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Initial Comments

On 06/17/2024, with information gathered through
06/21/2024, Surveyor conducted a complaint
investigation. One deficiency was identified.

Complaint was substantiated.

Census: 18

83.44(2)(a) Rooms clean and free from odors.

The CBRF shall keep all rooms clean and shall
make reasonable attempts to keep all rooms free
from odors.

This Rule is not met as evidenced by:

Based on interview and observation, the provider
did not ensure that all rooms are clean and free
from odor.

Findings include:

On 05/24/2024, the Department received a
concern alleging resident rooms were not
cleaned.

On 06/17/2024, at approximately 12:15 PM,
Surveyor toured the facility and observed the
following:

Resident 1's room smelled of a strong of a urine
like scent. Upon entrance into the room, there
was a laundry basket with damp soiled clothing
that had a urine like scent.

Resident 2's recliner chair, in his/her bedroom,
was covered with a brown blanket that had brown
colored markings that appeared to be feces on
the portion of the blanket that covered the sitting
area.

Resident 3's room smelled of a strong urine like
scent. Surveyor determined that Resident 3's
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cloth recliner chair contained a strong urine like
scent. Resident 3's bathroom had brown smudge
like stains on his/her floor.

Resident 4's bathroom had black marking on
his/her floor that appeared to be created by
his/her wheelchair.

Resident 5's room smelled of a urine like scent.
Surveyor determined that Resident 5's cloth
recliner chair contained a strong urine like scent.

On 05/24/2024, approximately 12:45 PM,
Surveyor interviewed Administrator A.
Administrator A stated they had hired a new
housekeeper who would assist the caregivers
with maintaining the resident rooms.
Administrator A stated s/he would discuss the
concerns regarding resident recliners with staff to
determine if they could be cleaned and/or with the
resident representatives to determine if
replacement was needed.
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