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| ‘ DEFICIENCY)

N 831; 1200-8-6-.08 (1) Building Standards | Nagq | [hetoilet tissue holderin

Room #219 was replaced. June 15, 2013

* (1) A nursing horne shall 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.

maintenance will check all
resident rooms to ensure that
all pther tissue holders are not
pulled away from the wali and
are stationary.

Staff will be in-serviced to report
environmental issues needing repair
to the front desk receptionist so that
a work order can be completed for
repair.

This Rule is not met as evidenced by:

Based on obhservation, it was determined the

facility failed to maintain all resident room bath
! accessories. -

Maintenance will check all
resident rooms monthly to ensure
compliance.

The findings included:

Observation of resident room 219 on $/21/13 at
. 9:20 AM, revealed the toilet tissue holder had |
i pulled away from the wall. '

| Findings will be reported to the QA
il Committee for review menthly x2,
than PRN thereafter.
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