Interview on 08/21/25 at 7:35 P.M. with Resident #156's representative, Resident Representative (RR) #23 
confirmed on 04/26/25 at approximately 7:00 P.M. Resident #156 was watching television when Resident 
#52 approached Resident #156's room door with their pants down. RR #23 stated Resident #52's belt was 
unbuckled, their pants were unbuttoned, the zipper was down, and the resident's pants were down to the 
resident's knees. RR #23 stated they intervened before Resident #52 pulled down their (Resident #52's) 
brief. RR #23 stated they told Resident #52 to leave Resident #156's room, and once Resident #52 left, RR 
#23 asked Resident #156 what happened. RR #23 stated that Resident #156 told them that Resident #52 
was going to show the resident their genitalia. RR #23 stated they went to the nurses' station at 
approximately 7:00 P.M. and notified the outgoing and incoming nurses of the interaction between Resident 
#156 and Resident #52. RR #23 stated staff told them they would keep an eye on the residents and would 
ensure they were separated. RR #23 stated they contacted the facility on 05/01/25 and spoke with an RN to 
ensure the facility administration was notified of the interaction. RR #23 stated that on 05/02/25 they called 
and notified a social worker who stated they would notify the Administrator. RR #23 stated on 05/02/25, they 
received a return call from the Administrator, the Director of Nursing (DON), and the Social Services 
Designee (SSD). RR #23 stated that during the phone call, they informed the facility staff of the incident and 
requested an in-person meeting. RR #23 stated that on 05/12/25 an in-person meeting was held with RR 
#23, the Administrator, the DON, the SSD, and the Assistant Director of Nursing (ADON), and RR #23 
discussed the incident during the meeting. Interview on 08/22/25 at 10:53 A.M. with RN #14 confirmed RR 
#23 had mentioned an incident about Resident #52 exposing themself but stated he did not remember 
whether RR #23 had reported the incident to him. RN #14 further confirmed if RR #23 had reported 
something to him, he would have notified the Administrator immediately. 

Interview on 08/22/25 at 10:20 A.M. with RN #8, who was the former ADON, stated she was notified of the 
incident between Resident #52 and Resident #156 on 05/01/25. RN #8 stated RR #23 had wanted to speak 
with management regarding an incident between Resident #156 and Resident #52. RN #8 stated she spoke 
with RR #23 who stated Resident #156 was sitting on their bed watching television when RR #23 witnessed 
Resident #52 approaching the room with their pants down to their hips. RN #8 that RR #23 reportedly told 
Resident #52 that it was not their room, and the resident turned and left.

Interview on 08/21/25 at 3:49 P.M. with the SSD confirmed during a meeting with RR #23, the Administrator, 
and the DON on 05/12/25, RR #23 alleged Resident #52 exposed themself to Resident #156. The SSD 
revealed the meeting was documented in a progress note, but the allegation of possible resident-to resident 
abuse was not documented.Interview on 08/21/25 at 4:00 P.M. with the DON confirmed she attended a 
meeting where RR #23 alleged Resident #52 attempted to expose their genitals to Resident #156. Interview 
on 08/21/25 at 5:14 P.M. with the Administrator confirmed he was the Abuse Coordinator for the facility and 
recalled a meeting was held regarding Resident #156's behaviors. The Administrator confirmed during the 
meeting, RR #23 reported that Resident #52 attempted to expose themself to Resident #156 on 04/26/25. 
The Administrator confirmed the facility did not report the incident to the SSA nor did the facility conduct a 
thorough investigation to include measures to protect residents during the course of the investigation. 

2. Review of the medical record for Resident #120 revealed and admission date of 11/07/24 with diagnoses 
including chronic obstructive pulmonary disease, Alzheimer's disease, and major depressive disorder. 

Review of the MDS for Resident #120 date 06/04/25 revealed the resident had severe cognitive impairment 
and required supervision with activities of daily living (ADLs.) 
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Review of the medical record for Resident #117 revealed and admission date of 03/22/25 with diagnoses 
including unspecified dementia without behavioral disturbance, adjustment disorder with anxiety, and 
hypertension. 

Review of the MDS assessment for Resident #117 dated 06/13/25 revealed the resident had severe 
cognitive and was ambulatory and wandered daily.

Review of the care plan for Resident #117 undated revealed the resident had behavioral problems that 
included hitting others. Interventions included the following: provide a room change, intervene as necessary 
to protect the rights and safety of others, approach/speak to the resident in a calm manner, divert the 
resident's attention, take the resident to an alternate location as needed, monitor behavior episodes and 
attempt to determine the underlying cause, considering the location, time of day, persons involved, and 
situation, document the behavior and potential causes.

Review of the progress note for Resident #120 dated 04/02/25 at 1:30 A.M. per Licensed Practical Nurse 
(LPN) #10 revealed staff heard the resident yelling and requesting staff get him/her off of me. LPN #10 
observed Resident #120 lying in bed, and their roommate was standing over the resident hitting Resident 
#120 on the arm with a plastic cup. Resident #120 stated they had also been hit on the left arm and left leg. 

Review of the progress note for Resident #117 dated 04/02/25 at 1:31 A.M. per LPN #10 revealed Resident 
#117 was standing over their roommate hitting the roommate on the arm with a plastic medicine cup. LPN 
#10 asked Resident #117 why they were hitting their roommate and the resident stated they did not know.

Review of the Interdisciplinary Team (IDT) note for Resident #117 dated 04/13/25 revealed a 
resident-to-resident incident occurred. Staff observed Resident #117 standing over their roommate and 
hitting them with a plastic cup. The note indicated the new behavioral intervention for the resident was a 
room change.

Interview on 08/20/25 at 8:37 P.M. with LPN #10 confirmed on 04/02/25 she heard yelling out from a resident 
room and found Resident #117 standing at Resident #120's bedside hitting them with a plastic cup. LPN #10 
stated she informed the charge nurse and the Director of Nursing (DON) of the resident-to resident incident. 

Interview on 08/22/25 at 11:00 A.M. with the DON confirmed the IDT met two times per week to review 
incidents. She stated that she deferred to the Administrator to decide which incidents should be reported to 
the SSA.

Interview on 08/22/25 at 12:23 P.M. with LPN #9 confirmed she was a night shift team leader, and staff were 
to report all falls and incidents to her. LPN #9 confirmed she immediately notified the on-call person, the 
DON or Administrator of resident-to-resident altercations, which required two-hour reporting. She further 
stated the staff were to write witness statements about the incidents. LPN #9 stated that she did not recall an 
incident involving Resident #117 in an altercation with another resident
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Interview on 08/22/25 at 1:58 P.M. with RN #8 confirmed incidents were discussed during IDT meetings, and 
the Administrator made the decision on which incidents were to be reported to the SSA. She stated that 
resident-to-resident altercations were to be reported to the SSA within two hours of being notified of them. 

Interview on 08/22/25 at 3:06 P.M. with the Administrator confirmed the facility did not report the 
resident-to-resident incident between Resident #120 and #117 to the SSA nor did the facility conduct a 
thorough investigation to include measures to protect residents during the course of the investigation. 

Review of the facility policy titled Abuse/Neglect/Misappropriation of Property revised September 2022 
revealed the facility would investigate all allegations of abuse and would ensure residents were protected 
from further potential abuse during the course of the investigation. 

This deficiency represents noncompliance investigated under Complaint Number 1301484 (Complaint 
OH00165616.)
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F 0760

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Ensure that residents are free from significant medication errors.

Based on record review, interview, and facility policy review, the facility failed to prevent a significant 
medication error that placed 1 (Resident #132) of 1 resident reviewed for insulin administration at risk for 
hypoglycemia. Specifically, Resident #132 received short-acting insulin (Humalog) instead of long-acting 
insulin (Lantus) and required transfer to a hospital emergency department for observation.The findings 
included: Review of the medical record for Resident #132 revealed an admission date of 07/11/25 with 
diagnoses including myocardial infarction, chronic kidney disease, and type 2 diabetes mellitus. Review of 
the Minimum Data Set (MDS) assessment for Resident #132 dated 07/17/25 revealed the resident had intact 
cognition. Review of the care plan for Resident #132 revealed the resident had diabetes mellitus with 
diabetic polyneuropathy. Interventions directed staff to administer diabetes medication as ordered by 
clinicians. Review of the physician's orders for Resident #132 revealed an order dated 07/11/25 for Lantus 
insulin subcutaneously 95 units at bedtime. Review of the physician's orders for Resident #132 revealed an 
order dated 07/24/25 for Humalog insulin 15 units with meals, hold if the blood sugar is below 150. Review of 
the progress note for Resident #132 dated 07/24/25 at 10:08 P.M. revealed Resident #132 was given 60 
units of Humalog instead of 95 units of Lantus by mistake. Staff called the resident's physician and the 
resident showed no signs or symptoms of hypoglycemia. Review of the progress note for Resident #132 
dated 07/24/25 at 11:00 P.M. revealed the physician gave an order to send the resident to the hospital for an 
evaluation. Review of the hospital after visit summary for Resident #132 dated 07/24/25 revealed the 
resident was seen for an accidental medication error. The hospital performed point of care glucose testing 10 
times for Resident #132. Interview on 08/18/2025 at 2:27 P.M. with Resident Representative (RR) #6 
confirmed she received a call from a facility nurse reporting Resident #132 had been given the wrong insulin 
and was being sent to the hospital for observation. Interview on 08/19/25 at 5:45 P.M. with Licensed 
Practical Nurse (LPN) #2 confirmed on 07/24/25 she mistakenly administered 60 units of Humalog insulin to 
Resident #132 instead of Lantus insulin. Interview on 08/20/25 at 9:43 A.M. with LPN #1 stated LPN #2 
reported the medication error involving Resident #132 immediately and stayed with the resident until 
emergency medical services (EMS) transported the resident to the hospital. Interview on 08/20/25 at 10:27 A.
M. with the Director of Nursing (DON) confirmed LPN #2 reported a medication error with Resident #132 on 
07/24/25 in which the resident received Humalog insulin instead of Lantus insulin Interview on 08/21/25 at 
3:59 P.M. with the Medical Director confirmed the facility notified him on 07/24/25 that Resident #132 
received the wrong insulin. MD confirmed he gave an order for Resident #132 to be transferred to the 
emergency department for monitoring in a controlled environment. Review of the facility policy titled 
Medication Error dated May 2025 revealed medication errors would be prevented and reported. This 
deficiency represents noncompliance investigated under Complaint Number 2579530.
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Note: The nursing home is 
disputing this citation.

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

(continued on next page)
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Note: The nursing home is 
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, observation, staff interview, and review of the facility policy, the facility failed to maintain its 
environment in a sanitary manner on Health Care 2, one of the four halls where residents resided. This had 
the potential to affect the residents residing on Health Care 2. Findings include: Review of a work order 
dated 08/17/24 revealed there was mold on ceiling tiles in the Administrator's office. The work order 
indicated the ceiling tiles were replaced and the pipes were wrapped.Review of a work order dated 09/21/24 
revealed there was a moldy hole in the ceiling of room [ROOM NUMBER]. The work order indicated the hole 
in the ceiling was being fixed.Review of a work order dated 09/12/24 revealed there was mold in the corner 
of the floor by the window in room [ROOM NUMBER]. Review of a work order dated 12/16/24 revealed there 
was mold/mildew in the bathroom of room [ROOM NUMBER]. The work order indicated there was no mold 
or mildew seen, but the bathroom had just been cleaned.Review of a work order dated 07/01/25 revealed a 
visitor saw and smelled mold in room [ROOM NUMBER]. The work order indicated that the air conditioning 
(A/C) unit was cleaned.Review of a work order dated 07/09/25 revealed there was mold on ceiling tiles in the 
administrator's office. The work order indicated the ceiling tiles were replaced.Review of a work order dated 
07/20/25 revealed there was mold in room [ROOM NUMBER]. The work order indicated the mold was 
cleaned.Review of a work order dated 07/25/25 revealed there was a moldlike substance on the ceiling by 
the window of room [ROOM NUMBER]. The work order indicated the resident stated they had mold on their 
ceiling above the window, and the dry wall was cut out and replaced with new dry wall.Review of a work 
order dated 07/29/25 revealed there was mold on top of the ceiling of the bathroom in room [ROOM 
NUMBER]. The work order indicated the ceiling was treated.Review of a work order dated 07/30/25 revealed 
there was water damage and mold under the sink in room [ROOM NUMBER]. The work order indicated the 
room was getting a new vanity which had already been ordered. Review of a work order dated 08/01/25 
revealed there was mold on the ceiling of dry storage in the kitchen. The work order indicated the area was 
treated and got rid of mold.Review of a work order dated 08/01/25 revealed there was mold on the ceiling in 
Health Care 1 medication room. The work order indicated the area was cleaned and treated. Review of a 
work order dated 08/13/25 revealed there was mold in the A/C unit of room [ROOM NUMBER]. The work 
order indicated the area was cleaned and treated.Review of a work order dated 08/14/25 revealed there was 
possible mold in the register of room [ROOM NUMBER]. The work order indicated the area was cleaned and 
treated.Observation on 08/18/25 at 1:21 P.M of resident room [ROOM NUMBER] located on HC2 revealed 
there was a black area on the left wall by the ceiling behind the resident's bed. Observation on 08/21/25 at 
9:49 A.M. of room [ROOM NUMBER] located in hall HC2 revealed the black area at the top of the wall was 
no longer there. Observation on 08/21/25 at 10:00 A.M. revealed the ceiling tiles in the dining room adjacent 
to room [ROOM NUMBER] were stained brown and black. Interview on 08/21/2025 at 11:41 A.M. with 
Maintenance Director (MD) #16 stated that he was not aware of mold in the facility. He stated that there was 
a black substance that appeared on the walls and ceilings, but it was able to be wiped off easily. MD #16 
confirmed Housekeeper #15 was able to wipe off the black area in room [ROOM NUMBER]. Interview on 
08/21/25 at 1:52 P.M. with Housekeeper #15 confirmed she worked every other weekend on HC 2 located 
on the first floor, which included Rooms 151-181. Housekeeper #15 stated that there was a black stain in 
room [ROOM NUMBER] on the wall which she was able to remove. Interview on 08/21/25 at 1:58 P.M. with 
Environmental Services Supervisor (ESS) #17 stated that if a staff member saw a black substance and they 
wiped it off and put in a work order, she followed up. She stated she was not an expert but during high 
humidity days if residents did not have their air on, the black areas would appear, but the black areas would 
wipe off and not come back. Interview on 08/21/25 at 2:49 P.M. with MD #16 stated that he first became 
aware of the black substance in room [ROOM NUMBER] through work orders from the previous day. 
Interview on 08/22/25 at 2:11 P.M. with the Director of Nursing (DON) confirmed if staff saw mold they 
should report it to maintenance staff via work order. The DON stated she thought they would hire a 
contractor to come out and test or evaluate the situation. The DON stated that her expectation was that 
concerns with black areas be reported right away so that they could be addressed. Interview on 08/22/25 at 
2:17 P.M. with the Administrator if staff saw a black substance in the environment which appeared to be 
mold it should be reported to the maintenance staff via work order so it could be addressed immediately. The 
Administrator stated the facility had not made any attempts to determine the origin of the black substances in 
the environment detailed on the work orders. Review of the facility policy titled Environmental 
Services-Homelike Environment dated January 2025 revealed the facility would maintain a high standard of 
cleanliness in all areas of the facility. The environmental service department worked diligently in conjunction 
with the other departments to maintain a comfortable homelike atmosphere that was clean and odor free for 
the residents.This deficiency represents noncompliance that was investigated under Complaint Number 
2592171.
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