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PROVIDER'S PLAN OF CORRECTION

{1) A nursing home shali construct, arrange, and
maintain the condition of the physical plant and
the overall nursing home environment in such a
manner that the safety and well-being of the
residents are assured,

This Rule is not met as evidenced by:

Based on observations, it was determined the
facility failed to maintain the overall nursing home
environment,

The findings included:

1. Observations of the exit by the chapel on
8/13M2 at 11:52 AM, revealed a water stained
ceiling tile.

2. Observations of room 432 of the ribeiro
building on 8/13/12 at 12:17 PM, revealed a large
scratch on the wall.

| 3. Observations of room 213 of the ribeiro

: building on 8/13/12 at 12:36 PM, revealed a water

stained ceiling tile.

These findings were acknowledged by the
Director of Facilities Management, the Assistant
Administrator, and the Interim Administrator
during the exit conference on 8/13/12.
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A.  Ceiling tile near Chapel exit and room
213 was replaced on 8/26/12

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

C. The _Facilities Management staff will
monitor during their monthiy
preventive maintenance checks.

D. Documentation will be kept on file in
the Facilities Management
Department and reviewed by the
Facilities Management Director or
Supervisor.
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A, Large scratch on wall in room R-432
repaired on 8/26/12

B. Al re.sidents could be affected by this
practice. No residents were harmed

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

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