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 Complaint Investigation 1651372 / IL 84010.  

F 465

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 secure the toilet seat 
to the toilet, maintain the tile, keep the bathroom 
clean and failed to keep the smoking area free of 
cigarette butts for one of one bathroom and 
dining room exit in the garden area on the 
Alzheimer ' s Unit.
The findings include:
During initial tour of the facility on March 15, 2016 
at 8:15 AM, the Alzheimer ' s Unit community 
bathroom was noted to have the toilet seat was 
not connected to the toilet and was moving back 
and forth on the toilet easily. There were brown 
streaks on the tile above the toilet paper holder 
and brown, yellowish orange stains around the 
toilet. Black dust and dirt was in the corners to the 
left of the toilet in front and behind the toilet, 
brown and grayish material was noted on a wire 
box covering the electrical outlet the bathroom 
heater is plugged in, and there was broken tile 
that touch the floor on the wall behind and to the 
right of the toilet seat. 
On March 15, 2016 at 10:45 AM, a housekeeper 
was noticed in the above mentioned bathroom 
cleaning, and the brown streaks on the wall to the 
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left of the toilet was gone but the yellowish orange 
stains around the toilet, black dust material in the 
corners, unsecured toilet seat, and material 
covering the electrical outlet where the bathroom 
heater is plugged in remained. 
On March 16, 2016 at 8:30 AM the yellowish 
orange stains around the Alzheimer ' s 
community bathroom toilet, black dust material in 
the corners, unsecured toilet seat, and material 
covering the electrical outlet where the bathroom 
heater is plugged in remained in the bathroom. 
Cigarette butts were noted in the mulching 
material around the door, sidewalk, and grass 
outside the dining room exit into the garden area 
on the Alzheimer ' s unit, and a metal container 
half full of cigarette butts on the sidewalk landing 
outside the same door on March 15, 2016 at 8:15 
AM, 10:45 AM, and 2:00 PM and on March 16, 
2016 at 8:30 AM, and 10:30 AM.
Z1, family member of R3 states  " The main 
bathroom on the hall my mother is on (Alzheimer ' 
s Unit)has BM (bowel movement) on the wall and 
the hand guard beside the toilet, the toilet seat is 
wobbly, and there are cigarette butts on the 
ground in the garden area that are unattractive. "  
E3, housekeeper states  " We check on the 
bathroom on the Alzheimer ' s unit 2 to 3 times a 
day. If I see something that needs repaired, I go 
tell them, and there is a paper you fill out. If 
something doesn ' t get fixed, it doesn ' t happen 
often, you just remind them. The cigarette butts in 
the garden area are picked up by maintenance 
staff and a housekeeper. "
E1, Administrator, provided a procedure entitled 
Maintenance Department that states  " Staff will 
fill out Maintenance work order and leave in 
folder, where work is needed "  and  " 
Maintenance will check folder ' s every morning 
and throughout the day. "
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