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F 0584

Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

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 staff and resident interviews, record review and observations the facility failed to ensure a clean and sanitary
 environment. This affected two (#30 and #39) residents of 43 residents observed for clean and sanitary environment. The
 facility census was 43. Findings include: 1. Review of the medical record for Resident #30 revealed an admission date of
 [DATE]. [DIAGNOSES REDACTED]. Review of the annual Minimal Data Set (MDS) assessments dated 02/20/20 revealed the
resident
 had intact cognition. She was listed as extensive physical assist for toileting and personal hygiene. Observation on
 03/09/20 at 9:15 A.M. on Resident #30's room and bathroom revealed two dirty briefs lying on the bathroom floor and she was
wearing a soiled brief with yellowish brown stains on her bed linens. The room smelled strongly of urine. Interview on
 03/09/20 at 9:20 A.M. with Licensed Practical Nurse (LPN) #100 confirmed there were two dirty incontinence briefs lying on
 the bathroom floor and her linens had a yellowish-brown stain that she was sitting on. She stated the staff was get her in
 bed to be changed because she was getting ready to leave for [MEDICAL TREATMENT]. 2. Review of the medical record for
 Resident #39 revealed an admission date of [DATE]. [DIAGNOSES REDACTED]. Review of the quarterly MDS assessment dated
 [DATE] revealed the resident had intact cognition. He was listed as limited one person assist for toileting. Observation on 03/10/20 at
9:15 A.M. of Resident 39's room revealed a urine soaked brief lying on the floor of his room. Interview on
 03/10/20 at 9:20 A.M. with the Director of Nursing verified the dirty brief on the floor. The facility does not have a
 policy on keeping a clean and sanitary environment. This deficiency substantiates Complaint Number OH 437.
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