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Initial Comments

On 04/02/2024, Surveyor conducted an
abbreviated survey and 3 complaint
investigations.

Two deficiencies were identified.

Three of 3 complaints were unsubstantiated.

Census: 43

83.14(2)(e) Notify within 7 days of administrator
change

The licensee shall notify the department within 7
days after there is a change in the administrator.

This Rule is not met as evidenced by:

Based on record review and interview, the
provider did not notify the Department within 7
days of administrator change for 1 of 1
administrator (Executive Director A).

Findings include:

On 04/02/2024, at approximately 8:30 AM,
Surveyor entered the facility and requested to
speak with the administrator to begin the survey
entrance conference. Executive Director A met
with Surveyors.

On 04/02/2024, at approximately 1:50 PM,
Surveyor interviewed Executive Director A.
Executive Director A reported s/he had been the
provider's administrator since July 5th, 2023.
Executive Director A reported they were told by
the management company the Department had
been notified.

On 04/03/2024, Surveyor reviewed the
Department's facility electronic file and did not
locate a notification of the administrator change to
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Executive Director A.

83.55(6)(b) Bath and toilet areas: water
temperature

The CBREF shall set the temperature of all water
heaters connected to sinks, showers and tubs
used by residents at a temperature of at least
140°F. The temperature of water at fixtures used
by residents shall be automatically regulated by
valves and may not exceed 115°F, except for
CBREFs serving residents recovering from alcohol
or drug dependency or clients of a government
correctional agency.

This Rule is not met as evidenced by:

Based on observation and interview, the provider
did not ensure bath and toilet areas had safe
water temperatures. The water temperatures at 2
of 2 resident bathroom sink faucets tested at 135°
Fahrenheit (F).

Findings include:

On 07/01/2022, the provider was issued a license
to care for 75 residents in the client groups of
irreversible dementia/Alzheimer's, advanced age,
and physically disabled.

On 04/02/2024, at 9:55 AM, Surveyor tested the
water temperature at 2 resident's bathroom
faucets. The temperature readings were both
135°F.

On 04/02/2024, at approximately 1:50 PM,
Surveyor interviewed Executive Director A
regarding the hot water temperature. Surveyor
asked Executive Director A if they were aware of
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the code requirement. Executive Director A
reported s/he thought the temperature could not
exceed 120°F. Executive Director A reported
s/he would have the water temperature turned
down.
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