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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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.
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Based on observation, and staff interview, it was determined that the facility failed to provide a clean and 
homelike environment to on one of two nursing units (Third Floor Nursing Unit).

Findings include:

Observation of the Third Floor Nursing Unit designated as 3-North revealed the following:

On May 16, 2024, at approximately 11:00 a.m., a strong odor of urine was detected near room [ROOM 
NUMBER] while touring the nursing unit. 

Follow up observation was conducted on May 16, 2024 at 2:10 p.m. with the Nursing Home Administrator a 
strong urine odor was still noticeable near room [ROOM NUMBER].

The Nursing Home Administrator confirming that the odor of urine was present.
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