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facility failed to ensure water stains, of belqg. estimated for repairs of
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) . A). In addition the Administrator
During the second tour of the facility at will receive all work orders for the
10:00 a.m., the following was observed: facility and delegate in a
prioritized and timely manner to
RN p . assure completion as
B" Hall, enclosed patio area outs.lde appropriate. As a measure of
future TV lounge had a rock outside wall. quality assurance the
The right side of the wall had a 3 foot Maintenance Director or
long, 12 inch wide, wet area with a green Designee will review any findings
.. .. . and subsequent corrective
growth visible. The ceiling above this actions in the faility's quarterly
left side of the rock wall had a 2 foot
wet-looking streak present.
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Room 15 had a 1 foot area on the ceiling
that had a freshly plastered appearance,
with a 12 inch darker area around it. The
plastered area was left unpainted.

"A" Hall, room 2, a 1 foot by 4 foot long
replastered unpainted area on the ceiling.

The assist dining room had 4 long dark
streaks on the ceiling, two 8 feet long,
one 4 feet long, and one 6 feet long.

The ceiling across the hall from the
oxygen storage room had a 9 inch
circular dark spot present.

The Physical Therapy room had, above a
cabinet, a 12 inch circular dark stain with
another 3 inch stain, older looking
surrounding it.

The ceiling across from the Nurses
Station had a dark stain 6 inches around.

In the Activity Room, in front of the back
wall cabinets had a dark area 3 feet long,

and the center had the appearance of new
drywall.

"A" Hall medication room, most of
ceiling was stained with 3 pieces of
ceiling dry wall hanging down 6 inches,
surrounding the fluorescent light fixture.
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During an interview with the ADON
(Assistant Director of Nursing) on
7/27/15 at 10:05 a.m., she indicated the
green growth on the rock wall appeared
to be "moss."

At 1:10 p.m., on 7/27/15, the Laundry
Room was observed. A dark 2 1/2 foot
stain was noted on the ceiling above the
clothes folding table.

During an interview with Maintenance
Assistant #1 on 7/27/15 at 1:00 p.m., he
indicated the stains were old, were not
currently wet, and they (maintenance)
just had not gotten to painting over them
yet. He also indicated there was a roof
leak above the "A" Hall medication
room, they (maintenance) had tried
patching it, the patch was not successful.
He indicated the repair had been
contracted out, and as soon as the repair
was made, they (maintenance) would
drywall the ceiling and paint it.

This federal tag relates to Complaint
IN00177596.

3.1-19(f)(5)

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:

WOC611  Facility ID:

000032 If continuation sheet

Page 4 of 4




