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

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0921 Make sure that the nursing home area is safe, easy to use, clean and comfortable for residents, staff and the
public.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on the
observation and staff interview the facility failed to maintain a comfortable and sanitary environment for

Residents Affected - Some residents. These findings had the potential to affect more than an isolated number of residents. Facility

census: 74. A tour of the facility on 09/08/25 at 11:00 AM revealed the following observations:

a) room [ROOM NUMBER]

A brown substance was around the base of the toilet. The room had lots of white dry wall mud patches.
b) room [ROOM NUMBER]

Dry wall mud patches were on the walls of the room. A toilet paper roll holder was missing, and the toilet
paper was sitting on top of the back of the commode.

¢) room [ROOM NUMBER]

The ring around the base of the toilet was brown. The room had several dry wall mud patches throughout.
The painted finish was observed coming off the handrails on the Alzheimer's/Dementia Unit.

d) room [ROOM NUMBER]

On 09/08/25 at 11:20 AM broken window slats were observed in the window covering

e) room [ROOM NUMBER]

Observation revealed no toilet paper roll holder. The toilet paper was sitting on the back of the commode.
g) room [ROOM NUMBER]

The was a dirty ring of caulk around the base of the toilet

h) room [ROOM NUMBER]

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0921 The floor in front of the toilet was dirty/dingy in appearance and the ring of caulk around the base of the toilet
was dingy (yellowish, brown in color)

Level of Harm - Minimal harm or
potential for actual harm i) room [ROOM NUMBER]

Residents Affected - Some The drawer in the bottom of the wardrobe was off track and would not close completely. This room also had
lots of dry wall mud patches.

j) room [ROOM NUMBER]

The handles were broken on the wardrobe and there was no toilet paper roll holder in the bathroom.
k) room [ROOM NUMBER]

11:10 AM - A/C had no filter and the coils were dirty, Room had dirt on the floor.

L) room [ROOM NUMBER]

At 11:11am room [ROOM NUMBER] was observed to have dirt build-up around baseboard at the air
conditioning unit and the floor was sticky.

m) room [ROOM NUMBER]
At 11:12 AM room [ROOM NUMBER] was observed to have dirt build-up around the baseboard.
n) room [ROOM NUMBER]

At 11:15 AM room [ROOM NUMBER] was observed to have dirt build-up around baseboard and bed linens
dirty on bed - B.

o) room [ROOM NUMBER]

At 11:17 AM room [ROOM NUMBER] had dirt build-up around the baseboard

p) room [ROOM NUMBER]

At 11:20 AM Roo #6 was observed to have dirt build-up around the baseboard.

q) room [ROOM NUMBER]

At 11:22 AM room [ROOM NUMBER] had dirt around air conditioning unit

r) room [ROOM NUMBER]

At 11:25 AM wax was observed build-up and dirt was around the air condition unit.
s) room [ROOM NUMBER]
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F 0921 At 11:30 AM dirt was build-up around baseboard and air conditioning unit.
Level of Harm - Minimal harm or t) room [ROOM NUMBER]

potential for actual harm
At 11:33 AM room [ROOM NUMBER] was observed to have dirt build-up around baseboard and air
Residents Affected - Some conditioning (AC) unit.

u) room [ROOM NUMBER]

At 11:40am room [ROOM NUMBER] was observed to have dirt and drywall dust at AC unit.

v) room [ROOM NUMBER]

At 11:41 AM room [ROOM NUMBER] had dirt on the floor around room and A/C unit was dirty.

w) room [ROOM NUMBER]

At 11:43 AM room [ROOM NUMBER] was observed to have dirt on the floor and food was found around bed
-B.

x) room [ROOM NUMBER]

11:45am room [ROOM NUMBER] - Dirt on floor around baseboard.

y) room [ROOM NUMBER]

11:47am room [ROOM NUMBER] - Dirt build-up around baseboard and food on floor.
z) room [ROOM NUMBER]

11:49 AM room [ROOM NUMBER] had dirt build-up around baseboard and food on floor, and tile coming up
at foot of bed - B.

aa) room [ROOM NUMBER]

11:52 AM room [ROOM NUMBER] - Dirt build-up around baseboard and dirt on floor.
bb) room [ROOM NUMBER]

11:54am room [ROOM NUMBER] - Dirt on floor, wax build-up around A/C unit.

cc) room [ROOM NUMBER]

11:56 AM room [ROOM NUMBER] - Dirt on floor, cobwebs in corners around room.
dd) room [ROOM NUMBER]

11:59 AM room [ROOM NUMBER] - Dirt on floor, food in A/C unit.

(continued on next page)
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(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0921 ee) room [ROOM NUMBER]
Level of Harm - Minimal harm or 12:01 PM room [ROOM NUMBER] - Floor dirty and sticky.

potential for actual harm
ff) room [ROOM NUMBER]

Residents Affected - Some
12:03 PM room [ROOM NUMBER] - Floor dirty.

gg) room [ROOM NUMBER]

12:05 PM room [ROOM NUMBER] - Floor dirty.

hh) room [ROOM NUMBER]

12:07 PM room [ROOM NUMBER] - Floor dirty.

ii) room [ROOM NUMBER]

y.) 12:09 PM room [ROOM NUMBER] - Floor dirty and sticky.
ji) room [ROOM NUMBER]

12:10 PM room [ROOM NUMBER] - Dirt was built-up around baseboard and A/C unit dirty.

kk) room [ROOM NUMBER]

12:12 PM room [ROOM NUMBER] - Dirt was built up around baseboard and AC unit dirty.

1) room [ROOM NUMBER]

12:14 PM room [ROOM NUMBER] dirt was built up around AC unit.

kk) room [ROOM NUMBER]

12:16 PM room [ROOM NUMBER] was observed to have dirt on the floor.

1) room [ROOM NUMBER]

12:18 PM room [ROOM NUMBER] was observed to have a dirty floor and tile broken by Bed B.
mm) room [ROOM NUMBER]

12:20 PM room [ROOM NUMBER] was observed to have a dirty floor and cobwebs around ceiling.
nn) room [ROOM NUMBER]

12:22pm room [ROOM NUMBER] - Floor dirty and AC unit dirty.
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F 0921 pp) room [ROOM NUMBER]
Level of Harm - Minimal harm or 12:24 PM room [ROOM NUMBER] - Floor dirty and AC unit dirty.

potential for actual harm
qq) room [ROOM NUMBER]

Residents Affected - Some
12:26 PM room [ROOM NUMBER] was observed to have a dirty floor, and the AC unit was dirty.
rr) room [ROOM NUMBER]

At 12:28 PM room [ROOM NUMBER] was observed to have a dirty floor, and the AC unit was dirty.

The whilte railing in the common area had dirt and debris on the surface that was closest the the floor.

On 09/08/25 at 2:30 PM during an interview with the Housekeeping Supervisor and the Maintenance
Supervisor after the facility tour revealed both verified the findings above.

The findings were also acknowledged by the Administrator and Director of Nursing at the exit interview on
09/08/25 at approximately 3:20 PM.
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