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F 0584

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

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** 40258

Based on observations and staff interview, the facility failed to provide necessary maintenance services to 
ensure residents have a safe, clean, comfortable, and homelike environment for 6 of 6 resident units. 
Findings include:

Per observation on 11/20/24 from 12:10 AM to 12:30 PM, all nursing units (Stark, [NAME], [NAME], Frost, 
[NAME], and [NAME]) needed multiple functional and cosmetic repairs in several resident rooms.

* room [ROOM NUMBER]- There was a double electrical outlet receptacle and cover that was broken. One 
of the top plugs in the receptacle was also broken exposing the electrical wiring. There were two cords 
plugged into the bottom receptacles. A bulletin board had been removed from the wall and there was a large 
square of brown paint where the bulletin board had been. There were two pieces of plywood used as a wall 
covering, both boards were delaminating, exposing splintered wood. 

* Walls in rooms R6, R13, R11, C4, C5, C6, C7, C8, C10, 102, 103, 113, 115, 120, and 126 had unrepaired 
holes, scratches, peeling wallpaper, or unpainted spackle.

* Missing baseboard trim in the bathroom of room [ROOM NUMBER] exposing peeling paint and broken 
sheet rock. Missing baseboard trim was also noted in room [ROOM NUMBER]. 

* A wardrobe in room [ROOM NUMBER] had a broken drawer. 

* The cover over the florescent light above the resident's bed in room [ROOM NUMBER] was broken and 
had been placed against the wall at the foot of the bed. The left side of the bed was against the wall and 
there were large scratches and missing paint on the wall at the head of the bed. 

* The bathroom in 146 had two broken tiles with missing pieces in front of the toilet creating an infection 
control concern due to the inability to properly clean the floor. 

* There were signs of leaking at the base of the toilet in room [ROOM NUMBER], presenting as black liquid 
on the floor that was partially dried. This room was not currently occupied. 
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Per interview on 11/20/24 at 3:10 PM, with the facility Administrator some of the repairs needed had been 
identified through environmental rounds and preventative maintenance. These repairs have not been 
completed due to residents residing in the rooms and admissions. A walk through of the facility was 
conducted at this time and the Administrator confirmed the environmental observations listed above.

22475029

03/01/2025


