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(2) The condition of the physical plant and the
averall nursing home environment must be
developed and maintained in such a manner that
the safety and well-being of residents are
assured.

This Rule is not met as evidenced by:

Based on observations, it was determined the
facility failed to comply with the Tennessee
Department of Health Building Standards.

The findings included:

Observations on 5/16/11 from 10:05 AM until
12:56 PM revealed the following:

a. The dining room located on the 2nd floor
revealed holes in the walls,

b. The mediclne room located on the 2nd floar
revealed holes in the walls,

¢, The bichazard room oeated on the st floor
revealed the exhaust fan was not working,

d. The bichazard room located on the 2nd floor
revealed the exhaust fan was not working.

€. The bichazard room located on the 3rd fioor
revealed the exhaust fan was not working.

f. The bichazard room located on the 4th fioor
revealed the exhaust fan was not working,

Thes_e.ﬁndings were acknowledged by the
Adrjmmsu'ator and verifiad by the Director of
Maintenance at the exlt conference on 5/16/11.

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

The holes in the dining room wall on the 2™
floor was repaired on 5/24/11

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?

All 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 does not
recur?

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 wilt be kept on file in the
Facilities Management Department and
reviewed by the Facilities Management
Director or Supervisor.
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(2) The condition of the physical plant and the
overall nursing home environment must be

the safety and well-being of residents are
assured,

This Rule is not met as evidenced by:

Based on observations, it was determined the
facility failed to comply with the Tennessee
Department of Health Building Standards.

The findings included:

Observations on 5/16/11 from 10:05 AM unfil
12:56 PM revealed the following:

a. The dining room located on the 2nd floor
revealed holes in the walls,

b. The mediclne room located on the 2nd floor
revealed holes in the walls.

¢. The bichazard room located on the 1st floor
revealed the exhaust fan was not working.

d. The biohazard room located on the 2nd floor
revealed the exhaust fan was not working.

e. The biohazard room located on the 3rd floor
revealed the exhaust fan was not working.

f. The bishazard room loeated on the 4th floor
revealed the exhaust fan was not working.

Thes'e.ﬁndings were acknowledged by the
Adm;nmtrator and verified by the Director of
Maintenance at the exit conference on 5/18/11.

developed and maintained in such 2 manner that

Gl

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

The holes in the medicine room wall on the
2™ floor was repaired on 5/17/11

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

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

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

The Facilities Management staff will
monitor during their monthly preventive
maintenance checks.

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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(2) The condition of the physical plant and the
overall nursing home environment must be
developed and maintained in such a manner that
the safety and well-being of residents are
assured.

This Rule is not met as evidenced by:

Based on ebservations, it was determined the
facility failed to comply with the Tennessee
Department of Health Building Standards,

The findings included:

Observations on 5/16/11 from 10:05 AM unfil
12,66 PM revealed the fallowing:

a. The dining room located on the 2nd fioor
revealed holes in the walls,

b. The medicing room located on the 2nd floor
revealed holes in the walls.

¢, The biohazard room located on the 1st fioor
revealed the exhaust fan was not working.

d. The bichazard room located on the 2nd fioor
revealed the exhaust fan was not working.

€. The bichazard room located on the 3rd ficor
revealed the exhaust fan was not working.

f. The bichazard room Jocated on the 4th fioor
revealed the exhaust fan was not working,

These findings were acknowledged by the
Administrator and verified by the Director of
Maintenance at the exlt conference on 5/16/11.

N 832 C-F
9

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

Exhaust in Biohazard Room on 1%, 2™, 3™
and 4" floor was repaired on 5/17/11

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

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

What measures will be put into place or
what systematic changes will you maka to
ensure that the deficient practice does not
recur?

The Facilities Management staff will
moenitor during their monthly preventative
maintenance checks.

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 Departmeant and
reviewed by the Facilities Management
Director or Supervisor.
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{2) The condition of the physical plant and the
overall nursing home envirenment must be
developed and maintained in such a rmanner that
the safety and well-being of residents are
assured,

This Rule is not met as evidenced by:

Bagpd on observations, it was determined the
facility failed to comply with the Tennessee
Department of Health Building Standards.

The findings included:

Observations on 5/16/11 from 10:05 AM until
12:56 PM revealed the following:

a. Resident room 406 had a baseboard missing,
b, The nourishment reom located an the 4th floor
had heles in the wall.

. The break room located on the 2nd fioor had
water stained ceiling tiles,

d. The break roam located on the 3rd floor had
water stained ¢eiling tiles.

These findings were acknowledged by the
Administrator and verified by the Director of
Maintenance at the exit conference on 5/16/11.

| N832-3

&/7//

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

The baseboard in room 406 was repaired on
5/20/11

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

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

What measures will be put into pface or
what systematic changes will you make to
ensure that the deficient practice does not
recur?

The Facilities Management staff will
monitor during their monthly preventive
maintenance checks.

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
reviewad by the Facilities Management
Director or Supervisor,
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(2) The condition of the physical

' plant and the
overall nursing home environment must be
developed and maintained in such a manner that

the safety and well-being of re
oty g sldents are

This Rule is not met as evidenced by

Based on observations, it was determined the
facility failed to comply with the Tennessee
Department of Health Building Standards.

The findings included:

T258 P v 1o o 10:05 AN unti

b The outomment anon 2 basebaard missing
T
ot L
water stained ceiling tiles. © drd floor had

These findings were acknowledged by the
Administrator and verified by the Diregtor of
Maintenance at the exit conference on 5/16/11.

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

Holes in wall in Nourishment Reom on 4™
floor wall was repaired on 5/17/11

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?

All 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 1o
ensure that the deficient practice does not
recur?

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 Departrent and
reviewed by the Facilities Management
Director or Supervisor.
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(2) The condition of the physical plant and the
overall nursing home environment must be 1. What corrective actions will be
developed and maintained in such a manner that accomplished for those residents found to
the safety and well-being of residents are have been affected by the deficient
assured, practice?
. Ceiling tile in the 2™ floor break room was
This Rule is not mat as evidenced by: replaced on 5/17/11
Based on observations, it was determined the
facility failed to comply with the Tennessee 2. How will you identify other residents having
Departmant of Health Building Standards, the potential 1o be affected by the same
deficient practice and what corrective
The findings included: action will be taken?
Observations on 5/16/11 from 10:05 AM until All residents could be affected by this
12:36 PM revealed the following: practice. No residents were harmed
a. Resident room 406 had a baseboard missing,
b. The nourishment room located on the 4th floor 3.  What measures will be put into place or
had holes in the wall, what systematic changes will you make to
c. The break room located on the 2nd flcor hati ensure that the deficient practice does not
water stained ceiling tiles, recur?
d. The break room located on the 3rd fioor had
water stained ceiling tiles, The Facilities Management staff will
monitor during their monthly preventive
These findings were acknowledged by the maintenance checks.
Administrator and verified by the Director of
Maintenance at the exit conference on 5/16/1 1. 4 How will the corrective actions be
' monitored to ensure the deficient practices
will not recur?
' Documentation will be kept con file in the
Facilities Management Department and
reviewed by the Facilities Management
Director or Supervisor.
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(2} The ooqdiﬁon of the physical plant and the
overall nursing home environment must be What corrective actions will be
developed and maintained in such a manner that accomplished for those residents found to
the safety and well-being of residents are have been affected by the deficient
assured, practice?
Thi . Ceiling tile in the 3rd floor break room was
is Rule is not met as evidenced by: replaced on 5/17/11
Bagged on observations, it was determined the
fSCIltty failed to comply with the Tennessee How will you identify other residents having
epartment of Health Building Standards. the potential to be affected by the same
. . deficient gractice and what corrective
The findings in¢luded: action will be taken?
l:"Jb'serwalticms on 5116111 fronj 10:058 AM until Al residents could be affected by this
2:56 PM revealed the following: practice. No residents were harmed
a. Resident_room 406 had a baseboard missing,
b, The nourishment room located on the 4th ficor What measures will be put into place or
had holes in the wali. what systematic changes will you make to
¢. The brgak room located on the 2nd fioer had ensure that the deficient practice does not
water stained ceiling tiles, recur?
d. The brgak room jocated on the 3rd floor had
water stained ceiling tiles. The Facilities Management staff will
) monitor during their monthly preventive
Thes.e_ﬁnd:ngs were acknowledged by the maintenance checks.
Administrator and verified by the Director of
Maintenance at the exit conference on 5/16/11. 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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