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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.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview, and record review, the facility failed to provide a safe environment related to lack of
 functioning air conditioning. The facility failed to maintain the residents' room temperature as required (71 to 81 degrees Fahrenheit).
This failure had the potential to cause decreased mental and physical well-being for Residents in a
 susceptible population. Findings: On 7/7/17 at 1:50 P.M., a complaint reported event was investigated regarding the
 facility's air conditioner was not functioning; the temperature in the facility was very warm for residents. The outside
 temperature was 95 degrees Fahrenheit at 1:45 P.M. A tour of the facility was conducted on 7/7/17 at 2 P.M. with the
 maintenance director (MD). The MD checked room air temperatures with a digital thermometer. Measurements were in degrees
 Fahrenheit. The following readings were obtained: room [ROOM NUMBER]: 82 degrees; no airflow through the air vent.
 Residents' dining room: 82 degrees; no airflow through the air vent. room [ROOM NUMBER]: no airflow through the air vent.
 room [ROOM NUMBER]: no airflow through the air vent. room [ROOM NUMBER]: no airflow through the air vent. room [ROOM
 NUMBER]: no airflow through the air vent. The MD stated, The air conditioning is not working. On 7/7/17 (Friday) at 3 P.M., an
interview was conducted with the MD. The MD stated, I knew the air conditioning fans were out (of service) 2 weeks ago,
 (I) had the parts in stock. I didn't get around to it because it is only me here most days. I will do it on Monday. A
 review of the facility's document, titled shipping confirmation, indicated that the air cooler motors were shipped to the
 facility on [DATE]. A review of the facility's policy, dated 1/1/12, titled, Resident Rooms and Environment, indicated,
 Purpose: to provide Residents with a safe .comfortable environment .Procedure: I. facility staff aim to create a homelike
 environment, paying close attention to the following .F. comfortable temperatures .
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