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 N 000 Initial Comments  N 000

On 09/19/2024, Surveyor conducted a complaint 
investigation at Our Town Tomah. 

The complaint was substantiated. 

One deficiency was identified. 

Census: 24

 

 N 489 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:

 N 489

Based on observation and interview, the provider 
did not ensure all rooms were free from odors. 
There was a strong smell of urine near the dining 
room of the facility.

Findings include:

On 09/17/2024, the department received a 
complaint that Resident 1's room was filthy and 
smelled strongly of urine.

On 09/19/2024 at approximately 10:00 AM, 
Surveyor toured the facility. 

OBSERVATIONS:

There was a strong smell of urine and body odor 
outside Resident 1's room, located just outside 
the dining room. The smell was noticeable and 
penetrated the closed door of the room. At 
approximately 10:15 AM, Surveyor entered the 
room with Licensee A. Upon entering the room 
Surveyor and Licensee A encountered a strong 
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 N 489Continued From page 1 N 489

smell of urine. There was what appeared to be 
dried urine on the floor that was sticky. 
Underneath Resident 1's wheelchair was a 
puddle of urine. The room was filthy and 
cluttered.

INTERVIEWS

On 09/19/2024 at approximately 10:30 AM, 
Licensee A asked two caregivers about the last 
time they checked on Resident 1. Both replied 
about a half hour ago. Surveyor asked Licensee A 
why the caregivers would not have cleaned up 
the urine. Licensee A stated the caregivers 
probably did not enter the room due to the strong 
smell of urine and probably called out to Resident 
1 from the doorway, therefore not noticing the 
urine on the floor. Licensee A stated Resident 1's 
room was cleaned once a week. Licensee A also 
stated Resident 1 had behavior issues and did 
not allow the housekeeper to enter his/her room, 
and often refused to have his/her room cleaned. 
Licensee A also stated Resident 1 did not want 
anyone touching his/her belongings. Licensee A 
stated s/he knew of the situation and usually was 
the one who cleaned Resident 1's room. 
Licensee A stated s/he would have the room 
cleaned twice a day as necessary to keep the 
room clean.
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