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F 0584

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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.

37697

 Based on observation, interview, and record review the facility failed to provide a comfortable and safe 
temperature for one of 13 sampled residents (Resident 1). This failure had the potential for harm due to heat 
related issues and/or for residents to be uncomfortable.

Findings:

During a concurrent observation and interview on 6/27/24 at 11:55 a.m. with Facility Director (FD), in 
Resident 1's room, Resident 1's room had a temperature of 84.4 degrees ( ) Fahrenheit (F). FD verified 
Resident 1's room was 84.4 F.

During an interview on 6/27/24 at 12:31 p.m. with Administrator, Administrator stated room temperatures are 
to be between 71 F and 81 F.

During a review of Resident 1's ADMISSION RECORD (AR), dated 5/17/24, the AR indicated Resident 1 
had the following medical diagnosis:

a. Epilepsy (abnormal electrical brain activity also known as a seizure).

b. Aphasia (a language disorder that affects how you communicate).

c. Hemiplegia (one-sided muscle paralysis [inability to move] or weakness).

d. Encephalopathy (damage or disease that affects the brain).

e. Dysphagia (difficulty swallowing).

During a review of Resident 1's MDS (Minimum Data Set- an assessment tool) under the section Brief 
Interview for Mental Status Evaluation (BIMS - an assessment tool for cognition [the mental processes that 
take place in the brain, including thinking, attention, language, learning, memory and perception]), dated 
5/22/24, the BIMS indicated Resident 1 is unable to participate in the assessment due to cognition issues.
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During a review of the facility's policy and procedure (P&P) titled, Resident Environment, dated 5/6/11, the 
P&P indicated, PURPOSE: To establish policy, procedures, and responsibilities for an environment suitable 
for residents within the state and federal guidelines. POLICY STATEMENT: It shall be the policy of the 
skilled nursing facility to ensure that an appropriate and safe environment is provided to all residents in 
accordance with State and Federal regulations. Comfortable and safe temperature levels means that the 
ambient temperature should be in a relatively narrow range that minimizes residents' susceptibility to loss of 
body heat and risk of hypothermia or susceptibility to respiratory ailments and colds. Facility heating and 
cooling will be maintained between 71 and 81 degrees at all times. 
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