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BAPTIST HEALTH CARE CENTER

STREET ADDRESS, GITY. STATE, ZIP CODE
700 WILLIAMS FERRY Rp

LENOIR CITY, TN 37771

- SUMMARY STATEMENT OF DEFIGIENGIES

{5) No new nursing heme shall be constructed,
nor shall major aiterations be made to an existing
nursing home withaut prior written approval of the
department, and unless In accordance with plans
and specifications approved in advance by the
depariment. Before any new nureing home Is
licensed or before any alteration or expansion of
a ifcahsed nursing home can be appraved, the
applicant must furnish two (2) complete sets of
plans and specifications (o the department,
together with feas and other informatioh as
tequlted. Plans and specifications for new
construction and major renovations, other than
minaor alterations not affacting fira aad lifa safely
or furctional issues, shali be prepared by or .
under the direction of a licensed architact andjor
a licensed enginaer and in accordance with the
rules of the Board of Architeciural and
Engineeting Examiners.

This Rule is not met as evidanced by:

Based on observation and record review, the
facility failed to have focking hardware approved
by the Deapartment of Health Plans Review office.

The findings include;

Observation and record review on 7411/16 at
10:31 AM revealed the magneticafly focked exit
door In D Wing, was installed without prior
approval from the Teanessee Department of
Heallh Plans Review,

This finding was verified by the maintenance
director and acknowledged by the administrator
during the exit confarance on 7/11/16.
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1. Maintenance Director will purchase an
audible alarm for D-Wing door and disable
the power to the locking mechanism an the

door.  Application will be wade to the
department  to  re-engage the locking
mechanism when approval .is received by
facility.

2. Facility exit doors will be audited by the
. Maintcnance Director to ensire no other
deficient practice exits. Any orher deficient
exit doars will be addressed at tf ¢ time noted.
3. Maintenance Director or cesignee will
audit exit doars monthly for thrce months to
. ensure ongoing compliance.

4. Audit results will be weporied to the
Quality Assurance Performance
Improvement Committee for 2vatuation and
recommendation during routing meetings 1o
ensure  ongeing  compliance  with  (his
requivement, The Qualiy  Assurance
Perfoymance  Impravement  committee
consists of the Administratar, Director of

Director of Nursing, Medical Directot,
Pharmacist, Registered Dieticizn, and other
consultant medical personnel ss wetl a5 other
facility department managers.
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{1B) It shall be demonstrated through the Standards .
gzghmffrlg{; ; Lﬂ’;l:f: Egg?&rgf;?g?g::ﬂi Ear[za!l 1. Maintenance Dircqor dcl.ermin"gcl the low
be maintained fn the sojlad utility area, {ilet volage lr{lnsf' ormer was not w?ul\mg on the
room, Janitor ' s closet, dishwashing and other HVAC unit servicing the clean linen room by
such soiled spaces, and a posilive air pressure resident room 47. A new Dw vollage
shall be maintained in all clean areas including, transformer was oblained and nstalled on
but not limiltad to, clean finen raome and clean H12016.
ufility ranms, 2. Maintenance Dircetor andited nther AC
systems on /112016 1o ensiie no other
deficiencies exist. No other deficiencies were
noted.
This Rule is not mel as evidenced by: 3. Monthly filter changes an¢ FVAC unit
ot ad e e sty ngecions et o the iy T
rooms program and will continue. Weekiy audits ‘
’ . will be completed for four weels to ensure
The findings include: continued compliance with air soaply.
4. Audil results will be repated to the
Observation and testing on 7111716 at 11:15 AM Quality Assurance Ferformance
revealed the clean linen room ky resident room Impravement Commitiee for evaluation and
47, e air supply for thls room was not working. recommendation during routine ‘neetings 1o
ensure  ongeing  compliance  with  this
This finding was veritied by the maintenance requirement. The Quality Assurance
director and acknowledged by the administrater Petformance  Improvement  committee
during the axit confarencs an 7111716, consists of the Administraror, Director of
Nursing, Assistant Administraic, Assistant
Director of Nursing, Medica Director,
Pharmacist, Registered Dietician, and other
consuitant medical personnel a3 vell as other
facility department managers.
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