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-was not gelf limlting.

Continued From page 10

The findings Include:

A review of the medical record for Resident #5
revesled diaghoses Including; Syncope, Difflculty
Ambulation, Chronic Obsfructive Pulmonary
Disease, and Alzheimer's Dementia, The MDS
admission assessment dated 11/24/09 revealed a |
cognition of zero (0), independent; bed mobility
and transfer of a three (3), extensive assistance;
ambulation of three (3); eating, zero (0), one (1),
independent, supervision. On the Quarterly
assessment completed on 02/03/10 the facility
assessed the residents cognition the same, zero
(0), independent; bed mobility and transfer the
same of a three (3), extensive assistance;
ambulation, three (3,3) exlensive assistance; and
ealing, three (3), two (2), extensive lo limited .
assistance. On 04/28/10 the facility completed a
quarterly MDS assessment afthough the resident
had a significant decline in the following areas;
Cognition declined to a two (2), moderately
impaired, bed mobility and transfer were
assessed at four, three (4,3), total dependence,
extensive assislance, and ambulalion of elght (8),
activily did not occur. The medical record also
revealed lhree (3) admissions to lhe hospital
since admission to the facilily.

Observation of Resident #5 on 06/29/10 at
10:30am revealed a pleasantly confused resident
in no acute distress, There was an oxygen
concentralor and mini-neb machine at the
bedside. There were fall mats on both sides of
lhe bed. The resident also has a sensor pad lo
the bed and in the wheelchair. Observalion of
Resident #5 on 06/29/10 at 2;30pm revealed the
resident up in a wheelchair with the spouse

F 274

continued from page 10

4. DON to review RUG analysis [7/23/2010
report as part of Minimum Data
Set audit to ensure accurate and
timely assessments are
completed.

5, Completion date;

July 23, 2010.
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pushing the resident around.

An interview with the MDS coordinator on
07/01/10 at 1:30pm revealsd she did not belleve
Resident #5 was a signlficant change becauss
the resldent changed so much from day to day
and week to wesk, She stated some weeks and
days (he resident could be doing great and then
suddenly change for the worse, The MDS
cootrdinator did state that a significant change
should occur If there ls a decline in two or more
areas that fast for more (han fourteen days. The
MDS coordinator stated she looked for a change
since the resident's last assessment in two or
more areas.

A review of the medical record for Resident #8
revealed admisslon dlagnoges Including,
Hypertenslon, Arthritls, and Rheumatoid Arthritls.
The resldent's admisslon MDS assessment dated
12/11/09 revealed a coghilion of zero (0)
independent; Bed mobllily and ransfer of one (1),
ons (1) supervislon; and ambulation In room and
corrldor one (1), ohe (1) supervision. The

resldent sustained a fall with a fractured hip on

04/07/10. A Quarterly MDS assessment was
campleled on 03/08/10 with the same
asssssment a8 the admission assessment. A
Significant change MDS assessment was not
completed for Resldent #8 when the resident
returned to he facllity. A Quarterly MDS
assessment was completed on 06/07/10. The

' resldent was assessed with a decline I bed

mobliity, and transfer to a three (3) extensive
asslstance; ambulation In room and carridor three
(3), two (2), extensive assistance and limited
assistance. The resident also had a decling in
hygiene/balhing from two, two (2,2) to three, two
(3,2) extensive assistance, .
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Observalion of Resident #8 on 06/29/10 at
10:40am revealed a well groomed alert, oriented
and pleasan! resident, sitfing up in a recliner. The
resident had a wheelchair in the room that was
used when he/she wanted {0 go to the bathroom.,
The resident now complained of pain 1o the right
knee since the most recent hip surgery. The
resident stated the physician was aware of lhe
paln.

Observatlon of Resident#é on 06/30/10 at
9:00am revealed the resident silting up in the
wheelchair in the room.

An Interview with the MDS coordinator on
07/04/10 at 1:30pm revealed she did not believe
Resident #8 was a slgnificant change because
she belleved the resident would return to his/her
baseline. The MDS coordinator did state that a
signlficant change should occur if there were a
decline in two or more areas that lasted for more
than fourleen days. The MDS coordinator stated
she looked for changes since lhe resident's Jast

. assessment in two or more areas {o determine a
| significant change. She further stated the

purpose of the MDS assessment was o ensure
the residents receive lhe proper care, and care
planning.

4B83.35(1) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and '

(2) Store, prepare, distribute and serve food
under sanjtary conditions

F274

F 371 Food procure, store/
prepar@/serva—sanitaiy

F 37 1. No specific residents
were identified as having been
effected.

7/23/2010
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by: -
Based on observatlon, Interview, and record
roview, It was determined lhe faclilty falled to
snhsure foods were stored, prepared, distributed,
and served under sanitary conditions as
evidenced by open food Items not labsled or
dated, and employses' halr not completely
covered by a halmet,

The findings Include:

Review of (he facility policy for Sanitation and
Infectlon Control, Issusd March 2009, revealed
the employses were (o wear a halr net or head
covering that ensured all halr was covered In food
preparation areas.

Observatlion on 06/29/10 at 11:45am revealed
three (3) Distary Aldes (DA} wore halrnets without
their halr complstely covered. The three (3)
distary aldes had looss halr hanging out from
under (helr head covering In the nape of thelr
necks and In front of helr sars. DA #3's halr was
observed to touch her clothing in the neck area.

Observation, on 06/30/10 at 11:65am, revealed
DA #3 remained wilh slrands of loose halr
axposed from head covering.

Interview wilth DA #2, on 06/29/10 at 9:10am,
revealed she had been tralned on the use of the
head covers while In (he Kitchen, and the head
covers are suppose to cover the entire head. She
reported all food items kept In lhe refrigeralor are

potential to be effected should
the facility fail to ensure foods
are stored, prepared,
distributed, and aexrvaed under
sanitary conditions such as not
labeling or dating open food
items and employees not
completely covering their hair
with hairnets.

3. Dietary manager in-
serviced all dietary staff on-
ensuring foode axe stoxed,
prepared, diptributed, and served
under sanitary conditions aa
evident by labeling and dating
all opened foods as well as
proper use of hairnets.

4. Weekly audite completed by
congnltant registered dietilcian
that include-checking foods to
ensure correctly labeled and
dated and employees properly
wearing hair nets. Auvdit
findings will be reviewed/
addressed by Dietary

manager who will provide
education as needed, based on
audit findings. The Dietary
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to be dated, labsled and Inilialed when placed in
the refrigerator.

interview with DA #3, on 06/30/10 at 10:49am,
revealed the head covers were to cover all of your
hair and head.

Review of the facllity policy for Handling of
Leftavers, issued March 2009, revealed leftovers
will be placed in shallow containers, dated,
labeled, chilled rapidly, used within three days,
and reheated o proper temperatures to prevent
contamination, and food borne iliness, The
facillly policy revealed leftover food ltems are
refrigerated immediately, and labeled with the
following: prepared date, use by date, canlents,
and initials,

Observation of the refrigerator, on 06/30/10 at
9:208m, revealed eleven (11) drinking cup
containers, and a gallon piteher of brown liquld
substance without initials or date opened.

Interview with DA #1, on 06/30/10 at 9:20am,
revealed all containers in the refrigerator was
suppose to be labeled, and covered to Identify the
food or drink with the date and the Initials of who
prepared the food item. She identified the gallon
pitcher with the brown liquid substance az tea,
and reported they had not made thelr tea for the
day ye(. She idenlified two (2) containers as
Carnation Inslant Breakfast, two (2) containers of
apple juice, three (3) containers of lomato juice,-
one (1) conlainer of cranberry juice, and three (3)
containers of orange juice without dates and
initials, not covered and stored in the refrigerator.

Interview with the Dietary Manager, on 06/30/10
at 10:16am, revealed the staff have been

continued from page 14

managexr will present, in writing,
the findings of these weekly
andits and the actions taken to
address any concexns to the .
Quality Assurance Commitkbee on
a monthly and quarterly baais,
The Quality Assurance Committee
will determine the plan of
action after the thixd Quality
Assurance Committes meeting.

5. Completion date:

July 23, 2010
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The facility must establlsh and maintain an
Infection Control Program designed to provide a

. safa, sanitary and comfortable environment and
 to help prevent the development and transmission

of disease and infeclion.

(a) Infeclion Control Program

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

(1) Investigates, controls, and prevents infeclions
In the facility, .

(2) Decides whal pracedures, 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

(1) When the Infection Control Program
determines that a resident needs isoiation to
prevent the spread of infection, the facility must
Isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require staff {o wash their
hands afler each direc! resident contact for which
hand washing is indlcated by accepted
professional practice.

ineluding propexr ice usage. No
residents were identified as
having been affected by cited
deficient practice, No reaidents
were identified thyough nursing
obgervation and assesasment to be |
affected by the cited deficient
practice

2. All yesidents have Lhe
potential to be affected by ice
scoops gtored in plastic
containers without lids, proper
drainage and consumption of
potentially contaminated ice.

3, CNA #1 was immediaéely
provided education by unit managey
who wiltnessed potentially
contaminated ice administered to
resident. All staff woxking
6/29/10 in-serviced on proper
provision of ice to residents.
Staff in-serviced on the

8th, 9th, and 22 of July to
address- obtaining ice fox
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F 871| Conlinued From pags 15 E 371
instructed lo date, label, and identify all food
items that were opened and refrigerated. She
reported the facility does have a policy to address
the handling of leftovers, and a policy on |
sanltatlon and infection conirol, which included F 441 Infection control, prevent
the use of head and halr coverings. She reported spread, linens 2/23/2010
these policles have been reviewed wilh the staff. 1. On 6/29/10 CNA #1 was
" F 441 483.65 INFECTION CONTROL, PREVENT F 441| educated on appropriate
ss=€ | SPREAD, LINENS preparation of drinks for meals
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infection,

This REQUIREMENT Is not met as evidenced
by:

Based on observation, Interview, and record
Teview It was determinsd the facllily falled to
eslablish and malntaln an Infsctlon control
program deslgned to provide safe and sanitary
environmenl to prevent lransmisslon of disease
and Infection as evidenced by Ice scoops stored
in plastic holders In one Inch water without drain
holes, and one cart had no lid covering a scoop,
employee used contaminated Ice for residents.

The fIndings Include:

Observallon, on 06/29/10 at 12:40pm, and
06/30/10 12:15pm, of the Ice scoop holder
altached.to lhe slde of lhe [ce chest on North Hall
revealed It did not have a lld to cover lhe scoop
for protaction frorn environmental slements.

Obhservation, on 06/29/10 at 12:25pm, and
06/30/10 12:09pm, of ths Ice scoop holder
attached lo the side of the lce chest on South Hall
revealed waler In the boltom of the contalner.
Thare was one Inch of water observed In the base
of the contalner on both days at the (Ime of the
ohservations.

Observation of Certified Nurse Asslstant #1, on
06/29/10 at 11:40am, revealed the Nurse
Asgistant served the lunch meal ray to two (2)

(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH OEFIGIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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: DEFICIENGY)
F 441 | Continued From page 16 F 441
continued from page 1§
{c) Linens
Personnel must handle, store, process and
lransport linens so as to prevent the spread of consumption, proper ice scoop 7/23/2010

storage including lids and
drainage holes. JYce scoop

holders were replaced with new
ones which included lids and
drainage holes. Potable ice is
available for resident
consumption on both units at all
times including meals. Meal
gexvice txaiming ko be included
in general orientation.

4. Weekly meal service audits will
be completed on the unit by
assigned staff. Audits will
include- checking to enesure ice
SCoOps ars properly atored in
containera with lids and drainage
holes, to ensure no standing water
and observation of staff as well
as interviews with staff to

ensuxe potable -ice ig provided for
reeident conaumption. Findings of
these aundits will be reviewed by
Dietary manager, Unit managers,
Staff Development Coordinator, as
well as other members of
management during morning meeting.
The repoxt of these audits will
be provided to the Quality
Assurance Commitbee for the mext
three Quarterly Assurance '
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Continued From page 17

residents on the South Hall, known as the
Transltlons. The Ice provided In (he glass for
both residents to drink from was taken from the
uncovered bulk contalner holding mllk cartons,
and food/drink ltems, which required chilled
temperatures. CNA #1 poured tea over the Ice
and seérved 1l to the resldents.

Observallon of Certiffled Nurse Assistant #14 on
06/29/10 at 11:46 revealed service of ice In a
glass from a container holding the Ice scoop that
was standing In one Inch of water. She removed
the ice scoop from the slanding watet, scooped
the ice into the glass, poured waler over Ice, and
served to residents.

Interview with CNA #1, on 06/29/10 at 2:00pm,
revealed she had been employsd for eight (8)
weeks and had not been In-serviced on how to
serve meals, other than to make sure the diet
cards matched the food bslng served, and to lhe
correct residents. She reported she had ten (10)
days of orientation wilh anolher staff member lhat
had been thers about sl (6) months.

Interview with CNA #14, on 06/29/10 at 12:20pm,
revealed she had not had any speclal tralning on
meal service and (he service of the [cs. She
reported she doas use the lce from the lce cooler
thalis provided from lhe Kitchen for the residents’
glasses and drinks. She reports there has not
been any direction provided on the water standing
lin the bottom of the scoop holder.

F 441

Continued from page 17 7/23/2010
Committee meetings,
5. Completion date:
July 23,2010
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K000 | INITIAL COMMENTS : K000 Preparation and submission of
this plan of correction does not
A life safety code survey was initlated and constitute an admigsion or
concluded on July 8, 2010, for compllance with agreement by the provider of the

Title 42, Code of Federal Regulations, §483.70,

truth a th
The faclilly was found not to be In compliance ruth of the facts alleged or the

with NFPA 101 Life Safely Code, 2000 Edition, correctness of the conclusion set
. forth in the statement of
Deficienclios were ¢lted with the highest deflclency deficiencies. The plan of
identified at "E" level, correction is prepared and
K 026 | NFPA 101 LIFE SAFETY CODE STANDARD K026{ aubmitted aolely because of
SSaE ‘ requirements under state and
Smoke barriers are constructed to provide at federal law.

Ioast a ane half hour fire resistance raling in
accordance with 8.3, Smoke barrlers may
terminate at an atrlum wall. Windows are
protected by fire-rated dlazing or by wired glass
panels and stesl frames. A minimum of two
separate compartments are provided on each
floor. Dampers are hot required In duct
penelratlons of smoke barrlers in fully ducted
heatlng, venlliating, and alr conditioning systems. e .

19.3193' 19.3.7.5, 19.1.6.3, 19.1.6.4 y 1. No specific residents were

K 025 Life safety code standard 7/23/2010

identified as being affected by
deficient practice.

2. BAll residenta have the’
potential to be affected should

This STANDARD is not met as evldenced by: a fire/smoke damper fail to close

Based on observation and interview, the facliity to prevent fire and hot gasses
falled lo malntaln flre/smoke dampel‘s that £xom Penetra;ing the Fire/smoke
penelrated lhe fire/smoke barrler walls In the attic barrier wall.

area, This deflclent practice affected four (4) of 3 Maintenance Director made

seven (7) sinoke compartments, staff and
approximately forty (40) residents. The faclllly

has the capaclty for 122 beds with a census of 68 | - surveyor on July §8,2010.
lhe day of the survey. Maintenance Director given copy

of requirements to meet K025 on

aware of K028 by life safety

The lindings Include:

Puring the Life Safety Code survey on July 8,
LABORATORY DIRECTOR'S OR PROVIDER/SUFPPLIER REPRESENTATIVE'S SIGNATURE . TITLE (L0) DATE

s Lo LRz - [ Agministrator ¥ OH26/2019

A}ty deficiency slalement ending wilh an as(risk (*) denotes a deflclency which he Inslilution may be axcused from correcling providing 1t s }elermlned tha!
other safeguards provide sufilclent protecilon to the palients. (See Instrucllons.) Excepl for nursing homes, (he findings staled above are disclosable 90 days
following the dats of survey whalhar or nol a plan of corraction Is providad, For nursing homes, lhe abavs (Indings and plans of correction are disclosable 14
days following the date thess dacuments are made available o the faclilly. If deficlenctes ate clted, an approved plan of correction Is requisile lo continued
progrem parlicipallon.

FORM CMS-2567(02-68) Previous Verslons Obsolete Event 1D:BIST21 Facilty (D: 100837A If continualton sheat Page 1of5




Jul. 26, 2010 3:45PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 0991 P 23

PRINTED: 07/14/2010
FORM APPROVED

OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION - (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
B. WING
186464 07/08/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
' 210 BOXWOOD RUN ROAD
GREEN MEADOWS HEALTH CARE CENTER 1
MOUNT WASHINGTON, KY 40047
{¢4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION ‘ )
PREFIX (EACH DEFICIENCY MUST BR PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR 1.SG IDENTIFYING INFORMATION) TAG GCROSS-REFERENGED TO THE APPROPRIATE DATE
OEFICIENCY)
K 025 | Continued From page 1 : K 025 continued from page 1.
2010, at 9:40am, with the Director of July 15, 2020. On July 23, 2010 = g/53/5010
Maintenancs, in (he alllc next to room 2 a fire/amoke damper were inspacted to
firs/smoke bartier wall was obsetved to have ensure~fusible links (where
ductwork that contained & fire/smoke d.amper. A applicable) were removed; all
firelamoke damper cloges to prevent fire and hot dawpers were operated to verify
gases from penelrating the fire/smoke barrier wall that they fully close; the latch,
and is required to be inspected and maintalned if provided, waa checked; and
every four (4) years, The Director of Malntenance moving parta were lubricated ag
was unaware of the requirements pertaining to
fire/smoke dampers. During the survey two (2) necessary. .
other fire/smoke dampers that have not been 4. Maintenance birector to keep
maintained were observed in the atlic area, log of fire/smoke damper
maintenance inspectionsa that *
includes- at least every 4 years,
fusible links (where
applicable) ,shall be removed; all
. " dampexs shall be opexated to verify
Reference; .NFPA 902 1999 edition | that they fully close; the latch,
3-4.7 Maintenance ' if provided, shall be checked; and
At least every 4 years, fusible links (Where moving parts shall be lubricated as
applicable) shall be remeoved; all dampers shall necessary.
be operated to verlfy that they fully close; the S. Completion date:
lateh, if provided, shall be checked; July 23, 2010,
and moving parts shall be lubricated as - K 056 Life code standard
K 066 necessary, Y 1. No specific residents were 8/27/2010
SgﬁE NFPA 101 LIFE SAFETY CODE STANDARD KOSB| | terticiod as have besn affected
. If there Is an automatic sprinkler system, it s by tll‘i cited deflile"t i’racm’ce‘, .
installed In accordance with NFPA 13, Standard 2. All residents have the potentia
for the [nstallation of Sprinkler Systems, to o be affected by cited deficient
provide complete coverage for all portions of the practice.
building. The system Is properly maintalned in 3. The identified outside canopy
accordgance with NFPA 25, Standard for lhe and four exterior exit overhangs
Inspection, Testing, and Malntenance of will have a sprinkler system
Walter-Basged Fire Protection Systerns. Itis fully installed. A proposal haa been
supervised. There Is a rellable, adequate water
supply for the system. Requlred sprinkler
systems are equipped with water flow and tamper
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bullding fire alarm system.  19.3.85

This STANDARD is not met as evidenced by:
Based on observation and interview the fagcility
failed to ensure lhe outside canopy and
overhangs al the facility were sprinkler protected
as required. This deficient practice affected five
(56) of seven (7) smoke compartments, staff and
approximately forty (40) residents. The facility
has the capacity for 122 beds wilh a census of 69
the day of the survey.

The findings include;

During the Life Safety Code survey on July 8,
2010, at 10:16 a.m., with the Director of
Mainfenance, a combustible canopy
approximately 20' X 30" and an exterior exit
overhang approximalely 8' X 4' localed at the
front of the facilly were noted not to be sprinkier
protected. Combustible canopies and overhangs
exceedIng four fool in width must be sprinkler

‘| protected, The Director of Maintenance stated he

thought the canopy and overhangs would not be
required to be sprinkler protected because the
canopy and overhangs were not sprinkler
profected when he building was built. During the
survey three (3) other exterior exit overhangs
were observed not to be sprinkler protected.

Reference: NFPA 13 1999 edition

contracted provider that sexvices/
maintaing the facility's sprinkler
aystem. The vendor will begin the
ingstillation of the sprinklex
system no later than Monday, August
2, 2010. The project will be
completed ag quickly as poaaible
dependant on the length of time it
takesa the sprinkler pendants to
arrive, which is a two Lo thxee
lweek time frame. The vendox will
expedite the process to enaure the
identified areas are sprinkler
protected as required,

4, The vendor installing the
sprinkler system in the canopy and
four exterxiox exterior exil
overhanga will monitor the aystem
on a guarterly bhagis and document
these Iinspections. Any identified
areas of concern will be addremsed
as quickly as possible aftex
identification.

S. Completion date:

Project initiated August 2, 2010

™) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEE ACTION SHOULD BE GCMPLETION
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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K 056 | Continued From page 2 K086lcontinued Erom page 2. |
switches, which are slactrlcally connected to the accepted as presented by the 8/27/2010

or sooner. Anticipated time frame
of completion is August 27, 2010
if not soonexr. The Diviaion of
Health Care Regional Program
Manager will be notified in
writing of the completion of the
project to sprinkler protect the
|facility as required.
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Portable space heating devices are prohibifed in
all health care occupancles, except in
non-sleeping staff and employee areas where the
heating elements of such devices do not exceed -
212 degrees F. (100 degrees C) 19.7.8

This STANDARD is nol met as evidenced by:
Based on observalion and interview, it was
determined lhe facility failed o ensure lhe safely
of residents, staff and other occupants of the
building by allowing unapproved portable space
heating units in office areas, This deficient
practice affected one (1) of seven (7) smoke
companrtiments. The facilily has the capacity for
122 beds wilh a census of 69 lhe day of the
survey,

The findings include:

During the Life Safely Code tour on July 8, 2010,
at 10:40 a.m., with the Director of Maintenance,
an unapproved portable space heater was noted
to be located in the staffing office room. Portable
space healing unils must be tested and approved
for use in these areas. An interview at this time
revealed the Director of Maintenance was
unaware of the requirements for the use of
portable space heaters. During the survey

{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) :
K 0586 | Continued From page 3 K 066
5-13.8.1
Sprinklers shall be inslalled under exterior roofs
or canopies exceeding 4 ft (1.2 m) in widlh.
Exception; Sprinklers are permitted to be omitted
where the canopy or roof is of noncombustible or
limited combusiible conslruction.
K 070 | NFPA 101 LIFE SAFETY CODE STANDARD KO70|X .070 Life Safety Code Standard 7/23/2010
$S=D

1. No specific residents were
identified as being affected by
deficient practice cited,

2, All resmidents have the potential
to be affected by cited deficient
practice.

3. The two identified poxtable
space heaters were removed from
building on July 8, 2010. Building
was inapected by Director of
Maintenance to ensure no portable
space heaters were in facility.
Management staff wexe in-serviced.
on- Portable space heating devices
are prohibited an all health care
ocsoupancies, except in non-sleeping
staff and employee areas where the
heating element of such devices do
not exceed 212 degrees F (100
degreea C).

4. Audit ko be completed by
assigned member of management to
ensure facility is free of any
unapproved heaters., Theage audita
will he completed weekly and
reviewed by the Quality Assurance
Committee.
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another unapproved space heater was observed
in an office in the kitchen area.

Reference: NFPA 101 2000 edition

19.7.8 Portable Space-Healing Devices,
Portable space-healing devices shall be
prohlblted in all health care occupancles.
Exception: Portable space-healing devices shall
bé permilted lo be used in nonsleeplng staff and
employee areas where lhe healing elements of
such devices do not exceed 212°F (100°C).

Xere

5. Completion date:
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