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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.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review the facility failed to ensure residents had the right to a safe,
clean, comfortable, and homelike environment including but not limited to receiving treatment and
support for daily living safely for 1 of 4 resident rooms in the secured unit (Resident room [ROOM
NUMBER]) reviewed for environment.1. The facility failed to ensure Resident room [ROOM NUMBER],
was thoroughly cleaned and sanitized.2. The facility failed to properly cover a shattered window in
Resident room [ROOM NUMBER].This deficient practice could place residents at risk of living in an
unsanitary environment and a diminished quality of life due to an unclean and unfunctional
environment. Findings include:1. An observation on 6/9/26 at 9:01am of Resident room [ROOM
NUMBER] revealed scraps of torn paper on the floor along the floorboards of two walls. The room
also revealed a bedside table next to the bed. The bedside table had spilled milk, pieces of scrambled
eggs, and a dirty napkin on it. Under the bedside table, there were pieces of scrambled eggs and a
dirty napkin on the floor. The bed had crumbs of food and unknown stains. The resident of Resident
room [ROOM NUMBER] was not in the room during the time of the observation. In an observation on
6/9/26 at 9:08am, the resident for Resident room [ROOM NUMBER] is non-interviewable. In an
interview on 6/9/26 at 9:11am, LVN A stated she was the nurse for the secured unit. LVN A stated
that the mess in Resident room [ROOM NUMBER] looked like it was from breakfast. LVN A stated
housekeeping had not made their round to the secured unit yet. LVN A stated housekeeping usually
arrived later in the morning, before noon. LVN A stated she could have called housekeeping to clean
up the room but hadn't because the morning had gotten busy. LVN A stated she would call
housekeeping to clean the room now. LVN A stated it was important to keep Resident room [ROOM
NUMBER] clean because the resident in Resident room [ROOM NUMBER] deserved to have a clean
room and maintain his dignity. LVN A stated Resident room [ROOM NUMBER] not having been
cleaned could have posed a risk for falls or insects.In an observation on 6/9/26 at 9:41am, Resident
room [ROOM NUMBER] was clear of clutter and trash. There was no mess on the floor or around the
bed. The bed was properly made with no crumbs on the sheets. In an observation on 6/9/26 at
9:47am, Resident room [ROOM NUMBER] was noted to be clean. There was no trash on the floor. The
bed was folded correctly and there were no crumbs on the sheets. In an observation on 6/9/26 at
10:01am, Resident room [ROOM NUMBER] was noted to be clean of trash. The trash can had been
emptied. The bedside table had been cleaned and there was nothing on top of it. The bed was nicely
made with no crumbs on the sheets. In an observation on 6/9/26 at 10:53am, Resident room [ROOM
NUMBER] reviewed it still had not been cleaned. There were scraps of torn paper on the floor along
the floorboards of two walls. The room also revealed a bedside table next to the bed. The bedside
table had spilled milk, pieces of scrambled eggs, and a dirty napkin on it. Under the bedside table,
there were pieces of scrambled eggs and a dirty napkin on the floor. The bed had crumbs of food and
unknown stains. The resident of Resident room [ROOM NUMBER] was not in the room during the time
of the observation.In an interview on 6/9/26 at 11:18am, the Housekeeping Supervisor stated he had
four housekeepers assigned to the facility. The Housekeeping Supervisor stated that all housekeepers
(continued on next page)
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start in the dining room and then attend to their assigned halls. The Housekeeping Supervisor stated
that the housekeeper that was assigned to the secured unit, would start with another hall first and
then end in the secured unit. The Housekeeping Supervisor stated if a nurse calls him that a room
needed cleaning, that room was prioritized and the housekeeper would attend to it right away. The
Housekeeping Supervisor stated that starting tomorrow, the housekeeper assigned to the secured unit
would start in the secured unit first and then go to their other assigned hall. The Housekeeping
Supervisor stated it was important the rooms were kept clean because of resident safety and their
well-being. The Housekeeping Supervisor stated it was also important because of infection control
and hygiene.In an interview on 6/11/26 at 11:40am the Administrator stated that housekeeping
usually went in the morning and the afternoon to clean Resident room [ROOM NUMBER]. The
Administrator stated the resident in Resident room [ROOM NUMBER] would sometimes get
aggressive and would not allow the housekeeper to clean the room. The Administrator stated
distraction was used to allow for cleaning, however housekeeping did clean the room.Record review
of the facility's policy on Cleaning and Disinfecting Residents' Room revised in August 2013 revealed,
General Guidelines1. Housekeeping surfaces (e.g., floors, tabletops) will be cleaned on a regular basis,
when spills occur, and when these surfaces are visibly soiled. 2. An observation on 6/9/26 at 9:01am
of Resident room [ROOM NUMBER] revealed that the only window in the room, was covered entirely
by a sheet of drywall. It was noted that the sheet of drywall was placed on the windowsill and
screwed onto the wall.In an observation on 6/9/26 at 9:08am, the resident for Resident room [ROOM
NUMBER] is non-interviewable. In an interview on 6/9/26 at 9:11am, LVN A stated that the resident
of Resident room [ROOM NUMBER], had broken the window over the weekend. LVN A stated that the
resident of Resident room [ROOM NUMBER] was not moved to another room because the resident
required a single occupancy room and there was not one available. In an interview on 6/9/26 at
10:30am, the Maintenance Director stated the window for Resident room [ROOM NUMBER] did not
break but had shattered. The Maintenance Director stated it happened over the weekend on Sunday,
6/7/26. He stated the Maintenance Assistant responded to call but had notified him of the incident.
The Maintenance Director stated only drywall was on hand to cover the window at the time of the
incident. The Maintenance Director stated there was a requirement for covering windows and there
had to be an opening of 4 from the bottom to allow for ventilation and light. The Maintenance Director
stated he was not aware the Maintenance Assistant had not left the 4 opening. He stated he did not
know when the window would be repaired. The Maintenance Director stated he had not obtained an
estimate or invoice for replacement because he was waiting on the Administrator to tell him to do so.
The Maintenance Director stated that as of today, he had not been updated on the replacement for the
window by the Administrator. Record review on 6/9/26 at 10:45am revealed there were no estimates
on the repair or replacement of the window. In an interview on 6/9/26 at 12:36pm, the Maintenance
Assistant stated he responded to the call over the weekend to repair the window in Resident room
[ROOM NUMBER]. He stated when he saw the window, the window was shattered with pieces of
glass on the floor. The Maintenance Assistant stated he cleaned up the glass and called the
Administrator. He stated the Administrator told him to cover the window with drywall. The
Maintenance Assistant stated he set the sheet of drywall on the windowsill and screwed it to the
wall. He stated he did not leave the 4 off the windowsill for ventilation because he thought glass
could fall from the breakage and hurt someone. The Maintenance Assistant stated he notified the
staff at that time to leave the door open to allow for ventilation.In an interview on 6/11/26 at
11:40pm, the Administrator stated he was notified over the weekend about the broken window in
Resident room [ROOM NUMBER]. He stated he had the Maintenance Assistant take care of it. The
Administrator stated he asked the Maintenance Assistant to cover the window with drywall until the
window could be replaced. He stated that on the day of the incident, he was not aware of when the
window would be replaced. The Administrator stated that the resident of Resident room [ROOM
NUMBER] was not moved into another room because the resident required a single occupancy room.
(continued on next page)
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He stated there were no single occupancy rooms available at the time of the incident. The
Administrator stated that at this time, the window had already been replaced.The Administrator
stated there was no environmental policy for window covering or maintenance.Record review of the
facility's policy on Resident Rights revised on December 2016 revealed, 1. a. A dignified existence
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