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DEPARTMENT OF HEALTH AND HUMAN SERVICES
FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT QF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA »2) MULTIPL NSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: - £ CoNSTRUGTIO (xaiggalefg]%\lgg‘r
A, BUILBING 01 - RIBEIRO
8, WING
245033 05/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BORDEAUX LONG TERM CARE 1414 COUNTY HOSPITAL RD
NASHVILLE, TN 37218
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES !
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PRIEDFIX (E:gﬁggggggrwg;?gf?gﬁgS&NﬂE COME:'}&,TTUN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 25 55=D
K025 ) NFPA 101 LIFE SAFETY CODE STANDARD Kozs 0/7
8S8=D / /
Smoke barriers are constructed to provide at 1. What corrective actions will be /I
least 2 one half hour fire resistance rating in accomplished for those residents found to
a(;cqrdancg with 8.3, Smoke barriers may have been affected by the deficient
terminate at ap atrium wall, Windows are practice?
protected by fire-rated glazing or by wired glass '
panels and steel frames, A minimum of two Penetration above the ceiling by the 1*
separate compartments are provided on each floor utility room was repaired on 5/17/11
floor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted 2. How will you identify other residents having
heating, ventilating, and air conditioning systems. the potential to be affected by the same
19.3.7.3, 19.3.7.5, 19.1.6,3, 18.1.6.4 deficlent practice and what corrective

action will be taken?

All residents could be affected by this
practice. No residents were harmed

This STANDARD s not met as evidenced by:
Based on obsetvation, it was dstermined the

facliity failed to maintain the smoke barriers, 3.  What measures will be put into place or
what systematic changes will you make to

The findings included: ensure that the deficient practice does not
racur?

Observations of the area above the ceiling by the - -

1st flaor soiled utility room on 5/16/11 at 12:50 The Ifacnlltle.f, Management staff will

PM, revealed 2 penetration In the wall, monitor during their quarterly fire
penetration checks.

This findings was acknowledged by the

Administrator and verified by the Birector of

Maintenance at the exit conference on 516/11. 4 How will the corrective actions be

monitored to ensure the deficient practices

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052 will ot recur?

85=D
A fire alarm system required for life safety is ion wi ilei
N v p ( tat Il be kept on file in the
m_s.talled. tastad, and malntau}ed in accordance F::i;tr::;nh:al:arlg:vr:1ent De?:artm:!nt and
with NFPA 70 National Electrical Code and NFPA reviewed by the Facilities Management
72, The_sysmm has an approved _maintepance Director or Supervisor and a standing report
and testing program complying with applicable of any deficiencies will be reported to the
requirements of NFRA70and 72. 9.6.1.4 Safety and Quality meeting monthly.

LABO' QORY DIRE_E'—I'OR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE |(Xﬂl DATI

cudsace MW G nuson Ard g as fufen &2/

L ° A
Any deficioncy statemant ending with an asterlsk (*) denotes a defigiancy which the Institution may be excused from cornacting miine
JRad providing [t i datarminad that
" - safeguards provide sufficlant protection to the pationts. (See Instructions.) Excapt for nursing komes, the findings stated above g?e disclosable 90 days
i 9 the Jate of survey whether of nat a plan of comaction fs provided. Far nursing homes, the abave findings and plans of correction ars disclosable 14
g? ggr;;[:ap\;lgigc it::ﬂ::ta these documents are made avallahio to the facllty. If deficlencias are cited, an approved plan of comection is ragulsite to continuad
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {X3) gg;%fé’%gﬁ‘f
AND PLAN OF CORREGTION IDENTIFICATION NUMBER! ABULONG 01~ RIBEIRO
445033 8. WING 05/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1414 COUNTY HOSPITAL RD
BORDEAUX LONG TERM CARE NASHVILLE, TN 37218
(X4 0 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION o8
EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GCORREGTIVE ACTION SHOULD BE COMPLETION
P?EQX R(EGUI.ATORY ER LSG IgENTIFYING INFORMATION) TAG CROSS-REFEREgg;ZIlg I"rig g%e APPROPRIATE DaTE
K 025! NFPA 101 LIFE SAFETY CODE STANDARD K025
58=D
Smoke barriers are constructed to provide at
least a one half hour fire resistance rating in
accordance with 8.3, Smoke barriars may

| terminate at ap atrium wall, Windews are
protected by fire-rated glazing or by wired glass
panels and steel frames, A minimum of two
separate ¢ompartments are provided on each
fioor. Dampers are not required in duct
penetrations of smoke barriers in fully ducted
heating, ventilating, and air conditioning systems,
19.3.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4

This STANDARD is not met as evidenced by:
Based on observation, it was determined the
facliity failed to malntain the smoke barriers.

The findings included: K 52 §5=D
Observations of the area above the cailing by the % 7/ /
15t floor soiled utility room on 5/16/11 at 12:50 1. What corrective actions will be
PM, revealed a penetration in the wall, accomplished for those residents found to
. . have been affected by the defici t
This findings was acknowiedged by the practice? Ve deficen
Administrater and verified by the Director of o
Maintenance at the exit conference on 5/16/11. Qbstruction blocking pull station in corridor
K052 | NFPA 101 LIFE SAFETY CODE STANDARD K052 by room 123 was removed on 5/16/11.
gs=D
A fire alarm system required for life safety is . 2. How will you identify other residents having
installed, tested, and maintained in accordance the potential to be affected by the same
with NFPA 70 National Electrical Code and NFPA deficient practice and what corrective
72. The system has an approved maintenance action will be taken?
and testing program complying with applicable
requirements of NFPA70and 72. S5.6.1.4 All residents could be affected by this
practice. No residents were harmed
\BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {x8) DATE

iy deficioncy statement ending with an asterisk (*) danotes a deficiency which the Institution may be axcused from comecting providing it is datermined that
wer safeguards provide sufficient protection to the patients. (See Instruetions.) Excapt for nursing homes, the findings stated above ars disclosable 90 days
I ">~ the gate of survey whether o net 4 plan of corrsction Is provided. For nurging homas, the above findings and plans of comection ara disclosable 14
' wing Ithla date these documents are made avallable to the faclity. If daflciencias are eited, an approved plan of correction ia raquisite to continuad
1. participation,

— ey
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMSER; COMPLETED
A BUILDING 07 - RIBEIRO
B. WING
445033 05/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
BORDEAUX LONG TERM CARE 1414 COUNTY HOSPITAL RO
NASHVILLE, TN 37218
(X&) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (X5
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHQULD BE COMPLETION
TAS REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE AFPROPRIATE DATE
DEFIGIENGY}
3,  What measures will be put into place or
K 052 | Continued From page 1 K 052 what systematic changes will you make to
ensure that the deficient practice does not
recur?
The Facilities Management Director and
supervisor will monitor during their weekly
rounds.
4 How will the corrective actions be
. . . i ficient ti
This STANDARD s not met as evidenced by: monitored to ensure the deficlent practices
Based on observation, it was determined the '
faclllty failed to maintain the fire alarm system. Dacumentation will be kept on file in the
i i . Facilities Management Department and
The findings included: reviewed by the Facilities Management
, i i di rt
Observations of the coridor by room 123 on Director or ?upejrwso.r and a standing repo
. of any deficiencies will be reported to the
5/16/11 at 12:52 PM, revealed the fire alarm puill Safety and Quality meeting monthly.
station was blocked with a cart. : )
This finding was acknowledged by the
Administrator and verified by the Director of
Maintenance at the exit conference on 5/16/11. K62 55=D L /
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 0&2 17 ”
ss= Required automatic sprinkler systems are 1. What corrective actions will be
continuously maintained in reliable operating ﬁ;i{;rzggzh:;z&hzsi:Zs;i?g:iu"d 0
condition and are inspected and tested oractice? Y
periodically,  19.,7.6, 4.6.12, NFPA 13, NFPA '
25,975 Sprinkler escutcheon ring in 1* floor soiled
utility room was replaced on 5/19/11
] . \ 2. How will you identify other residents having
This STANDARD IS not met as GVIde.I'ICBd by: the potential to be affected by the same
Ba,s,ed o_n Obsewa_tmn; it was d.eterm'ned the deficient practice and what corrective
facility failed to maintain the sprinkler system. action will be taken?
The findings included: Alt residents could be affected by this
] ] . practice. No residents were harmed
Observations of the 1st floor soiled utility room on
FORM CMS.2587(02-89) Provious Vorsions Qbgolote Event ID: 7TARH21 Faellly (D; TN1620 If continuation shaat Page 2 of 3
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGCES OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (x1) PROWDER}SUPPLIER;GI;A {X2) MULTIFLE CONSTRUCTION (X3} gg&g EEUTI'\"E\[!)EY
AND PLAN OF GORRECTION ICENTIFICATION NUMBER; A BUILDING 01« RIBEIRO
445033 B. Wive 05/16/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1414 COUNTY HOSPITAL RD
BORDEAUX LONG TERM CARIE NASHVILLE, TN 37218
SUMMARY STATEMENT QF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X5
I'S‘ﬁ‘gl-'lﬂ (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMDPA-_IEE'UN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERENCED TO THE APPROPRIATE
DEFICIENCY)
K 062 Cantinued From page 2 X K 062 3. What measures will be put into pléce or
§716/11 at 12:45 PM, rE\{ea.IEﬁ the sprinkler's ' what systematic changes will you make to
escutcheon plate was missing. : ensure that the deficient practice does not
recur?
This finding was acknowledged by the
Admi"isuator and Veﬁﬁed by the Director of The Facilities Management staff will
Maintenance at the exit conference on 5/16/11, monitor during their monthly preventive

maintenance checks.

4 How will the corrective actions ba
monitored to ensure the deficient practices
will not recur?

Documentation will be kept on file in the
Facilities Management Department and
reviewed by the Facilities Management
Director or Supervisor.

FORM CMS5-2587{02-89) Provioun Vorclons Obsolote Event ID; 7ARH21 Facllity 1 TN1920 if continuation sheet Page 3 013
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DEPARTMENT OF HEALTH AND HUMAN SERVICES _ FORM APPROVED
CENTERS FOR MEDRICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULBING (3« BIRMINGHAM
445033 8. WING 05/16/2011
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
COUNTY HOSPITAL RD
BORDEAUX LONG TERM CARE 1414
TER NASHVILLE, TN 37218
{%4) ID SUMMARY STATEMENT QF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %5}
FREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FLLL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L$C IBENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DaTe
DEFICIENCY)
K6255=D-1
K062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 : &, /7 / / {
$8=D
Required automatic sprinkler systems are 1. What corrective actions will be
continuously maintained in reliable operating accomplished for those residents found to
condition and are inspected and tested have been affected by the deficient
periodically, 19.7.6, 4.6.12, NFPA 13, NFPA practice?
25, 8.7.5

The obstruction that was in violation of the
18" rule to the sprinkler head in the Storage
Room by room 423 was removed on

This STANDARD is not met as evidenced by: 5/16/11
Based on observation, it was determined the . o _
facility failed to maintain the sprinkler system. 2. How will you identify other residents having
the potential to be affected by the same
The findings included; deficient practice and what corrective

action will be taken?
1. Observations of the storage room by room

423 on 516111 at 10:10 AM, revealed supplies Al residents could be affected by iHis
were stored within 18 inches of the sprinklers. practice. No residents were harmed
2. Observations of the storage room by room 3. What measure_s will be put into place or
323 on 5/16/11 at 10:15 AM, revealed supplies what systernatic ch.ar.\ges will ylou mzke to
were stored within 18 inches of the sprinklers ensure that the deficient practice does not
' recur?
This finding was acknowledged by the - .
Administrator and verified by the Director of ;he Fa?"'t'es.ranag.emeft Director a"‘:
Maintenance at the exit confarence on 5/16/11. a:sir;',sfur: Yl monitor storage rooms for
2253 NFPA 101 LIFE SAFETY CODE STANDARD K064 violations during their weekly rounds.
!::;fhbfaf:;eomggwcsgesﬁ aar:c[;rg:ded ln‘uﬂ?" 4 How will the corrective actions be
nce wi monitored to ensure the deficieat practices

9-?-4-1 . 19-3.5.6, NFPA 10 w|” not recur?

Documentation will be kept on file in the

Facilities Management department and

reviewed by the Facilities Management

) . Director or Supervisor and a standing report
This STANDARD is not met as evldenjced by: of any violations will be reported to the
Based on observation, it was determined the Safety and Quality Committea,
— _ |
LABD ORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%8) DATE
W oo AW PNTRRE 2N -é/ {74

Any deficiency staternent ending with an asterisk (*) danotes a deficlancy which 1he institution may ba axsused from correcting proviging it la detanninad! that
-~ gafeguards provide sufficlant protoction to the patients, (See instructions.) Except for nursing homas, the findings stated abova are disclasalyle 90 days
'g the date of survey whethar or not a plan of correction (s providad. For nursing homss, tha above findings and plans of correctlon ara disclosable 14

0a;. ollewing the date these documents are made avallablo to the faciity, If deflciencias sre clted, an approved plan of correctlon Is raquisite to continuad
program panlelpatlon.

FORM CMS-2587(02:99) Provious Vorsions Cbsolato Evant ID: 7@AH21 Facliity ID: TN1920 if continuation shaet Page 10f3
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DEPARTMENT OF HEALTH AND HUMAN SERVICES """FORM APPROVED |
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMEN '

R S X O o et 0%2) MULTIPLE CONSTRUGTIGN o) D aren

ABULDING 03 BIRMINGHAN
445033 8. WiRe 05/16/2011

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

BORDEAUX LONG TERM CARE 1414 COUNYY HOSPITAL RD
NASHVILLE, TN 37218
(%) ID SUMMARY STATEMENT OF QEFICIENCIES 10 PROVIDER'S PLAN GF CORRECTION
PREPIX {EAGH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACM CORRECTIVE AGTION SHOULD BE COMBLeTION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TG THE APPROPRIATE DATE
DEFICIENCY)

K 062 | NFPA 101 LIFE SAFETY CODE STANDARD

$8=D

Required automatic sprinkler systems are
continucusly maintained in reliable operating
condition and are inspected and tested

periodically,  15.7.6, 4.6.12, NFPA 13, NFPA
25,875

This STANDARD is not met as evidenced by:
Based on observation, it was determined the
facility failed to maintain the sprinkler system.

The findings included:

1. Observations of the storage room by room
423 on 91611 at 10;10 AM, revealed supplies
were stored within 18 inches of the sprinklers.

2. Observations of the storage roem by room
323 on 51611 at 10;15 AM, revealed supplies
were stored within 18 inches of the sprinklers.

This finding was acknowledged by the
Adrpinistrator and verified by the Director of
Maintenance at the exit conference on /16111,

K 082 K 62 85=D -2 {,//7///

1. What corrective actions will be
accomplished for those residents found to
have been affected by the deficient
practice?

The obstruction that was in violation of the
18" rule to the sprinkler head in the Storage
Room by room 323 was removed on
5/16/11

2. How will you identify other residents having
the potential to be affected by the same
deficient practice and what corrective
action will be taken?

Al residents could be affected by this
practice, No residents were harmed

3. What measures will be put into place or
what systematic changes will you make to
ensure that the deficient practice dees not
recur?

The Facilities Management Directer and
Supervisor will monitor storage rooms for

K QB4 | NFPA 101 LIFE SAFETY CODE STANDARD K 064 any 18" rule
$5=D violations during their weekly rounds.
Portable fire extinguishers are provided In all
heaith care cccupancies in accordance with
9.7.4.1. 18.3.6.6, NFPA 10 4  How will the corrective actions be
monitored to ensure the deficient practices
will not recur?
Documentation will be kept on file in the
Facilities Management department and
This STANDARD is not met as evidenced by: reviewed by the Facilities Management
Based on observation, it was determined the Director or Supervisor and a standing report
of any violations will be reported to the
ABDRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' Safety and Quality Committee. YTE

iy deficlency statement anding with an asterisk (*) danotes a deficlancy which the Institution ma iding i i
y be excused fram carrecting providing it Is detarmined that
I_ther ;;_afetgu%rds pr;wida sufficlant protaction to the patlents, (See nstruciions.) Except for nursing homes, tha findings statecgl gbova arge disclosable 90 days
7 the date of survey whether or net a plan of cormection is provided. For nursing homes, the abava findings and plans of corractlon ara disclosable 14

. awlng the date these docurnents are made available to the faciity. if d i
Fogram pEAIEAon ty eflclenclos aro cited, =n approved plan of correciion Is raquisite to continyed
ORM CM3-2557(02-88) Provieus Verslons Obaoloto Evont ID; 7GAM21 Facllty ID: TN{B2D If continuation shaet Page 1 of 3
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ' FORM AZZE%%%?
CENTERS FOR MEDICARE & MEDICAID SERVICES : OME NO. 0938-
STATEMENT OF DEFICIENCIES (X1) PRO\‘??%%PME&CEU&? £X2) MULTIPLE CONSTRUGTION X3 &@L%EETFEVDEY
AND PLAN OF CORRECTION DENTIR N N : AGULONG 03 BIRMINGHAM
445033 B, WING 05/16/2011
" NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
1414 COUNTY HOSPITAL RD
BORDEAUX LONG TERM CARE NASHVILLE, TN 37218
SUMMARY STATEMENT OF QEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5}
é’é‘;’é& (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX (EACH CORRECTIVE AGTION SHOULD BE COMELETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnos&nepeneggg% I'g: g%E APFROPRIATE
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 082
88=0

Required automatic sprinkler systems are
continuously maintained in reliable operating
condition and are inspected and tested
periodically, 18.7.8, 4.6.12, NFPA 13, NFPA
25,8.7.5

This STANDARD is not met as evidenced by:
Based on observation, it was determined the

facility failed to maintain the sprinkler system. K64 55=D (p/ 7 / 7

ndings i ;
The fi gs included 1.  What corrective actions will be

1. Observations of the storage room by room accomplished for those residents found to
423 on 511611 at 10:10 AM, revealed supplias have ibegn affected by the deficient
were stored within 18 inches of the sprinklers, practice:

2. Observations of the storage room by room Equipment that blocked the fire
323 on 5M6/11 at 10;18 AM, revealed supplies extinguisher in the kitchen was removed on
were stored within 18 inches of the sprinklers. 5/16/11

2. How will you identify other residents having
the potential to be affected by the same
deficient practice and what corrective
action will be taken?

This finding was acknowledged by the ,
Administrator and verified by the Director of
Maintenance at the exit conference on 5/16/11.

K Q64 | NFPA 101 LIFE SAFETY CODE STANDARD K064 _
$8=D . All residents could be affected by this
Portable fire extinguishers are provided In all : practice. No residents were harr:ed
health care eeeupancies in accordance with
9.74.1. 19.3.56, NFPA 10 3. What measures will be put inta place or
: what systematic changes will you make to
ensure that the deficient practice does not
recury
. ) The Facilities Management staff will
This STANDARD s not met as eVldei:wed by monitor during their monthly fire
Based on observation, it was determined the extinguisher checks.
ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' TITLE {X8) DATE

ny deficiancy statemant ending with an asterisk {*) danotes a deficlancy which the Instiiution may be excusad from corracting providing it [s detarminad that
ther safeguards provide sufiiclent protection to the patlents. (See instructlons,) Excapt for nurslng homes, the findings statad above ara disclosable 90 days
"* the data of survey whether of not a plan of cormection s provided. For nursing homes, the abova findings and plans of corection are disclosablo 14
»wing tha date these documents are made available to the faclity. If deficlencies ore ciled, an approved plan of correction I8 raquisite to continyead

rogram pariicipation,

DRM GMS-25687(02-80) Provioug Vorsione Cbsoloto Event ID: 7GRAH21 Faciity 10; TN1520 i contlnuation shaet Page 1 of 3
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/S
AND PLAN OF CORRECTION " IDENTIFIGATI%TGPIQELTB%LI;? 02 MULTIPLE CONSTRUCGTION o) cng;\rn%fgarz\beY
A BUILDING 03« BIRMINGHAM
4450383 B, WING
a5
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE A
BORDEAUX LONG TERM CARE 1414 COUNTY HOSPITAL RD
NASHVILLE, TN 37218
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES X
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PRII?FD{ {E:gl?ggggESC%Lsgng‘leoNRgsgaﬁ)NBE OOML’;.SE,TION
TAG REGULATORY OR LSC I0ENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
K 064 | Continued From page 1 Kpg4 4 How will the corrective actions be
facility failed to maintain the fire extinguishers. mrIJ[nitored to ensure the deficient practices
will not recur?
The findings included:
Decumentation will be kept on file in the
Observations of the kitchen area on 5/16/11 at Facilities Management Department and
11:30 AM, revealed the fire extinguisher was re.viewed by the Facilities Management
blocked with equipment, Director or Supervisor,
K 141 55=D
This finding was acknowledged by the %7 / I
Administrator and verified by the Director of
Maintenance at the exit conference on 5/16/11. 1. What corrective actions will be
K 141 | NFPA 101 LIFE SAFETY CORE STANDARD accomplished for those residents found to
§8=D K141 have b ffected by the def
= [ ave been affected by the deficient
Non-smoking and no smoking signs In areas practice?
whera axygen is used or stored are in accordance
with 10.3.2.4, NFPA 99, 8.6.4.2, The oxygen cylinders stored in the
Respiratory Therapy office on the 2" floor
has been removed on 5/16/11 and stored In
) a storage closet marked Oxygen Storage
This STANDARD is not met as evidenced by:
Based on vbsarvation, it was determined the 2. How will you identify other residents having
facmty failed ta post ano smoking Sigrl where the potential to be affected by the same
oxygen was being stored. deficient practice and what corrective
action will be taken?
The findings included:
All residents could be affected by this
Observations of the respiratory office lIocated on practice. No residents were harmed
the 2nd floor on 5/16/11 at 10:45 AM, revealed
oxygen was stored in the room with no 3. What measure's will be put Fnto place or
precautionary sign postad outside the room what systematic changes will you make to
alerting that oxygen was present in the room ensure that the deficlent practice does not
! recur?
This finding was acknowledged by the - :
Administrator and verified by the Director of The Facilities Management Director and
Maintenance at the exit conference on 5/16/11, Supervisor will moritor the facility for
K 147 | NFPA 101 LIFE SARETY CODE STANDARD K147 e e aving thei weekly
85=D
Electrical wiring and equiprnent is in accordance founds.
FORM CMS-2537102-99) Brovioon v . 4  How will the corrective actions be —_—
102-99) Provioyo Verslons Obsoloto Bvont 1:7@RN21 Factly monitored to ensure the deficient practices 1t Page 20f3

will not recur?

Documentation will be kept on file in the
Facilities Management department and
reviewed by the Facilities Management
Director or Supervisor and a standing report
of any violations will be reported to the
Safety and Quality Committee.
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K 147 | Continued From page 2 K147 K147-1
with NFPA 70, National Efectrical Code. 9.1.2 Yt
1.  what corrective actions will be .
accornplished for those residents found to
This STANDARD is not met as evidenced by: havet.bef," affected by the deficient
fga'?edfo_lr obsarvations, it was determined the praciice:
cility failed to maintain the electrical system. Light lens in Elevator room in basement was
The findings included: replaced on 5/16/11
1. Obse : . 2.  How will you identify other residents having
. rvations of the elevator room located in the potential to be affected by th
the basement on 5/16/11 at 11:15 AM, revealed Spotentiar o 08 TIRCIEC DY e same
' ' ! ale deficient practice and what corrective
the light cover was missin B
g. action will e taken?
gn gzsfrggtlﬂns of the nou rlshrr}ent room located All residents could be affected by this
St vioor on /1611 at 11:30 AM, revealed practice. No residents were harmed
an electrical outlet next to the sink was not a
ground fault eireuit interrupter. 3,  What measures will be put into place or
: . what systematic changes will you make to
Thes.e findings were E_CKnOWIedgeq by the ensure that the deficient practice does not
Adr_mnistrator and verified by the Director of recur?
Maintenance at the exit conference on 5/16/11.
The Facilities Management staff will
monitor during their monthly preventive
maintenance checks,
4  How will the corrective actions be
monitored to ensure the deficient practices
will not recur?
Documentation will be kept on file in the
Facilities Management Department and
reviewed by the Facilities Management
Director or Supervisor.
FORM CMS-2567(02-59) Proviout Vorclohs Obsotolo Evant 10: 70RH21 Facility 1D: TN1920 If continuation sheet Page 3of3
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with NFFPA 70, National Electrical Code. 8,1,2 /7 / /
1. What corrective actions will be
accomplished for those residents found ta
i have been affected by the deficient
This STANDARD is not met as evidenced by: practice?
Based on observations, it was determined the
facility failed to maintain the electrical system, Electrical outlet in nourishment room near
sink was changed to a GFCl on 5/19/1%
The findings Included:
2. How will you identify other residents having
1. Observations of the elevator room located in the potential to be affected by the same
the basement on 5/16/11 at 11:15 AM, revealed deficient practice and what corrective
the light cover was missing. action will be taken?
2, Observations of the nourishment room located All residents could be affected by this
on the 1st floor on 5/16/11 at 11:30 AM, revealed practice. No residents were harmed
an electrical outlet next to the sink was not a
ground fault oireuit interrupter. 3. What measures will be put into place or
what systematic changes will you make to
These findings were acknowledged by the ensure that the deficient practice does not
Administrator and verifiad by the Director of recur?
Maintenance at the exit conference on 5/16/11.
This is a one time fix but the Facilities
Management staff wilt monitor GFCI during
their menthly preventive maintenance
checks.
4  How will the corrective actions be
monitored to ensure the deficient practices
will not recur?
Documentation will be kept on file in the
Facilities Management Department and
reviewed by the Facilities Management
Director or Supervisor.
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