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Level of Harm - Minimal harm 
or potential for actual 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.

34270

Based on observation, record review, and interview, the facility failed to provide comfortable room 
temperatures for two (#6 and #7) of four sampled residents reviewed for environment.

A facility resident roster, dated 08/05/24, documented 37 residents resided at the facility. 

Findings:

A facility indoor temperature policy, dated 05/23/24, documented indoor temperatures at the facility would be 
maintained between 72 degrees Fahrenheit and 80 degrees Fahrenheit.

1. Resident #6 had diagnoses which included chronic kidney disease and obesity with alveolar 
hypoventilation (decreased oxygen levels and increased carbon dioxide levels).

2. Resident #7 had diagnoses which included chronic obstructive pulmonary disease and congestive heart 
failure.

On 08/05/24 at 1:52 p.m., Resident #7 stated the temperature in their room made her miserable and had 
been too hot for at least one month. The temperature in the room was measured by the surveyor and found 
to be 86.1 degrees Fahrenheit. The resident stated they had informed the administrator and other staff many 
times but the heat in their room had continued. 

On 08/05/24 at 1:55 p.m., Resident #6 stated the temperature in their room was too hot. The room 
temperature was measured by the surveyor and found to be 88.5 degrees Fahrenheit. The resident stated 
their room had been too hot for about one month. They stated they had informed the administrator and other 
staff members of the heat many times. 

On 08/06/24 at 12:04 p.m., CNA #2 stated the hallway and rooms where Residents #6 and #7 reside had 
been hot for about one month. They stated they were not sure if the administrator was aware of the situation. 

On 08/06/24 at 12:16 p.m., CNA #3 stated the area of the facility where Residents #6 and #7 reside have 
been very hot for about three months. They stated they had reported the situation to the administrator 
several times in those months. 
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On 08/06/24 at 12:46 p.m., CNA #4 stated the rooms and hallway were Resident #6 and #7 reside have 
been very hot on and off for about one month. They were unsure if the administration had been informed. 

On 08/06/24 at 1:20 p.m., the Administrator stated they had been informed of the ineffective air conditioning 
the past Thursday [08/01/24] and had arranged for contractors to work on the air conditioning system. They 
stated the system was replaced on 08/05/24. They stated they were unaware that part of the building was 
having problems, and no one reported the issue to them until 08/01/24.
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