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Complaint Investigations
0872530/IL35459 =no deficiency
0872271/1L35165 = F253

No extended survey was conducted.
F 253 483.15(h)(2) HOUSEKEEPING/MAINTENANCE F 253
SS=E

The facility must provide housekeeping and

maintenance services necessary to maintain a

sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:

Based on interviews and record review the facility
failed to maintain a comfortable environment for
the residents who are non-smokers.

Example :

There is not proper ventilation in the smoking
room, the fan does not work to adequately
prevent smoke from entering the dining room
other areas in the building that causes
discomfort to nonsmokers. Interviews were
conducted with R16 who stated to surveyor that
this causes him to be congested since his
admission to this facility. R56 also stated that the
smoke gives him a severe headache. R57 and
R58 also complained that the smoke also
causes them discomfort.

On 6-30-08 after the smoking room was again
reopened, residents continued to complain about
the smoke in the dining room coming out of the
smoking room. Per observation, the smoking
room wall exhaust was not working and dusty.
The ceiling fan was on and was blowing out
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smoke to the dining room every time the door
was opened by residents and staff

F 253
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