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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted a complaint 

investigation (CI) MS #25801 and  CI MS #26372 

at the facility on 10/23/24 through 10/24/24.  

During the survey, the SA determined the facility 

was not in compliance with the requirements for 

participation in Medicare and Medicaid.  The SA 

investigated CI MS # 26372 related to offensive 

odors and unclean environment and cited F584. 

The SA also investigated resident rights and there 

was no deficient practice identified with CI 

MS#25801.

The census at the time of the complaint survey 

was 92 and they held a license for 105 beds.

 

F 584 Safe/Clean/Comfortable/Homelike Environment

CFR(s): 483.10(i)(1)-(7)

§483.10(i) Safe Environment.  

The resident has a right to a safe, clean, 

comfortable and homelike environment, including 

but not limited to receiving treatment and 

supports for daily living safely. 

The facility must provide-

§483.10(i)(1) A safe, clean, comfortable, and 

homelike environment, allowing the resident to 

use his or her personal belongings to the extent 

possible.

(i) This includes ensuring that the resident can 

receive care and services safely and that the 

physical layout of the facility maximizes resident 

independence and does not pose a safety risk.

(ii) The facility shall exercise reasonable care for 

the protection of the resident's property from loss 

or theft.

§483.10(i)(2) Housekeeping and maintenance 

F 584 11/25/24

SS=D

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

11/04/2024Electronically Signed

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 584 Continued From page 1 F 584

services necessary to maintain a sanitary, orderly, 

and comfortable interior;

§483.10(i)(3) Clean bed and bath linens that are 

in good condition;

§483.10(i)(4) Private closet space in each 

resident room, as specified in §483.90 (e)(2)(iv);

§483.10(i)(5) Adequate and comfortable lighting 

levels in all areas;

§483.10(i)(6) Comfortable and safe temperature 

levels. Facilities initially certified after October 1, 

1990 must maintain a temperature range of 71 to 

81°F; and

§483.10(i)(7) For the maintenance of comfortable 

sound levels.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, staff, resident and 

resident family interviews, record review, and 

facility policy review, the facility failed to ensure a 

clean environment as evidenced by dirty 

wheelchairs and strong, offensive odors for three 

(3) of seven (7) sampled residents reviewed.  

Resident #6, Resident #7, and Resident #8.  

Findings Include:

Record review of the facility policy titled, "Policy 

for General Cleaning and Maintenance of 

Equipment" with latest review date of 08/21 

revealed, "It is the policy of this facility that all 

resident care equipment will be cleaned and 

decontaminated after use and will be prepared for 

reuse by the same or another 

resident...Equipment is first cleaned of surface 

 On October 23, 2024, the Housekeeping 

Supervisor immediately cleaned Resident 

#6�s bathroom to ensure the bathroom 

was free of liquid on the floor and odor. 

Resident #7 and Resident #8 wheelchairs 

were power washed and deep cleaned by 

Administrator, Director of Nursing and 

Maintenance Director on October 23, 

2024.  

All Residents have the potential to be 

affected by this deficient practice. 

On October 23, 2024, Housekeeping 

Supervisor updated the cleaning schedule 

for Resident #6�s bathroom to be 

cleaned three-times per day. On October 

23, 2024, all Residents� bathrooms were 
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soil with soap and water or facility disinfectant..."

Record review of "Statement" typed on facility 

letterhead dated 10/24/24 and signed by the 

Administrator (ADM) revealed that the "Facility 

does not have a policy to include odor free 

environment.  However, the goal of the facility 

includes: To provide a safe, sanitary and odor 

free environment for all patients, employees and 

visitors at the facility."

An observation and interview on 10/23/24 at 8:40 

AM, revealed a strong, pungent odor in Resident 

#6's room on the 400 hall and a puddle of liquid 

on the floor in the bathroom at the base of and in 

front of the commode. The bathroom tile was 

dark, and the color of the liquid substance was 

difficult to determine. The wet area on the 

bathroom floor measured about one and one-half 

by two feet and had a foul odor. There was also a 

yellow liquid splattered on the commode seat. 

Resident #6 was sitting up in a chair in his room 

and he said that he didn't notice a foul odor and 

stated, "When you stay in here so long, you get 

used to it."

An observation on 10/23/24 at 11:15 AM, in 

Resident #6's room and bathroom revealed a foul 

odor and a liquid substance on the floor of the 

bathroom in front of the commode. 

An observation and interview on 10/23/24 at 

12:10 PM, in Resident #6's room with the ADM, 

confirmed the strong, foul odor in the room and 

bathroom and confirmed the liquid substance on 

the floor in the bathroom.  ADM revealed that the 

liquid on the floor in the bathroom looked and 

smelled like urine and she would address that 

issue. She also agreed that they should provide a 

inspected by Director of Nursing and 

Housekeeping Supervisor to ensure floor 

was free of liquid and no odors were 

present. On October 23, 2024, an 

in-service was initiated by Director of 

Nursing and Staff Development Nurse 

with all staff on Safe/Clean 

/Comfortable/Homelike Environment 

F584.  On October 23, 2024, a wheelchair 

cleaning schedule was implemented by 

Director of Nursing to include a 

wheelchair cleaning task for Certified 

Nursing Assistant (C.N.A) documentation. 

This task includes wheelchairs being 

cleaned three times weekly and as 

needed. On October 23, 2024, an 

Emergency Quality Assurance Meeting 

was held by the Administrator to develop 

an action plan to ensure Resident #6�s 

bathroom is free of liquid on the floor, no 

odors and Resident #7 and Resident #8 

wheelchairs are clean and free of any 

dried substance(s).

Beginning on October 23, 2024, 

Housekeeping Supervisor or Charge 

Nurse will inspect daily to ensure 

compliance for four-weeks then weekly for 

one-month and quarterly until substantial 

compliance is achieved with F584. 

Beginning on October 23, 2024, Director 

of Nursing or Charge Nurse will inspect 

wheelchairs daily for four-weeks then 

weekly for one month and quarterly until 

substantial compliance is achieved with 

F584 to ensure they are clean and free of 

dried substance(s). On November 04, 

2024, the Administrator or Director of 

Nursing will report any concerns from the 
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F 584 Continued From page 3 F 584

clean, odor free environment for the residents 

because this was their home. 

An observation and interview on 10/23/24 at 9:12 

AM, revealed Resident #8 sitting in her 

wheelchair in the small dining room on the 400 

hall with her husband at her side. Resident #8's 

husband revealed that she had been at the facility 

since the end of January of this year and she had 

Dementia and could no longer take care of 

herself.  He revealed that his only concern with 

the facility was that he had noticed that her 

wheelchair was nasty, and he didn't think it had 

been cleaned since she was admitted to the 

facility. He revealed that there was "junk" spilled 

on it, there was lots of grit, grime, dust, and hair 

stuck to the wheelchair frame.  He stated, "It's 

nasty, and they let it go." Resident #8's husband 

revealed that he had not mentioned it to anyone, 

but he shouldn't have to. An observation revealed 

a grayish brown substance on the wheelchair 

frame and on the spokes of the two large wheels.  

 

On 10/23/24 at 10:26 AM, an observation 

revealed Resident #7 sitting in his wheelchair in 

the small dining room on the 400-hall.  His 

wheelchair was dirty with white and brown food 

crumbs in the chair between the cushion and arm 

rest on both sides and there was a gray and 

brown substance covering the frame of the 

wheelchair bilaterally. Resident #7 was alert but 

was observed as non-verbal.

 

An interview on 10/23/24 at 11:55 AM with the 

Director of Nursing (DON) revealed that resident 

wheelchairs were assigned to be cleaned by the 

Certified Nursing Assistants (CNAs) on the third 

shift, 10 P - 6 A, on Sunday nights. She revealed 

that they had a "CNA Sunday Assignment" sheet 

Plan of Correction to the Department 

Head Meeting weekly for four-weeks then 

monthly for three-months and quarterly 

until substantial compliance is achieved 

with F584. The Quality Assurance 

Committee will begin meeting on 

November 25, 2024, monthly for 

three-months and quarterly until 

substantial compliance is achieved with 

F584. If any concerns are identified with 

the current corrective action plan the 

Quality Assurance Committee will meet 

immediately and revise the corrective 

action plan as needed.
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F 584 Continued From page 4 F 584

posted in a binder at the desk and the aides knew 

that cleaning the wheelchairs was their 

responsibility to complete. The DON revealed that 

they divided up the residents between six CNAs 

and they were required to clean the wheelchairs 

of the residents who were assigned to them on 

that shift. She revealed that they did not have a 

sign-off sheet and didn't have anything in place to 

make sure the wheelchairs were cleaned. The 

DON revealed that if any staff member observed 

that a wheelchair needed to be cleaned at any 

time, they should take care of it right then and not 

wait until the scheduled Sunday night shift for 

someone else to do. She revealed that they had 

Sani-clothes also available on the carts and 

anyone could wipe a wheelchair down if it needed 

to be cleaned.

An observation and interview on 10/23/24 at 

12:05 PM, with the ADM confirmed that Resident 

#7 and Resident #8's wheelchairs were dirty and 

needed to be cleaned. She revealed that they had 

a place out back where they took the dirty 

wheelchairs, and pressure washed them. ADM 

confirmed that the wheelchairs didn't look like 

they had been cleaned in a while and should have 

been taken care of and stated, "We are going to 

correct it now and there's nothing else I can say 

except they are dirty."

A phone interview on 10/23/24 at 12:35 PM with 

Complainant revealed that she came to the 

facility often and visited her dad. She revealed 

that the room her dad was previously in on the 

400 hall had a pungent urine odor and stated, "It 

always smelled like pee." She revealed that they 

had moved her dad into another room and there 

was no issue with the odor in his room now. The 

Complainant revealed that during her visits with 
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her dad, she had witnessed a lot of filthy 

wheelchairs, and she revealed that the facility still 

smelled of urine sometimes. The Complainant 

revealed that the urine odor was bad, and she felt 

sorry for the residents who could not speak for 

themselves and stated, "They deserve better." 

The Complainant revealed that she had talked to 

the staff, reported dirty wheelchairs and the odors 

and there hadn't been much change.  She stated, 

"The wheelchairs are never clean." 

An interview on 10/24/24 at 8:15 AM, with CNA 

#1, revealed that the aides on the 10 P-6 A shift 

were responsible for cleaning the wheelchairs. 

She revealed that if any staff member noticed 

anything spilled on the wheelchair or noticed that 

the wheelchairs were dirty any other time, they 

should clean them right then and not wait on the 

night shift to do it. CNA #1 revealed that they 

could use soap and water or use the Sani -Wipes 

to clean them. 

An interview on 10/24/24 at 8:20 AM, with the 

DON revealed that they should have noticed the 

dirty wheelchairs, cleaned them, or at least wiped 

them down with Sani-Wipes which were readily 

available.  She revealed that each CNA was 

responsible for the wheelchairs of the residents 

who were assigned to them on Sunday nights on 

the 10 P to 6 A shift.  The DON confirmed that 

they had a sheet they were supposed to go by, 

but they didn't document anything about the 

cleaning of the wheelchairs. The DON revealed 

that they knew they had an issue and confirmed 

that they did not have an effective plan in place to 

ensure they were being cleaned. 

Record review of the facility "CNA Sunday 

Assignment" sheet, revealed that on the 10 PM - 
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6 AM shift every Sunday night the CNA 

assignments included "...Clean and Disinfect all 

vital sign equipment and wheelchairs..." 

Record review of Resident #6's "Admission 

Record" revealed an admission date of 05/24/21 

and that he had diagnoses that included Chronic 

Obstructive Pulmonary Disease, Epilepsy, and 

Osteoarthritis.

Record review of Resident #6's MDS with ARD of 

09/11/24 under Section C revealed a BIMS Score 

of 10 which indicated that he had mild cognitive 

deficits. Section GG revealed that he required  

"supervision or touching assistance" with toileting 

hygiene. 

Record review of Resident #7's "Admission 

Record" revealed an admission date of 07/30/21 

with diagnoses that included Cerebral Infarction, 

Hemiplegia and Hemiparesis following Cerebral 

Infarction, Aphasia, and Dependence on 

Wheelchair. 

Record review of Resident #7's MDS with ARD of 

08/09/24 revealed that the Brief Interview for 

Mental Status (BIMS) should not be conducted 

due to resident is rarely or never understood. 

Record review of Resident #8's"Admission 

Record" revealed an admission date of 01/30/24 

and that she had diagnoses that included 

Unspecified Dementia and Epilepsy.

Record review of Resident #8's MDS with ARD of 

10/09/24 under Section C revealed that a Brief 

Interview for Mental Status should not be 

conducted due to resident is rarely or never 

understood.
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