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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:

Based on observation and interview, the facility
failed to ensure that resident room equipment
and shared resident bathrooms/equipment were
clean, functional, and sanitary for 6 residents in
the sample of 6 (R1 - R6).

Findings include:

1. On 4/27/16 at 2:04pm in resident bathroom
34, three uncovered, unlabeled toothbrushes
were stored on the sink & wooden shelf surface.
The bristles were in contact with the sink and the
wood on the shelf. Two of the toothbrushes on
the shelf were placed in close proximity of each
other, with the bristles touching. Two toothbrush
holders were soiled with a white substance.
There was white substance on the mirror and the
surface of the shelf. There was also an
accumulation of dust and lint on the paper towel
holder, between the shelf and wall, and on the
light fixture above the mirror. There was an
uncovered soiled toilet plunger present in the
bathroom at that time next to the stool. There
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was an approximate 3 inch hole in the ceiling tile.
There was a bottle of hand soap on the floor
under the sink as well as opened packaging to a
wet wipe with the used wipe beside it. The toilet
appeared to flush slowly and the handle had to be
held down while the water was was flushing. The
tank of the toilet was also slow to refill after
flushing.

On 4/27/16 at 2:03pm, R2 stated she had some
sanitary concerns regarding the bathroom she
shares with other residents. She stated the toilet
overflows and the sink is unclean. R2 is visually
impaired, adding that she "can't see," but knows
when something is dirty because she is able to
feel the debris with her hands. R2 stated that in
the past the toilet water has risen after flushing to
the point that it has touched her bottom and has
overflowed onto the floor. R2 has reported the
issue to "anyone who will listen" including CNA's,
housekeeping, and maintenance. R2 stated that
she believed the toilet overflowed just last week
and that Maintenance came in "yesterday."

2. On 4/27/16 at 2:25pm in resident bathroom
30, two uncovered, unlabeled toothbrushes were
noted on a wooden shelf.

3. On 4/27/16 at 2:29pm, in resident bathroom
21, two unlabeled, uncovered toothbrushes were
observed touching each other in a cup.

4. On 4/27/16 at 2:33pm, in resident bathroom
53, an unlabeled, uncovered toothbrush was
noted on the wooden shelf.

R6 stated that her mattress in her room is too
hard, lumpy, and bumpy.

Per observations on 4/27/16 R(1-6 )were the
occupants of the aforementioned rooms
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