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SS=D

483.70(h) 
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional, 
sanitary, and comfortable environment for 
residents, staff and the public.

This REQUIREMENT  is not met as evidenced 
by:

F 465

 Based on observation, interview and record 
review the facility failed to have functional toilets 
and faucets on two of two floors (1st and 2nd).

Findings include:

On 7/31/14 between 10:55am and 12:30pm the 
following observations were made on the first and 
second floor: 
In room 204 the bathroom was checked for 
running water.  The hot water handle was broken 
and had a very small trickle of water running out 
of the faucet. In R 3's room there is no cold water 
and the hot water is at a trickle.  At that time, R3 
stated, "It has been broke as long as I've  been 
here."  In Room 214 a large amount of water is 
leaking around the faucet handles when turned 
on, causing a decrease in the water pressure.  In 
room 219, the hot water faucet handle is broken. 

In R1 and R2's room the toilet has a partial flush.  
R2 stated, "Bathroom toilet needs to be flushed 
three times to get the feces down."  He continued 
to state that the last time we had a bad storm, the 
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toilet backflowed into the room and staff had to 
clean it up. R1 stated, "when it rains it back flows.  
The CNA's (Certified Nurse Assistant) were here 
putting towels to wipe it up."

In room 102 the toilet overflowed when flushed by 
surveyor.  In rooms 108 and 112,  the toilet 
required 3 attempts to be flushed.  

On 7/31/14 at 11:50am, E1 (Administrator) stated 
he was only aware of R1 and R2's room 
overflowing and stated it was because it wasn't 
used.  E1 continued to state the toilet has never 
overflowed since the bad storm 2 months ago.  
E1 stated he was unaware of any broken faucet 
handles or toilets.  

The Resident Council Minutes from February 
2014 state there were numerous hot water issues 
and broken faucets on the second floor.  The 
Resident Council Minutes from March 2014 state 
the issues were addressed with the administrator.  

On 8/1/14 at 11:09am, E1 stated, "I wasn't aware 
of the broken knobs, I must have missed it."
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