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F 0584 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.

Level of Harm - Minimal harm
or potential for actual harm 39448

Residents Affected - Few Based on observation, interview, and record review, the facility failed to keep room temperatures between
71 F and 81 F for four of six sampled residents (1, 2, 3, 4).

As a result, residents felt uncomfortably cold.
Findings:

On 4/8/25 at 10:20 A.M., an interview and observation of resident room temperatures was conducted with
the Maintenance Director (MD). The room temperatures read 64 F, 68 F, 69 F, 68 F, 72 F, and 72 F. The MD
stated, resident rooms should have been between 71 F and 81 F.

On 4/8/25 at 10:28 A.M., an interview was conducted with Resident 1 (room temperature 64). Resident 1
stated he felt that his room was too cold.

On 4/8/25 at 10:33 A.M., an interview was conducted with the Responsible Party of Resident 2 (RP 2). RP 2
stated, he thought that Resident 2's room was too cold for her. RP 2 further stated, he visited Resident 2
regularly, and she often complained to him that the room was too cold.

Per the facility's policy, titted Homelike Environment, revised February 2021, .The facility staff and
management maximizes .the characteristics of the facility that reflect a personalized, homelike setting. These
characteristics include .comfortable and safe temperatures (71 F -81F) .

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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