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F 000 : INITIAL COMMENTS : F 000,

An annual survey and abbreviated survey (KY
#17020) were conducted on 10/11/11 through
10/13/11 and a Life Safety Code survey was
conducted on 10/13/11 to determine the facility's
compliance with Federal requirements. KY
#17020 was substantiated with no deficiencies
cited. Deficiencies were cited with the highest
S/S being an "F" and the facility having the
opportunity to correct deficiencies before
remedies would be recommended for imposition.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE HTLE {X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficlent protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey 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 facility. I deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.
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K 000 | Continued From page 1 K 000 This Plan of Correction is the center’s credible
. . . Hlegation ipli .
deficiency identified at "F" level. aflegation of compliance
K 027 | NFPA 101 LIFE SAFETY CODE STANDARD KO27|  Preparation andfor execution of this plan of correction
S8=F i does nof constitule admission or agreement by the
Door openings in smoke barriers have at least a provider of the truth of the facts alleged or conclusions

sel forth in the statemnent of deficiencies. The plan of

20-minute fire protection rating or are at least
P g correction is prepared andfor executed solely because

1%-inc!’1 thick solid bonded wood core. .Non-rated it is required by the provisions of federal and state fajy.
protective plates that do not exceed 48 inches
:‘_rion? thet b‘otlt.(:jm o; the door arEe pgtrrr]n_;t:;:. . K027 NFPA 101
orizontal siicing goors compty with 7.2 1. 14. LIFE SAFETY CODE STANDARD 11/03/1 1

Doors are self-closing or automatic closing in
accordance with 19.2.2.2.6. Swinging doors are
not required to swing with egress and positive
tatching is not required.  19.3.7.5, 19.3.7.6,

Door coordinators were obtained and have
been installed on all 5 of the facility sinoke
doors. There are no other affected smoke

19.3.7.7
doors in the facility. The sinoke doors will be
inspected monthly by the facility
Maintenance Supervisor to ensure the new
This STANDARD is not met as evidenced by: door coordinators are in good working
Based on observation and interview, the facility condition and functioning properly. The
failed to maintain smoke doors that would close Administrator, or her designee, will check a I
and resist the passage of smoke, The deficient sample of smoke doors monthly 1o ensure the
practice affected five (5} of five {5} smoke door coordinators are functioning properly
compartments, staff and aif residents. The facility during Maintenance quality assurance audits

has the capacity for ninety-saven (87) beds with a
census of ninety-four {94) on the day of survey.

Findings include:

Observation, on 10/13/11 between 9:30 AM and
12:30 PM, revealed that the doors in the smoke
barriers had astragals installed on doors and no
door coordinators so doors could completely
close to resist the passage of smoke as required
by NFPA Code. Doors in smoke barriers are
required to be self closing to resist the passage of
smoke. The doors identified were located A Hall
Nurses Station, B Hall, B Hall Nurses Station, C
Hall.
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K 027

K038
88=D

Continued From page 2

Interview with the facility Maintenance Supervisor,
on 10/13/11 at 10:30 AM, revealed the facility was
not aware the door was required to have a door
coordinator installed on the door.

NFPA Standard: NFPA 101, 19.3.7.6*. Requires
doors in smoke barriers to be self-closing and
resist the passage of smoke.

Reference: NFPA B0 (1999 Edition}

2-4 1 Closing Devices.

2-4.1.1 Where there is an astragal or projecting
tatch boit that

prevents the inactive door from closing and
tatching before

the active door closes and latches, a coordinating
device shall

be used. A coordinating devics shall not be
required where

each door closes and latches independently of
the other.

NFPA 101 LIFE SAFETY CODE STANDARD

Exit access is arranged so that exits are readily
accessible at all times in accordance with section
7.1, 19.21

This STANDARD is not met as evidenced by:
Based on observation and interview, it was

K 027

K038

FORM CMS-2567{02-95) Pravious Versions Obsolete Event ID: JT7H21

Facitity ID. 100343

If continuation sheel Page 3of §




PRINTED: 10/27/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X4) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BUILDING 01
8. WING
185294 10/13/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

516 GREENE DRIVE

MAPLE MANCR HEALTH CARE GENTER
GREENVILLE, KY 42345

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 038 Continued From page 3 K 038 This Plan of Correction is the center's credible
. - . allegation of compliance,
determined the facility failed to ensure delayed & f comp
egress doors were maintained according to Preparation andfor execution of this plai of correction
National Fire Protection Association (NFPA) does wol constitute admission or agreement by the
standards. Doors wilh delayed egress must be provider of the truth of the facts afleged or conclusions
maintained to ensure residents, staff, and visitors se:forﬂf in .!he statenient of deficiencies. The plan of%
. . X correction is prepared and/or executed salely because
can exit during an emergency. The deficiency had R e . :
. it is required by the provisions of federal and state Imyv.
the potential to affect one (1) of five {5§) smoke
barriers, four {4} residents, staff and visitors. K038 NFPA 101 LIFE SAFETY CODE

The findings include: STANDARD 11/03/1}
Delayed egress door signage was placed on
the two physical therapy doors at the end of C
Hall. All egress doors were inspected to
ensure proper delayed egress door signage
was in place. The egress doors will be
inspected monthiy by the Maintenance

Observation, on 10/13/11 at 11:15 AM, revealed
the two {2) delayed egress doors located at the
physicat therapy end of C Hall did not have the
required signage. The observation was confirmed
with the Maintenance Supervisor.

Interview, on 10/13/11 at 11:15 AM, with the Supervisor to ensure the delayed egress door

Maintenance Supervisor revealed he was unsure signage is in place, The Administrator, or her ]
of why the delayed egress signage was not designee, will check a sample of egress doors

located on the doors. monthly for delayed egress signage during

Maintenance quality assurance audifs,
Reference: NFPA 101 (2000 edition)

7.2.1.6.1 Delayed-Egress Locks, Approved,
listed, delayed egress

locks shall be permitted to be installed on doors
serving

low and ordinary hazard contents in buildings
protected

throughout by an approved, supervised automatic
fire detection

system in accordance with Seclion 9.8, or an
approved,

supervised automatic sprinkler system in
accordance with Section

9.7, and where permitted in Chapters 12 through
42, provided

that the following criteria are met.
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{a) The doors shall unlock upon actuation of an
approved, supervised automatic sprinkler system
in accordance

with Section 9.7 or upen the actuation of any heat
detector or activation of not more than two smoke
detectors

of an approved, supervised automatic fire
detection system in

accordance with Section 9.6.

{b) The doors shall unlock upon loss of power
controlling
the lock or locking mechanism,

{c) An irreversible process shalt release the lock
within 15

seconds upon application of a force to the release
device

required in 7.2.1.5.4 that shall not be required lo
exceed 15 Ibf

{67 N) nor be required to be continuously applied
for more

than 3 seconds. The initiation of the release
process shall activate

an audible signal in the vicinity of the door. Once
the

door lock has been released by the application of
force to the

releasing device, relocking shalf be by manual
means onty.

Exception: Where approved by the authority
having jurisdiction, a delay

not exceeding 30 seconds shall be permitted.

{d} *On the door adjacent to the release device,
there
shail be a readily visible, durable sign in letters

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY;}
K 038 | Continued From page 4 K 038
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K 038 | Continued From page 5 K 038 This Plan of Correction is the center's credible
. allegation of compliance.
not less than 1 in. {2.5 cm) high and not less than & / conp
1/8 in. {0.3 cm} in stroke width on a conirasting Preparation and/or execuiion of this plan of correctign
background that reads as follows: does not constitute adnission or ugreement by the
PUSH UNTIL ALARM SCUNDS provider of the truth of the facis alleged or conclusiohs
DOOR CAN BE OPENED IN 15 SECONDS seiﬁ)r!l.e in .rhe statement of deficiencies. The plan of|
correction is prepared and/or execuited solely becausg
K072 | NFPA 101 LIFE SAFETY CODE STANDARD K072 it is required by the provisions of federal and state lav.
55=F

Means of egress are continuously maintained free
of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access fo, egress from, or visibility of exits.
7.1.10

This STANDARD is not met as evidenced by:
Based on obsarvation and interview, it was
determined the facility failed to ensure means of
egress were maintained free and clear of
obstructions according to NFPA standards. The
deficiency has the potential to affect five (5) of
five (5) smoke compartments, all residents, staff,
and visitors, The facility is licensed for
ninety-seven (97) beds; the census on the day of
the survey was ninety-four {94).

The findings include:

Observation during the Life Safety Code survey
tour, on 10/13/11, between 9:30 AM and 12:30
PM, with the Maintenance Supervisor revealed
medication carts were stored and not in use near
nurses stations in A Halt, B Hall, and C Hall. The
items observed in the corridors were stored and
not in use for a period of more than 30 minutes.
Means of egress must be kept clear at all times in

K072 NFPA 101 LIFE SAFETY CODE
STANDARD

Storage areas for the Medication carts on A
Hall, B Hall and C Hall areas will be created
by 11/26/11. All other corridors were
inspected to identify any other obstacles
which may prevent the corridor from
remaining free and clear for egress. The
Maintenance Supervisor will observe on his
daily rounds for any possible obstacles which
may need 1o be removed or relocated if they
prevent clear egress within corridors. The
Administrator, or her designee, will check a
sample of corridors monthly for possible
obstacles which prevent free and clear egress
within corridors during Maintenance quality
assurarice audits.
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No furnishings or decorations of highly flammable
character are used.

This STANDARD is not met as evidenced by:
Based on observation and interview, it was
determined the facility failed to ensure that no
combustible decorations were used in the facitity,
according to NFPA standards. The deficient
practice has the potential to affect all residents,

staff, and visitors. The facility has the capacity for

ninety-seven (97) beds and the census on the
day of the survey was ninety-four {94} residents.

The findings include:

Observation, on 10/13/11, between 9:30 AM and
12:30 PM, with the Maintenance Supervisar
reveated hanging decorations on resident room
doors 43, 27, 36, 37, 8, 4, 14 and the activities
door,

Interview with the Maintenance Supervisor, on

19.7.5.2, 19.7.56.3, 19.7.5.4

doors were inspected for decorations which
were not constructed with fire retardant
material. Upon admission, the Admissions
Coordinator will review with new resident
families the requirement to only place

decorations which have been treated with firg

retardant on resident room doors; affected
existing resident families were contacted to
educate them regarding the repulation; ali
residents, responsible parties and facility

10"
Supervisor will inspect facility doors for any
possible combustible decorations when he

makes his daily rounds. The Administrator, |

or her designee, will inspect a sampling of
resident doors monthly for any combustible
decorations during Maintenance quality
assurance audits.

emPloyees will receive a letter by November
regarding this requirement. Maintcnanc?

4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 233}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIDN) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
K072 | Continued From page 6 Ko72 This Plan of Correction is the center’s credible
allegation of compliance.
case of fire or other emergency.
Preparation and/for execution of this plan of correction
Interview with the Mainienance Supervisor does not constitute admission or agreement by the
confirmed the items located in the corridors and provider of the truth of the facts alleged or conclusions
indicated that they did not have enough room 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 lajw,
Reference: NFPA 101 (2000 Edition).
. . K073 NFPA 101 LIFE SAFETY CODE 11/10/11
7.1.10.1* Means of egress shall be continuously
. . STANDARD
maintained free of all obstructions or
impediments to full instant use in the case of fire )
or other emergency . The door decorations were removed from
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD Kor| rooms 43,27, 36, 37,8, 4, 14 and the
SS=E Activities Office door. All other facility
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K073 | Continued From page 7 K073
10/13/11, at 9:30 AM, reveated the facility did not
have a policy or system in place o ensure the
decorations were treated with a flame retardant
material.
Reference: NFPA 101 {2000 Edition).
19.7.5.4
Combustiible decorations shall be prohibited in
any health care occupancy unless they are
flame-retardant.
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