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Level of harm - Potential
for minimal 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.

 Based on observation and interview, the facility failed to provide a clean, sanitary, homelike environment for the
 residents. The facility failed to ensure the hallway outside Rooms A and B did not smell of urine. This failure had the
 potential to negatively impact the residents' well-being. Findings: Review of a complaint dated 1/13/2020, showed the
 facility had a bad smell of urine and feces in the hallways throughout the facility. On 2/5/2020 at 0745 hours, during a
 tour of the facility, a strong smell of urine was observed at the hallway outside Rooms A and B. On 2/5/2020 at 1015 hours, a tour of
the facility was conducted with the Maintenance Director. A strong smell of urine was observed at the hallway
 outside Rooms A and B. There were three laundry hampers observed at the hallway. The Maintenance Director acknowledged the
 strong smell of urine and stated the laundry hampers should not be there.
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