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Safe/Functional/Sanitary/Comfortable Environ

CFR(s): 483.90(i)

§483.90(i) Other Environmental Conditions

The facility must provide a safe, functional, 

sanitary, and comfortable environment for 

residents, staff and the public.

This REQUIREMENT  is not met as evidenced 

by:

F 921 6/14/19

 COMPLAINT#: NJ 122405

Based on observation, interview, and review of 

facility provided documentation on 5/14/2019, it 

was determined that the facility failed to repair 

and maintain in a safe condition, 1 of 8 Resident 

bathroom toilets observed during a tour. This 

deficient practice is evidenced by the following:

At 10:20 a.m. on 5/14/19, during the entrance 

conference of the survey, a request was made to 

the facility's Administrator (Admin) and Director of 

Facilities (DOF), maintenance requests for 

March, April, and May 2019, for review. 

A tour of the facility on 5/14/19, was conducted in 

the presence of the DOF. Starting at 11:35 a.m., 

eight resident rooms were inspected. At 11:53 

a.m. an inspection inside Resident #2's bathroom 

was performed. The surveyor observed that the 

bathroom toilet had separated away from the wall 

 1. The toilet for Resident #2 was repaired 

on May 14, 2019 prior to the surveyor 

leaving the building.

2. All residents have the potential to be 

affected by this practice. 

    

   All resident bathrooms were inspected 

to ensure each toilet is secured properly 

to the wall.

3. An in-service was given to Maintenance 

Staff regarding work orders and  making 

sure the work is completed prior to 

considering the work closed and if a work 

order is not completed, a supervisor 

should be notified.

  A supervisor audit tool was created to be 

used as a follow up to closed work orders 

to ensure its completion to a safe, 

functional, comfortable and satisfactory 
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1/4 of an inch between the toilet and the ceramic 

wall tiles. The surveyor also observed that the 

toilet had two pieces of 4 inch PVC pipe under the 

toilet, which was propping the toilet up.

A review of the work order requests for Resident 

#2's room indicated:

1. Maintenance request dated 7/16/2018.

   - Reason: Toilet is separating from the wall.

   - Priority: Immediately/ Life Safety.

   - Completed 7/17/2018, 12:38 p.m.

   - Report: Secure toilet with 4 inch POC brace 

until contractor receives order for bracket to 

secure toilet.

At this time, the DOF told the surveyor that this 

work order had been closed out on 7/17/2018. 

These two pieces of PVC piping could easily be 

dislodged and there would no support for the 

toilet if a resident were to sit on the toilet.

NJAC 8:39 - 31.2 (e).

level.

4. The Director of Facilities or designee 

will visually conduct an audit of 

ten(10)closed work orders per month to 

ensure the work has been completed to a 

safe, functional and comfortable level. 

The results from the audit will be reported 

to the Administrator and the Quarterly 

Quality Assurance Performance 

Improvement Committee. 

  The Director of Facilities or designee will 

visually conduct an audit of 

ten(10)bathrooms per month to ensure 

the toilet is secured to the wall properly. 

The results from the audit will be reported 

to the Administrator and the Quarterly 

Quality Assurance Performance 

Improvement Committee.
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