DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 11/22/2010

Afacility muét usa the results of the agsessment
o develop, review and revise the resident's
comprehensive plan of care.

The facility misst develop a comprehensive care
plan for each resident that Includes measurable
objectives and timetables to meet a resldent's
medical, hursing, and mental and psychosoclal
heeds that are idehtified In the comprehensive
assessment.

The care plan must descrlbe the services that are
to be furnished to aftaln or malntain the resident's
highest practicable physical, mental, and.
psychosoctal well-being as requived under
§483.26; and any services that would otherwise
be required under §483,26 but are not provided
due te the resident's exerclse of rights under
§483.10, including the right to refuse treatment
under §483.10(b)(4).

This REQUIREMENT s not met as evidencad
by:

Based on observation, interview and record
review it was determined the facliity failad to
develop a Gomprehensive Plan of Care for two
{2) of tweniy (20) sampled resldents (Residents
#7 and #15). The facility failed to include
Resldent #7's indweliing oathoter on the care
plan, and, Resltdent #15's vislon was not care

indwelling cathetor care on
resident #7 and eye drop usage
on resident #15.

"12. Reviewed all care plans. in’
facility for accuracy on-11-15-
" lperformed by MDS/Care Coordinat

3. D.O.N. conducted mandatory
inservice on 11-5~10 for all
nurses on care plans & instruct
"Inurses to assist MDS/care plan
coordinator to update the care
plans guarterly and nurses to' .
write in all additions with
cooresponding date on care plan
he MBS Assistant will Double’

check the MDS CAA's against tha|

Care plans to ensure accuracy.
Staff inserviced on F279 by
D.0.N.. on 11-5-10.

Quality Assurance to monitor

eekly by reviewing copies of aj.

rders. D.0.N. to discuss all
rders and updates to care plans
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A Racértification Survey was conductad J A N 1
11/02/40-14/04/10, and a Life Salely Code Survey 3 2011
was conducted 11/03/10. Deflclencies were cited,
with the highest Scope and Severity of an “E". el e . -
F 2791 483.20(c)), 483.20(k)(1) DEVELOP Farg|l. Care Plan wiS™eorregted &
88=0! COMPREHENSIVE CARE PLANS updated immediately to reflect

10
D,
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o

Y

very morning.
heck all MDS.CAA's against the
are plans daily upon implement

MDS assistant t
Ition.

other eafeguards provide sufiiclent prote

PPLICA REPRESENTATIVE'S SIGNATURE
2/ - 7

TITLE

{X8) DATE

Clef2-ff

staplsk () denotes & defiolency which the

institution may te excuszed lram correcting providing IL s determinad that
te the patlents. (See instrustions.) Exoapt for nuraing homes, the findings stated abave are disclosable 80 days

follow!n? tha date of survey whelher or not a plan of carrection Is provided. For nursing homes, tha abova findings and plans of.cotreotion are disolosable 14

days fdl

owing the date these dopuments are made
program participation.

avallable to the faclilty. If deficlencles are ciled, an approved plan of correotion I8 requisite to continued
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{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APFROPRIATE

. DEF[CIENGY)

7
PREFIX
TAG

coufianon

F.279

| planned.

| which Included Urinary Retentlon. “Review of the

.1 admitted with an Indwaliing catheter rolated to

.| Interview with Unit #3's Unit Coordinator an

Continued From page 1

The findings inolude:

1. Reoord raview raveslod Flesidant #7 was
admitied to the facility on 02/0:1/09 with diagnoses

Quarterly Minimum Data Set (MDS) dated
10/26/10, revealed Restdent #7 had an Indwelling .
catheter. ‘

Review of the Care Plan Ihitlated on 02/10/10 and
revised on 07/27/10, revealed Resident #7 was
care planned to ba checked and changed every
two {2) hours and as needed and Incontinent care
would ba provided, The Care Plan also revealed
Rasident #7 did not have a catheter and was fo
void to adult briefs. Further revisw of the Care
Plan did not reveal any documented evidence of &
urinary catheter,

Raview of the Physlolan's Orders dated 10110410,

revealad an order for the catheter to be changed

on 10/11/10. Review of the Admission Evaluation
dated 08/10/10, rovaaled tho resident was

Urinary Hetentlon

Obgervation of Resident #7 from 11/02/10 and
11/03/10 revealed an indwelling catheter to
bedside drainage, draining olear yellow urine and
enclosed In a dignity bag.

11/03/10 at 11:30 AM revealad anyone coidd
update the care plan. The nurse who transcribed
or completed the admission shoutd have
developed the care plan.

F2790The D.O_.N-./designee Will review
. a1l resident changes daily. QA
will monitor monthly through
c?ar't audits and Quarterly Care
p ans.

3

11~16~1¢
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2. Review of the medical record, revealed
© . Resldent #15 had diagnoses which included
Cataracts & Diabete‘s Meallius.

Review of the Annual Minimum Data Set (MDS)
dated 68/23/10, revaaldd diagnoses which
included Cataracts. Further review of the Annual .
MDS and Resldant Assessment.Protocol

- { Summary (RAPS) dated 08/23/10, revealed the
fagilily assessed Resident #15 as having visual
impairment,

Revisw of the RAP Summary dated 08/23/10,
revealed Resident #16 triggered for vision releted
to Cataraets, Diabetes and impaired Vigion. The
RAP Summéry-aiso stated, "Will proceed to Care’
Pian."

Review of the Comprehehsive Plan of Care,
Iniiated on 09/04/10, revealed no documentad
gvidenoce the facilily addressed the resident's
visual furiction.

Review of the Physiclan's Order Form datad
Noveraber 2010, revealed an ordst for Xalatan
0.005% eya drops with administration start date
of 04H14/10, (Xalatan Is a toplcal eye medication
used to reduce prassure inside the eye)
‘Ingremsed eye pressure ¢an [ead to gradual [oss
| of vislon. Howeve, the facility fallad to care plan
oye drops for Resident #16. _

Interview, an 11/04/10 at 2,10 PM, with the MDS
Registered Nurse, revealed it was the MDS

| Nurses* responsibility to develop care plans for
RAPS that triggered. She acknowledged a cafe
plan had not heen developed for Resident #15
which addressed the resident's visual function.
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F-323 | 483.26{h) FREE OF ACCIDENT , Faza| 1. Removed all items the day
. 88+ | HAZARDS/SUPERVISION/DEVICES - of survey and placed them undey
- Tocked cabinet. ;
The facllity must ensure that the resident

environment remalns as free of actldent hazards * | 2. All units were immediatcly checked by Director of ..
‘as Is possible; and each residant recolves . Nixsing and egvironmental supervisor for
adequate supervision and assistance devices to , proper storage of harmfpl chemicals on 11-5-10.
prevent acoldents. . All residents were observed to be clear of the

- areas where deficiency was found.

Two out of three units were found to be deficient
and locks were placed on each cabinet by maintenance
on 11-5-10. QA team conducied an environmental

This REQUIREMENT lsnotmet asevidenced” | | mug&%ﬁ?;gﬁﬁmﬁ_

by: ; _
Based on observat(on, interview and record ﬁ&mﬂ?ﬁﬁmm?ﬂ'&“ﬁ?ﬁ 310
review it was delermined the facllity failed to - * | condition end all alarms in the facility.
| ensure an environment fres of accldental hazards A carelift inservice was conducted on 12-14-10
as svidenced by dangerous chemloals stared In by a Premier medical representative.
an unlocked cabinet at the Unit 3 Nurse's Station. ' -
The findings Include: 3. A Mandatoty Inservice was conducted
. o On 11-5-10 by the Director of Nussing for

Observation on 11/02/10 at 6:15 PM revealed an All nursing personne! addressing
unfocked cabinet under the sink on the Unit 3 Deficient practices and F323. Locks
Nlérge'a Stfllorln ctirllait ?on!ain%d the f& lllot\imnﬁ% : g:il;e tglﬁcﬂi Orlt)r m og-‘; :ﬂ:fhchmwl

raducts: Lysol disinfectant Spray, Glade Air g CLSeS 5
tIgfreshaner. and Clorox Clean Upys-‘}pray. ‘ | As to maintain an environment free ﬁ"’fl &
Review of the Materlal Safety Data Sheet (MSDS) . e
for the Lysol Disinfectant revealad the product | 4 Weekly "‘mlk-thm“g"s. conducted by
was an eye [irhtant and to oall a Physlolan or g‘“g“? Assurance committes will
Polson Control Centre immediately if ingested. r A tt? ensure “mph“’.‘::i"f o

| Review of the MSDS for the Glade Alr Freshener [ . | Sioraseof hazardous chemicals i
revealed the praduct could cause eye initation. .| Safty committee chair will monitor |
Review of the MSDS for the Clorox Clean Up ) Weekly for compliance of stored
Spray ravealed the product was haemiful if Tems and any F323 issues.
swellowed as wéll as a wamning that the vapors . !
= may cause irritation to the eyes, nose, throat, and 5, : 11-6-10

lungs. ‘ Lo :
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F 823 | Continued From page 4 . ' r323
Interview with the Unit 3 Supervisor, on 11/02/10
-| al 6:30 PM revealed the Nurse's Station was a
secured area. However observations revealed
the Nurse's Station door was unlocked throughout
the survay. Observation on 11/02/10 at 6:15 PM
revealed four (4) unsampled, cognitively impaired
residents ambulating and sitting outside the Unit 3
Nurse's Station,
| Interview with the Maintenanca Supeivisor on
/0210 at 6:30 PM revealed the above
mentioned Rems should be locked up. - : 1, Dented cans were removed &
F 371 | 483.35() FOOD PROCURE, Fg71| thrown away.Expired cocoa
SS=E | STORE/PREPARE/SERVE - SANITARY : | thrown away. Open cart with
: . - ' uncovered items was covered.
| The facility must - .| The meat slicer was taken apart.
(1) Procure fodd from sources approved or . & sanitized. Dirty pans were -
considered salisfactory by Federal, State or local rewashed and air dried. Persongel
| @utharities; and was designated the task of calling
{2) Store, prepars, distribule and serve food _ nursing floors when carts were
under sanitary conditions ready as opposed to tray Tine
staff. _
2. Al resideﬁts have the potential
to be affected by this deficient’
This REQUIHEMENT is ot met as evldenoed practice. "All sanitation issugs
.| by that fall under F371 were chécKed
Based on obsetvation, intetview and record by Dietary Managér and Dieticign
review [t was determined the facllity failed to . for identified deficiant practiceon114-10.
engur‘e foclid wag pae:pijred, stor%d andddislrlbuteg ' ) B .
under sanltary conditions as evidenced by dents . r .
cans being stored along with none dented cans, ‘3 St? ff ""’ai ;nseng:d dregg rg ng:a 1_1
outdated pure cocoa powdat in dry storage, food éxamples noted and cited unde :
'} items stored on an open cart In the reftigeratar ' F371
were not covered or dated, meat slicerandpans | on 11-11 iperforn}e
were stored dirty and inadequate hand washing by Dietary Manager, Kim Mulling.
were observed. . - | A daily inspection will be performed
' 1by DM and designee to investigdte
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F 871 | Continued From pagé 5 F 371 ' S
- | 'The findings Include: compliance fssues under F371.
U : _ _ {along with weekly Quality

1. Obsetvalion on 11/02/10 at 9:08 AM revealed Assurance monitoring checking

nine (9) dented cans which were stared In dry for Sanitary conditions in the

storage on racke along with non-dented cans. dining services area.

Interview with the Di_etary Manager on 11/62/10 at ‘4, The Dietary Manager will

8:10 AM rovealed the cans were to be separated monitor daily for compliance of

by another stalf member, placed on a cart outside F 371. A checklist was implemgnted

-of her office and then retured 1o the suppller to mo‘n'it-or" cleanliness of meat
‘because they were not gafe to use for cooking. slicer each time it is used. '

2. Obsefvation on 11/02/10 at 9:15 AM revealed a The 1ist will receive a double

container of pure natural cacoa with ten (10) to signature and double.ck by Dietary

twelve (12) percent butterfat which had been Manager and cleaning aide.Daily.

opengd and dated 05/28/08. Stock staff will monitor the
. . store room for dented cans and|

3. Observation on 11/02/10 at 9:30 AM ravealed expired spices daily and weekly.

forty eighti(48) plates of cheese cake with blue The dietician will observe thel

berry topping stored on an ogpen oart in the ' : -

refrigerator which were not datad or covered. it ,t;‘gy " I:;?%r.fg; gr_'o f‘eg ph?ne e

was noted some of the items on the cart were usag parrier Lowe:.use.

covered with plastic wrap. In addition, all sanitation

' . : issues will be monitored
Interview with the Dietary Manager on 11/02/10 at weekly by Quality assurance
9:32 AM revealed the plates were normally committee walk through, A1l |
‘1 covered by a plastic cart cover, howevar, the Food Procure, store/prepare/
faciiity had ran out of thoss covers and would | serve issues will be monitored
. jreceive a new shipment on Thursday, $he further by Quality Assurance weekly.
1 Indicated the Items on the cart ware for the lunch T ' :

meal service. 5. 11-11-10

Obgervalion on 11/02/10 at 4:45 PM revealed |

approximately seventy (70) bowls of fruit salad,

.| sevenly (70} bowls of salad ahd (15) howis of

pureed fruit salad stored on an apen cart not

Govered or dated, It was noted some of the other

iterng an the cart were covered,
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F 371 | Continued From page 6 o , Far
- | 3. Observation on 9:40 AM revealed the meat '

sitcer aplkes used ta hold the meat i place had
patticles which ware pink fh color on many of the
‘spike surfaces. The slicar was noted to be

‘| covered and stored in this manner.

Interview with the Distary Manager on 11/02/10 at

6:05 PM, revealed the meat slicer should be

cleaned with each use before being covered and
stared,. .

4, Observation on 11/02/10 at 9:45 Al revealed
four (4) deep half size hote! pans and seven (7)
ane guarter size hotel pans were stored wet, wllh
food particles on them and greasy.

Interview with Dietary Aide #4 on 11/02/10 at 9:48
AM revealed the pans should be clean and &alr
dried before being stored because when they are
stored wat and dirty bacterla could grow.

8. Observation on 11/02/10 at 5:50 PM and again
a1 6:15 PM, revealed Dietary Alde #3 using the
telephone to call out when a cart was ready to
transport fesident trays to the floor, The Aide did
not wash her hands ptior to returning to the
trayiine to place llds on resident trays and glasses
on resident traye,

interview with Distary Aide #3 on"11/02/10 &t 6:20

PM revealsd sha should have washed her hands

before returning ta resident trayline after using the

telophone.

F 431 | 483.60(b}, (d}, (e} DRUG RECORDS, F 431
8s=0 | LABEL/STORE DRUGS & BIOLOGICALS i

The fagliity must employ or obtaln the services of
a licensed pharmacist who establishes & system
of racords of recelpt and dispnsltlon of all

FORM CMS-2667(02-00) Praviolis Verelons Obsalste Evant ID:BHH211 Faoilty 10: 100624 If eontinuation sheet Page 7-of 10




DEPARTMENT OF HEALTH AND HUMAN SERVICES

F'RINTED

112201

. . FORM APPROVED
-CENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. Ogm.
- | STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION . |ot3) pATE SURVEY'
- | ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
- . A BUILDING
| | 185288 B WING. _ 11/64/2010
NAME GF PROVIDER OR SUPPLIER STREEV ADDRESS, CITY, STATE, ZIP CODE
BOURBON HEIGHTS HOME 2000 SOUTH MAIN STREET
: I‘!URSING_ oM PARIS, KY 40361
) D " SUMMARY-STATEMENT OF DEFIOIENCIES D " PROVIDERS PLAN OF GORRECTION e |
PREFIX (EACH DEFICIENOY MUST 8E PRECEDED BY FULL - PREFIX - (EAGH CORREOTIVE ACTION SHOULD B8 COMPLETION
TAG AEGULATORY OH LEC IDENTIFYING INFORMATION) TAQ CROBS-HEFERENCED TO THE APPROPRIATE DATE
L . _ DEFICIENGY)
F 431 C{;nﬂnued From page 7 Faat| . T ' I
| cantrolled drugs in sutficlent detail te enable an 1. The med cart, treatment cari
accurate reconcifiation; and determines that drug and Overflow cabinet were-ail
records are In order and that an account of &l Tocked immediately.
controlled drugs is maintained and pertodlcally C .
reconailed. , 2. A1l three nursing units werg
checked to ensure all carts
Drugs and b:ologica!s used in the facilily muat be were locked ‘and that cabinets
labeled in accordahce with currently accepted weré secured.. This was perfortied -
 professional prineiples, and include the by the Director of Nursing. A}l
appropriate accessary and cautlonary hecked out fine. 11=-4-10 ' .
instructions, and'the explration date when checked ou €. _
applicable. e . L
o 3. A1l nurses were inserviced on -
In accordance with Slate and Federal laws, the ' 11-5-10 by D.0,N. on the
facility must store all drugs and biologicals in importance of locking cabinets
locked sompariments under proper temperature and carts. .Orientation checkljsts
controis, and psrmit only authotized personnel to updated to make sure AL heWw
have access to the keys. | staff aware of importance. See
The facliity musl provide separaté!y lacked, Attached. '
permanently afficed compartments for storage of - : '
controllad drugs llsted in Scheduls Il of the 4. eekly walk throughs to be
Comprehensive Drug Abuse Preventlon and conducted, by Quality Assurance
Control Aot of 1976 and other druge subject to committee to check for all
abuse, except when the facillly uses single unit requirements under F431 includjng
packege drug distribution systems in which the locked cabinets and locked cartis
- j quantity stored Is minimal and a missing dose ¢an and proper storage-of drugs.
- | be readily detected. and biologicals.
. 5. 11-29-1(-
This REQUIREMENT is not met as svidenced’
by:’ ‘ :
Based on observation, Interview, and record
réview It was determined thé facllily falled to
ensure proper storage of drugs and bialogicals,
including controlled narcotics as evidenced by the
Unit 3 medication and freatment-caris haihg
unlocked. In addition, observation revealad an
FORM Ch8-2587(02-88) Pravious Varalons Chaolote Event 1D BHHZ11 Faellity 1B: 100024 If eontinualion sheet Page 80f10
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unlocked cabinet in the Unit 8 Nurse's Statlon
which contained mulilple overflow medications.

The findings Include:

Observation on 11/02/10 at 6:15 PM revealed an
unltocked medication cairt in the Unif 3 Nurse's

. { Station. At this time, observation.revealed no
Hacllity staff ware present at the Nurse's Station. .
Ohservation revealed the medication cart
contained a locked drawer with multiple Schedule
‘Ll narootios in the drawer, Because the
medication oart was unlocked, the narcolics were
not secured Uinder a double lock system

Further cobsarvation revea!ed tha treatment cart in
- | the Unli 2 Nurse's Station was unlogked. The
cart ¢ontained the following treatment

.{ medications: Nystatin Olntment, Lidocalne and
Prilacalne Croam 2.5%/2.6%, Hydrocortlsone
2.5% Cream, Nystatin Powder, Flugcinonide

- { 0.05% Cream and Trolam!na ‘Salloytate 10%.

In addition, observation revealed an unlocked '
cabinet on the Unit 3 Nurse's Station that
contaihed the residants' overfiow medicalions.

Interview with the Unit 3 Supérvisor; on 11/02/10
at 6:30 PM revealed the Nurse's Station was not
usuaily locked but was a sscured area. She
further stated the medication and treatment cart
should be locked and that the narcotics were riot
undet a double lock, ag requirad.

_{ Observations revealad the Nurse's Statlon door
was unlocked throughout the survey. .
Observation on 11/02/10 at 6;15 PM revealed four
(4) unsampled, cognitively Impgeired residents - -

.ambulating and sitting outside the Unit 3 Nurses
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: Station. S
Review of the facility policy releted to medication
_| storage revealed madlcations should be locked
up at all times and nareatic madications should
be double ocked af ali times.
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ORIENTATION CHECK LIST
FOR NURSES

All new nurses must check off on the following before beginning to work alone. If there
are any questions please see Deanna Eads Director of Nursing. :

Knows location and procedure for obtaining oxygen for residents.

Demonstrates proper safety measures by locking the medication cart, treatment
cart, and medication cabinets when not removing or adding items to them.

Notifies physician and responsible party about new orders and change of
condition in the residents and signs off notification log.

Practlces the five rights in mechcatlon administration and counts and disposes of
narcotics properly. ,

Is aware that secure care bracelets are marked off on the TARS to be checked hy
nursing every Wednesday and documented on the SCB sheet in front of chart.

Is _fanuhar with the telephone system.
Fills out proper paper work after each 'falllincident

Shows competency when documentmg weights and notifies proper persons
when there is a sxgmﬁcant weight loss/gain ie; MP, family and dietician.

Makes out assignments for the SRNA’s.
Is awate of the Administrator on call list for all weekend and emergency help.
Is familiar with the location of all supplies and who to contact for them.

Contacts proper disciplines with new orders and notifies dietary of all chapg

Updates care plans as the need arises and notifies the MDS office.

Performs and documents assessments. : By -;,-' _

Completes admissions and readmissions

Verifies physician orders with another nurse and places on the Physicians order
sheet.




NURSE'S ORIENTATION
Here is some of the duties that you will be doing while out on the floor;

1. MD orders: - Double checked by another nurse and signed
| - Write all orders on Physician statement
- Call MDS coordinator of all new orders
- Assist and update Care Plans in chart of all new
orders
- Notify MDS ofﬁce of any changes

2. Make sure end of -your shift no “holes” are in
MARS/TARS or SRNA's care plan books.

3. SCB checked every Wednesdéy, sign off on TARS and sheet in
front of eve'ry person's chart that is wearing SCB's chart.

‘4. Thereis a bmder(Onentatmn Manual) on every Unit and DON
~office that has every form used at the nurse's station, please look

. over thls

5. Appomtments and Labs 'may be written on calenders at nurse's
* station, please look at this beginning of every shift. -

6. Falls — When a fall happens there are 2 forms to fill out.
- Write any interventions on form that was put into place.
- Notify MDS office of any interventions.
- Write on Care Plans in Charts of Interventions.

11/2010 '
Hold the right to make changes or updates when needed.
T. Eatlywine, LPN/QA

Please sign that you have read and understand this information:

Date _Signature:




November 5, 2016
Mandatory In-Service
2010 Survey Follow Up

Survey deficiencies: |

Care plans failure to dcvelop a care plan for caﬂleter use and failuze to develop
one for a resident with vision problems

Failed to revise a care plan for a res1dcnts diet and falled to revise a care. plan fora,
~ protein'supplement -

Quality of care failed to keep residents free from accldents by not lockmg the
cabinet under a sink that contained chemicals

Pharmacy failed to-ensure medications were filled and available for residents
Labeling and storage of medications was not followed by leavmg amed cart
unlocked in the hurses station, medicine cabinet unlocked in nurses station,
refrigerator left unlocked in nurses station and cabmet under smk loft unlocked in
nurses station .

‘Secure care bracelet for remdent was not checked weekly per policy aﬂer an .
_ elopement )

Plan to correct by:

I-Iavuig nutses to assist the MDS-office by helping them to update care plans as
you receive orders.and notify the MDS office that you have done this. -

Assist the MDS office by helping to revise care plans when you receive ordes.
Notify the MDS office when you do this.

* All jtems have been removed and placed under alock unul cucrent cabmets have

locks placed on them.

‘Pharmacy has in sérviced their staff of the deﬁclent practice and will be ﬂlhng ;

meds as soon as requests are received. Nursing staff is to confact pharmacy
mnnedxately of any. missing medication ami request back up pharmacy bring it
immediately. “

All reﬁigerators cabinets, treatment carts and medication carts are s to be kept
locked at all times unless the staff are removmg or replacing items on the carts or
in the cabinets and refrigerators.

- All secure care bracelets wete checked for proper functtonmg on 11-4-2010 on

the 3-11 shift, none were found to be faulty in performance. All secure care

~ bracelets will be placed on the TARS and chiecked every week on, Wednesday by
the staff to ensure they are working properly.




PEPARTMENT OF HEALTH AND HUMAN SERVICES
DICAID SERVICES

PRINTED: 11/22/2010
FORM APPROVED

OMB NO. 0838-0391

. §8=F .
- Doots protecting corridor openings In ether than
raquiired enclosures of vertical opsnings, exits, or
hazardous areas are substantial-doors, such as
those constructed of 134 inch solld-bonded core
wood, or capable of resisting fire for at least 20
minutes. Doors in sprinklerad bulldings are only
raduired fo rasist the passage of samoke. There is
it0 impediment to the closing of the doors, Doors
- | are providet with a means sultable for keeping
| the door ¢losed. Dutch doors mesting 19.3.6.3.6
are parmitted,  19.3.0.3

Roller latchas ara prohibiled By cMs regufallons'-
In all health care facllities.

This STANDARD s not met as evidanced by:

Based on ohservation and interview it was

"} determined the faciiity failed to malntain corridor
doors that were capable of resisting the passage -

of smoke. The doors found deficient were -

located In all six (6) sinoke compartments.
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K 000 | INFTIAL COMMENTS Kogo|
Allife Satéty Gode survey was Initiated and
“concluded on Novamber 2, 20H¢. The facliity was;-
found not 10 mast the minimal requirements with
42 Gode of the Fedaral Regulations, Part' 483.70.
~ | The highest Scope-and Severity deﬂolency
’ kiemified was an "F", . .

to meet code.

2. M reéidents have the
potential to be affected by
this def1c1ent practwe. :

3. Maintenance will perform
weekly checks and log each
task. Maintenance is also
pricing out all new fire doors
for the facility to be purchased.

(=™

4. Quality Assurance Department
will monitor weekly for compliahce
during walk through.
B, 1315 - 12-1-10

Em EIVE i
g6 = 1 200 | ]

rgtatiek () denotes a defiolency which the Insﬂtuﬂon mayba musad from cuneating providing itis detannmed fhuat
lacion 1o the patients, (See instructions) Except for imsing homes, the findings slated above are disdlogable 50 days

following the date of survey whether or not &.plan of somactian Is grovided. For nutsing homes, the above ﬂn.dlngs anti plans of cotrection are disciosable 14
days following the data these documents are made available to the fachity, II deficiencias an cited; an appraved plan of corraction Is requistie to Qonllnuad

prograrm participation,
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Double doors in Zone 1, two (2) sets of doubls '
doors In Zone 2; and, one (1) set of double doors
in Zone 3, all In the same locations on the first
and second tloors. This deficlent practice has the
potential to affect staff and all ninety-sight (68)
ragidents. The faclity has the capagcity for
ninety-nina (99) beds and at the lime of the
survey the census was ninety- eight {08).

The findings include:

Obsarvation on 11/02/10 at 11:00 AM revealed
upon tesling and inspaction of eight (8} fire doors
all eight {8) doors fsiled to close all the way to
resigt the passage of smoke ag-required. This
was confirmed by the Malntenance Director.

Interview with the Maintenance Diractor on
11/02/10 at 11:00 AM, revealed he was geting
prices for new doors and he couldn't do much
mare with the old cnes.

Actual NFPA Standard: NFPA 101, 19.3.6.3.1
Daors protecting conidor openings in other than
-required enclosures of vertical openings, exits, or
hazardous areas shall he substantial doors, such
as those constructed of 1-3/4 In, (4.4-cm) thick,
solid-bonded core wood or of canstruction that
resists tire for not less than 20 minuies and shall
be construcled to resist ihe passage of smoke.
Excepllon No. 2: in smoke compartments
protected throughout by an approved, supervised
autematic sprinkler system in accordance with
~ 119.,3.5.2, the door construction requirements of
§19.3.6.3.1 shall not be mandatory, but the doors
shall be constructed to resist the passage of
smoko, o ' ©
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD K025 -
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’;gfg Continued From page 2 KO025))  Scheduled Total Comfort to
: - | Smoke barriers are consiructed to provide at come-in to perform maintenance.
mm:#;h::{hhgg fg-,emrgﬁf g'"cf;,f lri:gyin ) 2 A1l residents have the poten t1a1
terminate at an atrium wall. Windows are- to be affected by deficient
protected by fire-rated glazing or by wired glass practice.
panels and steel frames. Aminimum of two '
separate compariments are provided ont each 3. Total Comfort came in the
floor. Dampers are not requirad in duot day before Thanksgiving and
penetrations of smoke barsiers In fully ducted performed maintenance on the
heating, ventllating, and alr conditioning systems. : '
19.8.7.3, 10375, 19063, 19.1.6.4 smoke dampers.
4. Maintenance is to contact
A company to perform service
every 4 years.per code.
‘| This STANDARD i not met sis evidenced by: 7 -
Based on Interview and record review it was 5. 11-24-10
determined the fecllily failed to provide the
required testing and maintenance racords on the
tire/fsmoke dampers.
Tha ﬁndlngs Include:
Record review on 11/02/10 at 2:30 PM with the
Maintenance Director, revealed the facility had ro |
wiitten documentation for review of the fite/smoke| -
dampers balng tested and maintained.
Interview with the Maintenance Director on .
11/62A10 at 2:30 PM, indicated hs was nol aware
of this requirement.
Relerence; NFPA BDA(99), Sec. 3-4.7
Requires that fire and smoke dampeats undergo
maintenance at least every (4) years to include:
Operation of the dampers to ensure that they fully
close,
Remaoval of fusible links (where appllca.ble}
FORM CMS-2567(02-90) Prévious Versiona Obisolete Event ID:gHH221 Fachlty ID: 100024
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A check of latches, # provided. _
- Lubrication of all moving parts as neceseary. . :
K027 | NFPA 101 LIFE SAFETY CODE STANDARD . Ko27{1. Maintenance installed two

88-F Sargent Tock kits on doors.

) Door openmgs In smoke barrfers have at! least a . ) : ,
20-minute fire protection rating or.are at least - | = L

/" | ¥%-inch thick solid bonded wood core. Non-rated e o a??glg:gtﬁyhixfstggfﬁ’gfgg al
protective plates that do not excasd 48 inches ractice f
from the bottom of the door are permilted. P :
Hoslzontal sliding doors comply with 7.2.1.14. . . _
Doors are seli-closing or automatic closing in 3. Ma i ntenance installed lock
accordance with 19.2.2.2.6. Swinging doots are kits making all doors in the
not required to swing with egress and positive attic up to code. .
latching s not requlred 19.3.7.5, 19.3.7.6, _ _ :
19.3.77 - _ . Maintenance will check attic.
- onthly to ensure doors are
. . closing properly.

This STANDARD is not met a8 evidenced by: . 11-3~10

Based on observation and interview I was
determined the facility falled to ensure acoess
 doors in smoke barriers were, according to NFPA
Code. ' o

The findings include:

Obsarvation with the Malntenance Director on
11/02/10 at 10:30 AM, revealed two (2) smoke
barrler access doora located in the altic were not
" | designed ta close and latch properly. This has
the potential to affect all residents and staff, The
bed capaceily is ninety- nine (38) with the densus
of ninety-eight (88) regidents on the day of the

{ survey.

Interview with the Maihtenance Diractor on
11/02/10 at 10:30 AN, Indlcated he was unaware .
that the ddors must be designad for this use.
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K027 | Continued From paga 4 K 027
: Reference: NFPA 101 {2000 Edition)
193.7.3
. Any required smoke barrler shali be consiructed
in accordance with Section 8.3 and shall have a
fire resistance rating of not less than 1/2 hour.
Continulty 8.3.2 ' '
Smoke barriers roquired by this Coda shall be
continuous from an outside wall to an cutside
wall, from a floor to & floor, or from a smioke
barrier to a smoke barrier or a combination
thereof. Such barrlers shall be continuous through
all concealsd spaces, such as those found above
& celling, inoluding interstiiial spaces. . : : s
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD KO38|1. Removed the "not an exit".
88=D{ _ sign immediately.
Exit-access is arranged o that exits are readly : .
accessible at all times in accordance with sactien 2. A1l residents have the .
71, 19.21 potential to be affected by
this deficient. practice.
3. "Not an Exit" sign put into
|place last year during life
safety code survey per instruction
~bf surveyor.due to unavm dability
R ) 0f ramp. This year's survey
This STANDARD is not met as evidenced by: kesulted in an Exit sign being
Based on obsetvation and Interview twas - placed at door on the day of
determined the fagility failed to ensure that exits e Lurve
ware prapetly marked according taNFPA Y .
stendards - e
. Quality Assurance andisafety
The ﬂnd[ms include: . committee chair will monitor
_ o nonthly for signage compliance.
Observation on 11/02/10 at 8:40 AM, revealed the § :
facliity had delayed egress locks on a door b. 11-2-10
- leading from the dining hall to the outside, but- '
there were no markings on Iha door indicating
FORM OMB-2667(02-99) Pravlous Varsions Obsclot Evori ID:6HH221
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| Coritinued From page §

-] by the Director of Maintenance during the

| at atl times.

| Reference: NFPA 101 (2000 edition)
| 7:2.1.6.1 Deiayed«Egraas Locks.

'| in accordance with Section 9.7 or upen the
actualion of any heat detector or activation of not

_| within 15 seconds upon application of a force to
11he releass device required in 7.2.1.6.4 that ghall

'| shall activate an audible signal in the vicinity of

such. Further ohservation revealed a sign on the
door stating, *Not an Exit®. This was confirmed

observations. ExHs are 1o be reedlly accessible.

Intarview oh 11/02/10 at 8:40 AN, with the
Diractor of Maintenance, revealed they were
trying to deter everyone from using that panicmlar
door.

Approved, listed, delayed-egress locks ahall bs
parmitted to be Instailed on doors serving low and
ordinary hazard contents in bulidings proteeted
thraughout by an approved, supervised automatic
fire detedtion system In accordance with Section
9.6; or.an.approved, supervised aulomalic
sprinkler system In acoordance with Section 9.7,
and where permitted in Chapters 12 through 42,
provided that the foliowing ofiterla are met,

(a) The doors shall unlock upon actuation of an
approved, supervised automatic sprinkler system

moate than two smoke detectors of an approved,
supenvised automatic tire detection sysiem in
accordance with Section 9.6. )
{b} The doors shall uniock upon loss of power
controlling the lock or locking mechanism.

[c) Anirreversible process shall release the lock

not be required to exceed 15 1bf (67 N) nor be
reqyired to be continuously applied fof more than
3 seconds, The inftiation of the releasae process

K038
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K 038 | Confinued From page 6 K 038 '
‘ the door. Once the door lock has been released
by the application of farce to the releasing device,
relacking shall be by manugl means only. -
Exception: Where approved by the authority
having jurisdiction, a delay not excaeding 30
seconds shall be permitted.
(d) * On the door adjacent to the release device,
there shall be a readily visible, durable sign in
letters not.less than 1 in. (2.5 cm) high and nat
less than 1/8 in. {0.3 cm) in stroke width on &
conirasting background that reads as follows:
PUSH UNTIL ALARM SOUNDS :
_ DOOR CAN BE OPENED iN 16 SECONDS ot S ' _
K 040 | NFPA 101 LIFE SAFETY CODE STANDARD Ko40|1l. A1l wooden gates removed
immediately.

Exil acosss doors and exit doors used.by haalth
care ocoupants are of the swinging typa and are
at least 32 Inches in clear width.  19.2.3.5

This STANDARD Is not mef as evidenced by:
Based oh observation and interview it was :
determined the facility failed to meet the minimum
clear width for doors from the resident sleeping

| rooms.

The findings Include:

" | Observations during the Life Safety Code

inspection an 11/02M10 at 10:30 AM revealed that
wooden gates had heen installed on the door
framas of the resident rooms. Further
observation revealed the gates, when fully
operied, extended out into thé corridor forty-two
(42} inches., The gales would be congidered an
-obatruction in the event the residences would
have to svacuate of ratocate In the event of fire or

2. Séven residents were found
to be affected by this deficient
practice.

3. No gates will be allowed in
facility. A letter was sent
to families of residents
explaining why we could not
allow the gates.: Velcro

stop signs will be used to
deter wandering residents.

4. Matntenance department has
been inserviced on not putting
gates in facility

6. S 11-3-10
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K 0440 | Continued Fro'm page 7 - K040

 disaster. Interview with the Maintenance Director,
at this time, confirmed.the findings.

Interview with the Maintenance Director on
11/02/10 at 10:30 AM, revesled the gates were
put up {o deter other residents from wandering
into the wrong rooms. He further stated he was
not aware the gates could not be usad.

NFPA 101 2000 Editlon

19.2.3.6 The minimum clear width for doors in the
meang of

Egross from hospﬂais nursing homes; limited
care facilities;

Psychiatric hospltal sieeping rooms; and
diagnostic and treatment

Areas, such as x-ray, surgery, or physlcal
therapy, shallbe .

Not less than 32 in. (81 cm) wide.

Exception No. 1: Existing 34-in. (88-om) doors
Exception No. 2 Existing 28-in, (71-em) corridor
doors’in facilities

Where the fire plans do not requlre evacuation by
bed, gumey, or wheaichalr,

19,2.3.3* Any required alale corridor, or ramp

shall be not

Less than 4 ft (1.2 m) in clear width where serving

| as means of -
‘Egress from patlent sleaping rooms. The atsla,

"corridor, or ‘

| Ramp shall be arranged to avoid any cbsiructions

to the convenlent ,

removal of nonambulatory persons canied on

stretohers _

oF on mailresses serving as stretchers. .

K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050

SB=D
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K 050 | Continued From page 8 ) K 050 |
Fire drills are held at unexpected times under
varying conditions, at least quarterly on each shift.| - : - . :
| The staff is familiar with procedures and is aware | éé cﬁ";‘g‘;g%egnamzag;bgt‘:’ }(]] 10
g‘lat drills aré part of established routine. ' ’
espongibility for planning and conducting drills is o . -
asslgned %nﬁ;to ;mpe,g,, pmg,,s who%re. 2. A1l residents have the po ténti al
qualified 1o exerclae leadership. Where drills are to. be affected by this deficient
conducted batweaen 9 PM and 6 AM a coded practice. _
announcement may be used instead of audible ’
alams,  19.7.1.2 3. An inservice of maintenance
department was conducted to
iadc!ress the importance of
: ' : ; having fire drills seperate
‘This STANDARD Is not met as evidenced by: : .
.| Based on interview and record review it was on all three shifts per code.
"| datermined the facility failed to ensire fire drills , . ..
were conducted quarterly on each shift. 4. Fire drills will now be
- . : on all three shifts; none will
The findings include: be overlaped as before. QA wil
, monitor monthly to énsure
Record review on 11/02/10 with the Maintenance compiiance.
Director at 3:00 PM, revealed the fire drills wete
not being conducted on each shift quarterly, as 5. j11-10-10-
| required. The deficient practice has the potential
to affect all smoke compartments, staff and all
residants. The facillty has the capaclly for
ninaty-nine {89) beds with a cansus of
ninety-alght (98) residents on the day of the
susvey. ‘
During the intarview with the Maintenance
Director on 11/02/10 at 3:00 PM, he indicated he
| was not aware of the wording in this code.
Reference: NFPA Standard NFPA 101 19.7.1.2.
Fire drills shall be conducted at least quattetly on
oach shift and at unexpected timsas under varied
*  {conditlons on all shifis. ‘
K 061 | NFPA 101 LIFE SAFETY CODE STANDARD K 081
FOHM cu&w(oz-{e‘) Previous Varslans Obaclets Event 1B 8HH221 Facifity 1D 100024 If continuation ahset Page bolid
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Requlred automatic sprinkler systems have . : .
| valvas supsrvised so-that at least a local alarm i1.Maintenance director spoke
will sound whan the valves are closed. NFPA with contracted fire/sprinkler
72,9721 inspector regarding our system,
We are in fact, covered under.
a system that alarms wher the
[water flow is decreased.
|Maintenance Director has contagted
This STANDARD Is not met as evidenced by: ‘American Fire and Security to
Basad on obsarvation and Interview, it was inquire about a solution to
detarmined the facility falled to maintaln the the Supervisory Signal issue. -
sprinkler-systam, acoording to NFPA standards. :
Thlsdeiblannyhasmepotenﬂaltoaﬁectall 2. ATl resident ihave the potential
regidents and staff. ito” be affected by this deficieft’-
: ‘practice.
The findings include: . 3
' : -3. We are working with Bobby
valvewaantelsctwnloaliysuparvised The post [Security to have am indicator
{ indicator valve must be elestronloally supsnvised rvalve 1ns1;a_11ed-. ; Is_sue anticigated
wpm:a,}tmgﬂmmdm;um\mmm bﬂnugldo to be ~reso'l.ved wathin 45 days.
mistakenly and shutllng e o
supply of weter to the sprinkler system. . Maintenance Supervisor will
. : . monitor board 3- times weekly
Interview on 10/02/10 et 2:30 PM with the to ensure there are no probTemy.
of the past indicator valve not mesting the code. be -monri’r;er'ed 'by 51’mp1ex/Gr1’nne1 1.
Reference: NEPA 101 (2000 Edition) e ' Niz-1-to
Where supervised automalio sprinkier systems ~ |
are requirad by another saction of this code,
suparvisory attachments shafl be instelled and
monitored for integrity in accerdanca with NFPA
72, Ndtional Fire Alasm Code, and a distinctive
supervisory signal shall be provided to indicate &
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Required automatic sprinkler systems have _ : .
| valves supervised so-that at least alocal alarm 1.Maintenance director spoke
‘will sound when the valves are closed. NFPA with contracted fire/sprinkler
72,9.7.21 inspector regarding our system.
We are in fact, covered under.
a system that alarms when the
water flow is decreased.
| This STANDARD is hot met as evidenced by: 2. A1l residents have the
Based on chaervation and interview, it was potenti al to be-affected by
determined the facility failed to maintain the deficient practice.
sprinkier system, according to NFPA standzards. '
This deficlenoy has the potential to affec! ali 3. Maintenance director place
residents and staff. a Harden ste2l lock outside on
the main water flow valve. He
The findings include: S confirmed, also, that we do havg
Observation on 11/02/10 at 2:30 PM with the a water .flow switch that alarms
| Maiintenance Director, revealed the post Indicator when water flow decreases or is
valve was not etecironically supervised. The post jinterrupted. Our system also
indicator valve must b electronically supervised calls the fire department
to pravent the post indicator valve from belng automatically.
mistakenly tumed off and shutiing off the outside o
supply of water to the sprinkler systom. -B. The:system.monitors itself.
Interview on 10/02/10 at 2:30 PM with the 5 . ' 11-18-10
Maintenance Director, revealed he was unaware
of the post indicator vaive not mesting the cods.
Feference: NFPA 101 (2000 Edition)
Supervisory Signals 6.7.2.1
Where supervised automatic sprinkler systems
are required by anolher segtion of this cade,
supervisory attachments shafl be installed and
monitored for integrity in accordance with NFPA
72, National Fire Alarm Code, and a distinctive
supervisory signal shall be provided 1o mdlcate a _
FORM CMS assr(oe—oo) Frovious Vereions Oowoiate Event ID:BHH221 'If continuation shaet Page 10of 14
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- K061

- Kos2
88D

| condition that would Impair the setisfactory

This STANDARD is not met as evidenced by:
‘Baged on observation and Interview, it was

The findings include:
that a sprinkler head located in the basement

i the Malntenance Director.

Continued From page 10

operation of the sprinidar system. Monitoring shall
include, but shall not be limited ke, monitoring of
control valves, fire pump power supplles and
running conditions; water tank levals and
temperatures, tank pressure, and air presswe on
dry-pipe valves. Supervisory signals shail sound
and shall be displayed eithsr at a location within
the protected bullding that is constantly attended
by qualified personnel or at an approved,
remotely located receiving facility.

NFPA-101 LIFE SAFETY CODE STANDARD

Required automatic sprinkler systems are
continupusly maintained in reliable operating
condition and are Inspected and tested
petiodically. - 19.7.6, 4.6.12, NFPA 13, NFPA 25,
875 , .

determined the facllity failed to ensure spriniler
heads were maintained, according to NFPA
standards.

Obgarvation on 11/02/10 at 11:30 AM revealed

Meadical Hecords Room was located to close to
the wall. The obsorvations were conflrmed with

Interview on 11/02/10 at 11:30 AM, with the
Maintenance Director, revealed hs had no
knowledge of this-requirement.

K061

K062 1. Kitchen sprinkler head was
correctly mounted immediately.
Record Room head was moved to
meet’ ¢ode.

2. A1l residents have the
potential to be affected by
def'lment practice.

3.. Contracted f':re/sprink]er _
inspector will monitor quarterly
for-compliance of all sprinkier
head clearance.

4. Maintenance department
inserviced on sprinkier head
code:i.Quality Assurance departgent
i1 monitor on weekly walk
through's for compliance.

5, : 12-1-10

FORM CMS-2867(02-08) Prwlous Varsione Dbsolsls Evant |0: BHHZ21

Fagility ID: 180024 1§ continuation sheet Page 11 of 14




S ' ‘ ' ' B : PRINTED; 11/22/2010
* DEPARTMENT OF HEALTH AND HUMAN SERVICES _ . . FORM APPROVED

‘ MEDICARE. & MEDICAID SERVICES : ) OMB NO. 0938-0391
sEERrimomcEs | peomemmoy  [ewemsosmoray, T g
) . R A. BUILOING Y - MAIN BUILDING o1 _ -
1852683 lswiva ' - 11/02/2010
NAME OF PROVIDER CGR SUPPLIER . : ] STREET ADDRESS, CITY, STATE, 2IP CODE :
2000 SOUTH MAIN STREET

BOURBON HEIGHTS NURSING HOME PARIS, KY 40361

payin | SUMMARY STATEMENT OF DEFICIENCIES D " PHOVIDER'S PLANOF CORRECTION

0z -
PREFIX - (EACH DEFICIENOY MUST BE PRECEDED BY FULL - PREFIX .{EACH CORREGTIVE ACTION SHOULDBE | GOMPLETXON
TAG - HE&ULATOHY OR 180 IDENTIFYING NFDﬂMAT!ONJ TAG - CROSS-HEFERENCED TO THE APPROPR]ATE DATE
. DEF!CiENC'Y) .
K 062 | Continued. From page 11 Ko62(

Chservation on 11/02/10 al 11:45 AM revealed a

sprinkler head located in the Kitchen arsa hallway

near the exit was not mounted correctly; the

deflector was flush with the ceiling tile not_
allowing the head to funclion propery.

Interview on 11/02/10 at 11:45 AM with the
Malntenance Director revealed he had not noticed
| the head.

Reference:

NFPA 13 (1899 edificn)

'} 5-6.3.3 Minimum Distance from Walls. Sprinklers

shail'be located a minimum of 4in. {102 mm)

from awall.

NFPA 26 (1008 edition)

2-2.1.1* Sprinklers-shell be Inspected from the

floor leve!

annually. Sprinklers shall be free of eorroston,

foreign materials,

paint, and physial damage and shall ba insstalled

in the .

proper orlentation (e.g., upright, pendant, or

sidewall). Any ’

sprinkier Bhall be replaoed that Is painted,

corroded, damaged,

1loaded, or in thejmproper orlentation. .

Exception No. 1:* Sprinkiers Installed in

| concsated spaces such as

above suspended cellings shall not requlre

Inspection.

Exception No. 2; Sprmklers instellsd in areas that

| are inaccessible X .

for safety conslderations due to process

operations shall be inspected duririg each

scheduled shutdown,

- K072 NFPA 101 LIFE SAFETY CODE STANDARD KQ72
S8=F '
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- Means of egress are continuously maintained free|.
of ell obstructions or impediments to full instant
use in the case of fire or other emergency. No _ o :
furnishings, decorations, or other objects obstruct 1. Carts were immediately
oxits, access to, egress from, or vislbliity of exits. _ removed from hallway.

7110

2. A1l resident have the
potential to be affected by
i this deficient practice.
This STANDARD is not mel as evidenced by:-

Based on abservation and interview it was 3. Nursing Staff was inserviced
determined the faollity falled to ensure that the day of survey regarding
corridore were maintained free from cbstructions . |the importance of not leaving

to the full instant use in the case of fire or other carts or any object in the hall
emergencies. Exits must be maintained to - Mays of the'fac1]1ty Ongoing

ensure their use i an emergency. The deficlency

has the potential to affect al staffandrasldants inservicing: has -been done each

week to ensure ALL staff is

aware.
The findings {ncluda. . : M. Quality Assurance Department
" { Observation-on 11/02/10 at 9:12 AM, revealed - Wwill monitor daily for compliange
four (4) clean linen cants hot in use and storedin. | - and the safety committee chair
the corridor in front of rooms 122, 124, 214, 248. will monitor weekly, as well,
Additional ohaervations revaaled three (3) soiled . :
linen carts not in use, parked in front of- rooms 5. . 111-2-10

140, 246 and 234, The observation was .
+ confirmed with the Maintenance Director,

An interview, on 11/02/2010 at 9:12 AM, with the
‘Maintenance Diractor, revealed the carts were
routinely left in the halls due to lack of storage
space.

Reference: NFPA 101 {2000 edltlon)

7.1.10 Means of Egress Rellability.

7.1.10.1* Means of agress shali be continuously
maintained
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free of all abslructions or Impediments to full
instant uss in
the case of fire or other émergency
\
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