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 F000000This visit was for the Investigation of 

Complaint IN00131949.

Complaint 

IN00131949-Substantiated. 

Federal/state deficiencies related to 

the allegations are cited at F465.

Survey date: July 29, 2013

Facility number: 000071

Provider number: 155150

AIM number:   100273140

Survey team:

Christine Fodrea, RN  TC

Census bed type:

SNF: 14

SNF/NF: 45

Total: 59

Census payor type:

Medicare:  9

Medicaid:  33

Other:        17

Total:       59     

Sample:   3

These deficiencies reflect state 

findings cited in accordance with 410 

IAC 16.2.
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Quality Review completed on July 31, 

2013 by Brenda Meredith, R.N.
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SS=E

483.70(h) 

SAFE/FUNCTIONAL/SANITARY/COMFOR

TABLE ENVIRON 

The facility must provide a safe, functional, 

sanitary, and comfortable environment for 

residents, staff and the public.

 

F465  483.70(h), 410 IAC 

16.2.3.1-19(f).      On 7/29/13, 

during the survey, the facility’s 

Maintenance Technician began 

replacing and/or repairing the 

caulking that was loose from the 

wall in the following resident 

bathrooms: 

  

Room 21 Upper Level, around the 

bathroom sink;

Room 30 Upper Level, around the 

bathroom sink;

  

Room 25 Upper Level, around the 

bathroom sink;

  

Room 34 Lower Level, around the 

bathroom sink;

  

Room 25 Lower Level, around the 

toilet;

  

Room 30 Lower Level, around the 

toilet;

  

Room 19 Lower Level, around the 

bathroom sink and the toilet;

  

Room 26 Lower Level, around the 

bathroom sink;

  

Room 22 Lower Level, around the 

bathroom sink and the toilet;

  

07/29/2013  12:00:00AMF000465

Based on observation, interview and 

record review the facility failed to 

maintain caulking around sinks and 

toilets in restrooms in sufficient repair 

to allow disinfection for 17 of 56 

rooms reviewed in the facility. This 

had the potential to affect 23 of 59 

residents residing in the facility. 

Findings include:

During an observation on 7-29-2013 

between 8:58 AM and 10:41 AM 

caulking was loose from the wall in 

the following observations:

In room 21 Upper Level, around the 

bathroom sink;

In room 30 Upper Level, around the 

bathroom sink;

In room 25 Upper Level, around the 

bathroom sink;

In room 34 Lower Level, around the 

bathroom sink;

In room 25 Lower Level, around the 

toilet;

In room 30 Lower Level, around the 

toilet;

In room 19 Lower Level, around the 

bathroom sink and the toilet;
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Room 17 Lower Level, around the 

bathroom sink and the toilet;

  

Room 20 Lower Level, around the 

bathroom sink;

  

Room 18 Lower Level, around the 

bathroom sink;

  

Room 11 Lower Level, around the 

bathroom sink;

  

Room 9 Lower Level, around the 

toilet;

  

Room 12 Lower Level, around the 

bathroom sink and the toilet;

  

Room 10 Lower Level, around the 

bathroom sink and the toilet;

  

Room 6 Lower Level, around the 

toilet.

  

 

  

As an added measure, caulk was 

also checked around the sinks 

and toilets in all remaining 

resident, employee, and public 

bathrooms.  Where necessary, 

caulk was applied and/or 

replaced in sufficient amounts to 

ensure that the areas can be 

properly disinfected.  This work 

was completed by the 

Maintenance Technician on 

7/29/13.

  

 

  

The facility’s policy from the 

In room 26 Lower Level, around the 

bathroom sink;

In room 22 Lower Level, around the 

bathroom sink, and the toilet;

In room 17 Lower Level, around the 

bathroom sink and the toilet;

In room 20 Lower Level, around the 

bathroom sink;

In room 18 Lower Level, around the 

bathroom sink;

In room 11 Lower Level, around the 

bathroom sink;

In room 9 Lower Level, around the 

toilet;

In room 12 Lower Level, around the 

bathroom sink, and the toilet;

In room 10 Lower Level, around the 

bathroom sink and the toilet;

In room 6 Lower Level, around the 

toilet. 

In an interview on 7-29-2013 at 9:18 

AM, the maintenance Director 

indicated the caulking around the 

sinks and toilets should have been 

intact and he would fix the situation 

immediately.

A review of current census provided 

by the Administrator on 7-29-2013 at 

1:34 PM indicated 23 residents lived 

in the 17 rooms affected by the loose 

caulking. 

This federal tag relates to Complaint 
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Preventative Maintenance Manual 

on Resident Rooms (Please see 

Attachment M-1) now includes 

under (1)(F)(I) Bathrooms, the 

requirement to “Check the 

lavatory and commode for 

plumbing leaks, intact caulking, 

and proper operation.”  In 

addition, the Room Inspection 

Checklist (Please see Attachment 

M-2) now includes under Part 5, 

the requirement to “Check the 

lavatory and commode for 

plumbing leaks, intact caulking, 

and proper operation.”  It will be 

the responsibility of the 

Environmental Services 

Supervisor and Maintenance 

Technician to ensure that during 

the monthly resident room 

inspections, they are checking for 

sufficient caulking around the 

sinks and toilets.   

  

 

  

Further, the Environmental 

Services Supervisor will inservice 

all staff no later than 8/28/13 on 

the use of Repair Requisitions.  

This will include, but not be 

limited to, reporting any caulking 

that is found not intact around 

sinks and toilets in resident, 

employee, and public bathrooms 

to maintenance for repair.

  

 

The facility submits this 

information as credible 

allegations of compliance.  We 

would also respectfully ask for 

IN00131949.

3.1-19(f)
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paper compliance based upon the 

submitted written plan of 

correction. 
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