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N 831| 1200-8-6-.08(1) Building Standards N 831 N 831 The hand rail identified on
: I McRee was repaired during
{1} The nursing home must be constructed, survey
« arranged and maintained to ensure the safety of

the resident.

This Rule is not met as evidenced by; |
Based on observation, it was determined the
facility failed to maintain a corridors hand rail.

{ The findings included:

Observations on 1st McCree on 9/6/11 at 12:35
FM, revealed the handrail between room 420 and
room 421 was not secured tightly to the wall,

This finding was acknowledged by the
Administrator and verified by the Maintenance
Supervisor at the exit conference on 9/6/11.
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