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The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in.
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facility failed to
provide respect and dignity during the noon meal
service for one (1) of the twenty-nine (29)
sampled residents (Resident #29). Resident #29
was observed being fed by a staff that was
standing during the noon meal in the Reflections
Unit Dining/Activity Room.

The findings include:

Record review of the facility's policy on Dining
Standards states: "Staff sits down next to resident

Observations of resident #29 were
conducted during meal service on
2/14/11 by the DNS to ensure staff was
seated.

Observations were conducted of mea]
service on February 14, 2011 by DN
with no other residents identified as
having been affected by the deficient
practice.

A facility wide in-service was conducted,
by the Staff Development Coordinator
(SDC), on 2/3/11, for all employees,
with emphasis on Quality of Life, Dignity,
and Quality of Care.

All direct care staff who participate in
meal service, received in-service training
by the SDC on 2/3-2/8/11. In-service
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PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons In
accordance with each resident's written plan of
care,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review it was determined the facility failed to
ensure services were provided in accordance to
the comprehensive care plan for one (1) of
twenty-nine (29) sampled residents. Resident
#22 was care planned for the use of a Hoyer lift

agency personnel in the future, this
education will be included in agency
orientation.

The facility will offer a facility wide
mandatory training on a yearly basis,
and as needed, with emphasis on
Quality of Life, Dignity, and Quality of
Care to ensure the residents maintain
the highest practicable, functional,
emotional, and psychosocial well bein

A Dining Service Monitoring schedule
has been implemented utilizing the
Interdisciplinary Team (IDT) to overse
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while feeding and/or assisting with feeding." This Plan of Correction is the center's credible
‘allegation of compliance.
Resident #29 was observed during the noon meal . ‘ ‘ ,
on 01/25/11 at 12:40pm being fed by certified ‘Zﬁf‘fﬁfcﬁ'ﬁq ;';;l”;r;;;igggg 3{ Z;’ie’:’,‘;’;;?’:;fzzm""
nursing assistant (CNA) #1, _Durmg' this time, \ provider of the truth of the facts alleged or conclusions
C}NA #1 vyas observed stapd ing during the entire set forth in the statement of deficiencies. The plan of
time Resident #29 was being fed. ' correction is prepared and/or executed solely becaise
it is required by the provisions of federal and state law.
In an interview with CNA#1 on 01/27/11 at
2:30pm revealed she was aware she should have Dignity.
been sitting while feeding a resident. CNA #1
stated she recelved training on proper feeding A competency was completed for all
techniques and knew that standing over a direct care staff who participate in meal
resident while feeding was inappropriate, further service. to validate staff are seated while
stating, "l was just trying to help." feeding’.
Interview with the Administrator, during the All new hires will receive training durin 31
Quality Assurance interview on 01/27/11 at ientati lated to resident Qg lit %
3:00pm, revealed staff should sit while feeding E_r;ean lon re ag 0 I"a : ? c uality ¢
residents in the dining room and this was an ife, Dignity, and Quality of Care.
ohgoing problem which had to be addressed -
periodically in meetings. The facility does not _gmploy agency
F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED F282| personnel. If the facility should emplo
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transfer and two staff provided a two (2) person
manual transfer,

The findings include:

Record review of the facility policy of Transfers
and Ambulation revised on 10/31/08 revealed the
resident is initially assessed and then with
on-going assessments and the Interdisciplinary
team addresses the resident's needs for
assistance with mobility and transfer. The
facility's policy revealed the interdisciplinary team
determines the appropriate assistance required
with bed mobility, repositioning, and transfers
based on the resident's individual needs.

Record review of the facility procedure of the
Mechanical Lift revised on 10/31/10 revealed the
rationale for a mechanical lift is to allow two (2)
staff members to transfer a patient safely.

Closed record review on 01/25/11 revealed
Resident #22 was admitted on 05/24/08 with
diagnoses of Arthritis, Alzheimer's Disease,
Dementia, Renal Insufficiency, Leukocytosis,
Hypertension and Hypothyroidism. Resident
#22's significant change Minimal Data Set (MDS)
dated 10/05/09 revealed the resident was
assessed for the use of a mechanical lift during
transfers, Review of the comprehensive care
plan dated 03/21/10 revealed Resident #22 was
care planned for the use of a Hoyer lift and the
assistance of two (2) staff when transferred.

Record review on 01/27/11 of CNA#8's personnel
file revealed the CNA was trained in the Hoyer lift

and identified CNA #6 was aware of Resident #22
being care planned for a two person transfer and

was aware of the Saf-lift icon placed on the
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This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusipns
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely becaise
it is required by the provisions of federal and state law.

feeding residents.

Observations of the IDT members will be
reported daily (Monday through Friday)
during morning Stand-Up meeting, and
tracked and trended monthly during

Performance Improvement Committee
(PIC) meeting for the next three months
and thereafter as needed.

31111

F 282

Certified Nursing Assistants #6 & # 7
were terminated as employees of
Bashford East.

A facility wide audit was performed by
the Unit Managers to ensure all Care
plans corresponded with the Nursing
Assistant Assignment sheets. The MDS
Coordinator performed a facility wide
audit to ensure all Nursing Assistant
Assighment sheets corresponded with
the Saf-Lift icons on the doorways of the
resident rooms.

The Director of Nursing, Assistant
Director of Nursing and Staff

Development Coordinator-began
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview and record
review it was determined the facllity failed to
provide the necessary care and services for one
(1) of the twenty-nine (29) sampled residents

The facility does not employ agency
personnel. If the facility should emplo
agency personnel in the future, this
education will be included in agency
orientation.

The Unit Managers/desighee continued
for 30 days performing random audits o
2 residents per shift per day to ensure
the Nursing assistant assignment sheg
was being followed, and the correct
transfer technique was being used to
transfer the resident. The Performancs
Improvement Committee met on 8/2/1
and discussed the facility action plans

[ 172
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resident's door, Record review of the ) o , )
investigation completed by the facility on 08/06/10 TZ’S Plan of Correction is the center's credible
revealed CNA #6 and CNA #7 made a manual allegation of compliance.
two person transfer from the bed to the shower Preparation and/or execution of this plan of correction
chair on 07/30/10. does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusipns
Interview with CNA #7 on 01/27/11 at 10:30am set forth in the statement of deficiencies. The plan of
revealed he/she did assist CNA #6 with the correction is prepared and/or executed solely becaise
transfer of Resident #22, although the CNA it is required by the provisions of federal and state lnw.
reported he/she did not remember the details or . : :
much about Resident #22 since he/she had not transfer, Nursing ASS'StaC.t Assignment
been employed by the facility since last year. The sheets, Care plans_,, Saf- 'f? program,
CNA did report Resident #22 was not assigned to and transfer techniques (with the
him/her, but did assist another staff member with assistance of the therapy department for
care, The CNA did report CNA #6 was the person transfer techniques).
he/she was assisting. CNA#7 reported he/she 3/1/11
had been fired by the facility for not following a All direct care employees continued to
protocol, and stated the facility did not identify the be in serviced prior to assuming care of
specific protocol that was not followed. CNA #7 residents in the facility. No nursing
reported the facility did not reveal any condition department direct care employee was
status or injury status of Resident #22. allowed to work until he/she had been fin
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F309| serviced.
s$8=D | HIGHEST WELL BEING :
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(Resident #12) as evidenced by the facllity failure
to follow the written medication orders of the
physician. The facllity failed to document pre and
post breath sounds, pre and post heart rate and
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This Plan of Correction is the center’s credible
allegation of compliance.

Preparation and/or execution of this plan of correction

order(s)".

1:56pm revealed:;

DOSE.

3PM and 9PM.

4. POSTTX:

1) CLEAR
2) RHONCHI

pre and post respiratory rate in reference to
Resident #12's nebulizer medication order,

The findings include:

The facility policy on Physician Orders revealed
the nurse is responsible for the implementation of
medication orders.

The facility policy on Medication Administration
reveals the nurse is to "Read the medication
order.... ", and in the section Administering the
Medication, number 12, "Re-read the medication

Review of the physician orders on 01/25/11 at

1. ALBUTEROL UNIT DOSE Nebulizer WITH
ATOVENT (IPRATROPIUM BROMIDE) UNIT

2. Nebuiizer Inhaler THREE Times daily at 9AM,

3. DOCUMENT WITH EACH TX:
PRE AND POST BREATH SOUNDS
PRE AND POST HEART RATE
PRE AND POST RESP RATE
PATIENT ENCOURAGED TO DEEP
BREATH AND COUGH

DOCUMENT AS FOLLOWS:

does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.

Findings from the Review of Process
Measures-Proper Transfer of Residen
per Saf-Lift Program and Nursing
Assistant Assignment Sheets were
reported to Director of Nursing Services.
The findings were additionally tracked
and trended through the Performance
Improvement Committee monthly for (B)
months until it was determined
compliance had been sustained. The
Performance Improvement Committee
will continue to address any concerns,
as needed, for further plan of actions {
prevent the deficient practice from
reoccurring.

3/1/11

[

F 309

The DNS conducted an audit of
Resident #12's Medication
Administration Record on 2/14/11. 1t
was noted 100% compliance with
documentation of “Pre HR, Pre Resp,
Post HR, and Post Resp”. Additionally,
100% compliance with “Pre Code, Post
Code” of “1) Clear 2) Rhonchi 3) Rales
4) Wheezes” with each nebulizer
administration time.
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Review on 01/27/11 at 3:05pm of the MDS, dated
01/22/11, revealed Resident #12 was
interviewable.

Interview with CMT/CNA#5 on 01/27/11 at
10:45am revealed physician's orders on the MAR
should be followed, CMT/CNA#5 also revealsed

staff will be in serviced by 2/28/11.

The facility does not employ agency
personnel. If the facility should employ
agency personnel in the future, this
education will be included in agency

aiation
TCTTILWAUIJTT,
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3) RALES ) - .
This Plan of Correction is the center's credible
4) WHEEZES allegation of compliance.
Review of the Medication Administration Record Preparation and/or execution of this plan of correction
(MAR) on 01/25/11 at 2:00pm for dates 01/01/11 does Zof C;nzﬁfute ;vd?i;si;n or agreement by tflle
i provider of the truth of the facts alleged or conclusigns
.tO d(')'“:tzs/t?'l‘l re\éealed nOf ?Ios\;m;ented evidence to set forth in the statement of deficiencies. The plan of
Indicate the order was joliowed, correction is prepared and/or executed solely becaujse
. . L it is required by the provisions of federal and state lgw.
Review of the MAR kept in the clinical record of
Resident #12 on 01/25/11 at 2:05pm revealed for of nebulizer and inhaler treatments to
September, October, and November 2010, there ensure documentation was current on
was no documentation entered to indicate the e o .
order was followed. the Medication Administration Record. a1
Observation of Resident #12 on 01/26/11 at Immediate in-servicing began on all
1:26pm to 1:45pm revealed Resident #12 licensed nurses on January 25, 2011.
completed a nebulizer treatment; however, no The RCS system was updated so that gll
staff were observed checking the status of the Medication Administration Records
resident following the treatment. reflect Kindred policy on proper
assessment pre and post
Interview with Resident #12 on 01/26/11 at nebulizer/inhaler treatment. Inhaler
1:25pm revealed when his/her neb treatment is treatments require documentation of
completed, the staff does "nothing". It was further “Pre Heart Rate, Pre Respiratory Rate
revealed the resident does not recall a time when Post Heart Rate, and Post Respiratory
stethoscope or took the resident's pulse before or documentation of “Pre and Post Breatt
after a nebulizer treatment. Sounds”. These codes include: (1) Clear
. ) 2) Rhonchi (3) Rales (4) Wheezes.
Review of the Care Plan on 01/27/11at 3:00pm ( 1eez
for Resident #12 stated "MINI NEBS AS Adequate space and clear direction of
ORDERED." vyhat documentat!on is required is now,
listed on the Medication Administration
Record effective 2/1/2011. All licensed
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that, to her knowledge, a nurse has not gone
back in the room of Resident #12 to listen to
his/her chest following nebulizer treatments.

Interview with Licensed Practical Nurse (LPN) #3
on 01/27/11 at 10:15am revealed she follows the
orders as written, then stated she does not check
breathe sounds after each treatment on Resident
#12.

Interview with Registered Nurse (RN) #1 on
01/27/11 at 10:40am revealed she became aware
of the "med variance" of Resident #12 during the
survey. It was revealed the medication sheets
are reviewed daily by nurses to check "to ses if
there are holes" in the record "so they can correct
it." RN #1 also revealed that staff are responsible
for the passing of the medications and received
in-service with a competency once a year.

483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an :
Infection Control Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facllity;

(2) Decides what procedures, such as isolation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

F 309

F 441

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction

does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusions

set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because

it is required by the provisions of federal and state lgw.

The DNS/ADNS/Unit
Managers/designee will continue
performing random audits on (5)
residents per week to ensure the policy
is being followed, and to validate the
correct assessment and documentatiof
of the resident is represented on the
Medication Administration Record. This
will include not only verification of the
documentation, but also speaking with
interviewable residents to validate the
nurses are performing physical
assessments using stethoscope and
heart rate monitoring tools.

Findings from the Review of Process
Measures will be reported to Director of
Nursing Services. The findings will
additionally be tracked and trended
through the Performance Improvement
Committee monthly until it is determinegd
compliance had been sustained. The
Performance Improvement Committee
will continue to address any repeated
concerns for further plan of actions to
prevent the deficient practice from
reoccurring.

3/1/11
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(1) When the Infection Control Program
determines that a resident needs isolation to This Plan of Correction is the center's credible
prevent the spread of infection, the facility must allegation of compliance.
isolate the resident. Preparation and/or execution of this plan of correction
(2) The facility must prohibit em ployees with a does not constitute admission or agreement by the
communicable disease or infected skin lesions provider of the truth of the facts alleged or conclusipns
from direct contact with residents or their food, if set forth in the statement of deficiencies. The plan of
direct contact will transmit the disease, correction is prepared and/or executed solely because
(3) The facility must require staff to wash their it is required by the provisions of federal and state law.
hands after each direct resident contact for which
hand washing is indicated by accepted F 441
professional practice. . Bom
A Teachable Moment was held with 3/1/2(
(c) Linens CNA #4 regarding the sandwich being
Personnel must handle, store, process and cut in half and touched with bare hanids
transport linens so as to prevent the spread of | for the resident in room 122. CNA #4
infection. received further education on serving
and handling food in a sanitary manner
during meal service.
i 's nasal cannula has been
This REQUREMENT s ot mot 2o eidenced Resideft # 20 nase
Based on observation, interview and record Resident # 12’s hand-held nebulizer is
review, it was determined the facility failed to labeled with h umbet
follow infection control practices for three (3) of abeled with her name, room numbe, ,
twenty-nine (29) sampled residents (#25, #26, and dgte changed 2/1‘1/2011. Residegnt’s
and #12). The facility failed to serve and handle nebulizer was also being cleaned by|7a-
food in a sanitary manner during the meal service 7p LPN during DNS round. Resident #
for Resident #26 whose overbed table was 12 was educated on the proper cleaning
observed with a urinal replaced by the lunch tray and storage of nebulizer equipment
with no sanitation completed. after/when not in use. A self-
administration assessment was up-
In addition, the facility failed to store oxygen and dated validating resident # 12 is capable
nebulizer masks in a sanitary manner as of administering own nebulizer and
evic!enced by nasal cannulas lying on the bedside education documentation has been
chairs uncovered and unlabeled as well as signed by resident # 12.
unlabeled hand held nebulizer for Residents #26
and #12. A facility wide audit was conducted of all
FORM CGMS-2567(02-89) Previous Versions Obsolete Event ID; 7DKM11 Facillly ID: Too2ag c 1S WO Utilize Rasﬁfnﬁﬁ%ﬁt%'h%gt Bhge 8 of )4

hand held nebulizers. The au
validated that all nasal cannulas were
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The findings include:

Review of the Infection Control Policy provided by
the facility revealed an infection control program
which included "Implementing policies and
procedures to prevent the spread of infections
that include promoting consistent adherence to
Standard Precautions and other infection control
practices".

Review of the facility Respiratory Equipment
Change and Cleaning Guidelines reveal all nasal
cannulas are to be labeled with the date which
they were changed. It was further revealed hand
held nebulizers are to be labeled with the
residents name, room number and date,

Observation on 01/25/11 at 12:42pm revealed an
unsampled resident in room 122 having his/her
sandwich cut in half and touched with the bare
hands of CNA#4. [n addition, CNA #4 was
observed removing a urinal from an overbed table
for Resident #25 and a lunch tray was then
placed on the overbed table without sanitization.

!

Observation on 01/25/11 at 8:35am, 01/26/11 at
1:25pm, and 01/27/11 at 10:00am revealed an
uncovered and unlabeled nasal cannula in room
106 on a chair by the bedside of Resident #26. In
addition, there was an unlabeled hand held
nebulizer of Resident #12's.

Interview with Resident #12 on 01/26/11 at
3:50pm revealed the resident had been instructed
to place his/her equipment in a plastic bag after
the nebulizer treatments. However, no cleaning
instructions were provided.,

(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5)
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This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusipns
set forth in the statement of deficiencies. The plan dof
correction is prepared and/or executed solely becaiise
it is required by the provisions of federal and state law.

appropriately covered and that hand

held nebulizers were labeled with the
resident’'s name, room number and date. &b
Corrections were made during the audit  3/1/2(

as identified.

In-servicing began on all direct care staff
on February 3, 2011. Staff have beer
educated and continue to be educated
on Dining Standards, Feeding the
Resident, Infection Control Practices
and Oxygen Administration. This
education will be completed by February
28, 2011.

The facility does not employ agency
personnel. If the facility should empl
agency personnel in the future, this
education will be included in agency
orientation.

[¢]

y

RCS Coordinator has corrected the
Medication Administration Record to
display a signature box for licensed
nurses to sign that they have cleaned
the nebulizer equipment according to
Kindred Policy. In-servicing will be

leted
11

completed by 2/28/11.
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Interview with the Administrator on 01/27/11 at
2:30pm revealed infection control is reviewed in
every Performance Improvement meeting with
monthly tracking and trending. He stated that
dining issues with handling of food is something
that is looked at on a continuing basis, as well as
the issues with masks and cannulas. The
Administrator stated these issues are discussed
frequently in the monthly Performance
Improvement meeting and monthly nurses
meetings.

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correct|
does not constitute admission or agreement by the

provider of the truth of the facts alleged or conclusi
set forth in the statement of deficiencies. The plan ¢
correction is prepared and/or executed solely becat
it is required by the provisions of federal and state |

fon

pns
Lse
aw.

completed by ADNS/designee. This
monitoring will include ensuring
physician order matches flow/rate
setting, name/date/and room number
all nebulizer equipment, covered and

Compllete
on JM/IR011

labeled nasal cannula’s appropriately
positioned according to Kindred poli

infection control practices, and review of

equipment for cleanliness.

A Dining Service Monitoring schedul
has been implemented utilizing the

Interdisciplinary Team (IDT) to oversge

the dining room process. IDT membs
will observe and ensure food is serve

and handled in a sanitary manner dufing

each dining service; this is to include
service in the Main Dining Room,

Reflections Dining Room, and In-Room

meals.

This will include observation of
sanitation of surfaces prior to placen
of meal trays, and serving and handl
food in a sanitary manner during the
meal service.

In addition, DNS/ADNS/designee wil

of

rs
d

the

ent
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and meal service to ensure compliance

has been sustained.
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Interview with the Administrator on 01/27/11 at - This Plan of Correction is the center's credible
2:30pm revealed infection control is reviewed in ‘ allegation of compliance.
every Performance improvement meeting with '
momh[y tracking and trending. He stated that Preparation a;?cﬂor e;cec?ut{'on of this plan of l::or;;e ction
dining issues with handling of food is something d‘ies.g"’ o or agreenent o 1.
that is looked at on a continuing basis, as well as provider of the fruth of the fucts alleged or conclugions
g ' set forth in the statement of deficiencies. The plan of

the issues with masks and cannulas. The
Administrator stated these issues are discussed

| frequently in the monthly Performance

Improvement meeting and monthly nurses
meetings.

correction is prepared and/or executed solely bec
it is required by the provisions of federal and stat

use
law.

Findings from the Review of Proces

Measures will be reported to Executive

Director and Director of Nursing
Services. The findings will addition
be tracked and trended through the
Performance Improvement Commiti
monthly until it is determined compl
had been sustained. The Performan
Improvement Committee will contin
address any repeated concerns for
further plan of actions to prevent the
deficient practice from reoccurring.

3/1M(1

ly

ece
ance
ce

e to
Comjpleted
) 3/1/2011
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‘K000 | INITIAL COMMENTS K 000
This Plan of Correction is the center’s credible
A Life Safety Code survey was initiated and allegation of compliance.
concluded on 01/2_6,/1 1. The.facmty was: found Preparation and/or execution of this plan of correction
not to meet the minimal requirements with 42 does not constitute admission or agreement by the
Code of the Federal Regulations, Part 483.70. provider of the truth of the facts alleged or conclusiony
The highest scope and severity deficiency set forth in the statement of deficiencies. The plan of
identified was an "F" correction is prepared and/or executed solely because
! it is required by the provisions of federal and state law).
K072 | NFPA 101 LIFE SAFETY CODE STANDARD K072
Ss=F , o K072 SS=F NFPA 101 LIFE SAFETY
Means of egress are continuously maintained free CODE STANDARD
of all obstructions or impediments to full instant
use in t,he case of fll:e or other emergency. No The benches located in vestibule area of the| Completedl
furpnshmgs, decorations, or other ObjeCts ObStr_UCt West Wing, next to the South exit door 3/1/2011
gx;tﬁ,oaccess to, egress from, or visibility of exits. (Bardstown Road) will be removed.
A facility wide audit was performed of all tg Completeg
ensure all means of egress are continuously | 3/1/2011
maintained free of all obstructions or
. . \ impediments to full instant use in the case of
This STANDARD is not met as evidenced by: ﬁrf or other emer
A ; A gency
Based on observation and interview, it was
detg:;mined the fanllty. fa'éeg to ?nsurebthat , Maintenance Director will monitor on Completegl
?og" ors werfef'mamtalge ree from o structions monthly basis for compliance with Life 3/1/2011
in the case of fire or other emergencies. Safety Code requirements. Also will review
—— . . during monthly safety meeting for any action
The findings include: needed.
Sbsegv ation Or; 01/ t26d/1 Tat1 1;%2?m revea;(atg The Executive Director, Maintenance Completefl
V\? nct \?\?. were Otcta ?h msa vt?’s : l:g area of the Director and Weekend supervisor will 3/1/2011
Bes dst Ing, ggx ,o t € Sou 'tfe))& :Aor. " monitor daily to ensure compliance with Life
I(D iar ts own ,).d ;11 erview V\;l e thambenalqce Safety Code regulation. The Safety
recior revealed he was not aware the benches Committee will review monthly findings for
would be considered obstructions or impediments :
: . any actions needed.
o a means of egress during a fire or other
emergency. The Maintenance Director
acknowledged that the vestibule benches were
located in a direct means of egress/exit from the
facility.
ya)
LABORATO ECTOR' TITLE

o
]

(o) PF&VIDERISUPPLIER REPRESENTATIVE'S SIGNATURE

e diuiiaitosdn

A ,;s// 8;/) DATE

with an asterisk (*) denotes a deficlency which the Institutlon may be excused from correcting provndmg{lt is determed that

other sdfeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disciosable 90 days
following the date of surbey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facliity. If deficiencies are cited, an approved plan of comrection Is requisite to continued

program participation.

L ,
Any de%l:iency/séteme’rg ending
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Reference: NFPA 101 (2000 edition)
7.1.10 Means of Egress Reliability.
7.1.10.1* Means of egress shall be continuously
maintained free of all obstructions or impediments
to full instant use in the case of fire or other
emergency
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