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The facility was found to be in compliance with
the Medicare/Medicaid Long Term Care
Regulations 42 CFR Part 483, Subpart B during a
recertification survey. EVENT ID#6QZS11.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE

Any deficiency statement ending with an asterisk (*} denotes a deficlency which the instifution may be excused from correcting providing it is delermined that
other safeguards provide sufficient 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 nof 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. If deficiencles are cited, an approved plan of correction is requisite to continued
program participation,
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INITIAL COMMENTS

This Life Safely Code (LSC) survey was
conducted as per The Gode of Federal Register
at 42 CFR 483.70(a); using the 2000 Existing
Health Care section of the LSC and its referenced
publications. This facility is Type V protected
construction wliifzing North Carolina Special
lacking arrangements, and is equipped with a
complete automatic sprinkier system.

CFR#: 42 CFR 483,70 (a)
NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction {with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
andfor 19,3.6.4 protects hazardous areas. When
the approved attomalic fire extinguishing system
oplion is used, the areas are separated from
other spaces by smoke resisting paditions and
doors, Doors are self-closing and non-rated or
fisld-applied protective plates that do not exceed
48 inches from the bottom of the door are

permilled.  19.3.2.1

This STANDARD is not met as evidenced by:
Based on the observations and staf! interview
during the tour on 6/25/2013 the following item
was abserved as honcompliant, specile findings
inciude: The facility had a buildup of dust and lint
in the combustion chamber of the gas fired dryers

in the laundry.

CFR#: 42 CFR 483,70 (a)
NFPA 1071 LIFE SAFETY CODE STANDARD

_

K 000

Ko

ST

Maple Grove acknowledges receipt of the
Statement of Deficlencies and proposes
this Plan of Correetion to the extent that
the summary of findings js factually
correct and in order to maintain
comphiance with applicable rules and
provisions of the quality of care of
residents. The Plan of Correction is
submitted 85 a writlen allegation of
compliance. Maple Grove's response 1o
this Statement of Deficiencics and Plan of
Correction does not denote agreement
with the Staterent of Deficiencies nor
that any deficiency is acourate, Further,
Maple Grove rescrves the right to refute
any of the Deficiencies through Informal
Dispute Resclution, formal appeal
protedures and/or any other
administrativo or logal procecding.
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The dust and lint in the combustion
chambers of the gas fired dryers in the
taundry were cleaned out by the
mainteance staff. The dryers were
checked 7 days later and 2 small build-up
of lint was found and removed. .

There sve 4 gas fired dryers In the .
facitity's laundry roore. The combustion
chambers of all 4 pas fired dryers were
examined and dust and lint were removed
from alt 4 dryers.

The 4 dryers will be inspected and any lint wiﬁk
and dust found will be cleanad outon & Cﬁ
q},

weekly basis a5 part of the facility's on-

b

going preventive maintensnce program.
Inspeciions and cleaning will be
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K 147 Conlinued Fram page 1 447 documented weekly on a Dryer
885=E Preventative Maintenance log.
Eleclrical wiring and equipment is in accordance . . .
with NFPA 70, National Electrical Code. 9.4.2 The Maintengnce Manager will submitthe {77/ nf 7
Dryer Preventative Maintenance log o the
Safety Committee monthiy and to the d’if‘ﬁq
Quarterly Quality Improvement WM?
This STANDARD is not met as evidenced by; © Commitice. The Executive commitiee | ¥~ 7/20 L
Based on the observations and staff interviews will divect any further actions. &% M‘i"fi .
on 6/26/2013 the foliowing Life Safely itern was 1
observed as noncompliant, spacific findings N ) . . .
include: The generator annunciator panel in the K)YH  Covington Diesel inspected the cited 7 /:? [%
older building did not communicale that the gcnmtar and re?mrs were made to
generator was suppling the load when tested. include a new wire and new panel board.
The generstor cnunciator panel in the
CFR#: 42 CFR 483.70 (a) older building now communicates that the .
, generator is supplying the load when
tested,
There are 2 generators serving Maple
Grove, The diesel one sited above and a
genorator run by natural gas in the newer
building. The gencratar in the newer
building is not affacted.
The maintenance staff will check the f;wlciﬁ’ﬂ Mg
enunciator panet on the generator in the ’7/,@{) i3
older building on a monthly basis when
the penerator is tested. This inspection
will be on-going and will be documented
on the seme form as the monthly
generator test,
The Maintenance Manager will submit the |¥7 J20] 3
Generator testing log to the Safety n {6 "3
Compittee monthly and to the Quarterly
Quality Improvement Committee. The @:[:
Executive committee will direct any
further actions.
R CMS-2587(02-80} Proavious Versions Cbgofete Evant ID:EQZSTY Faclity ID: 923456 If contingallon sheel Prge 2 of 2
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One hour fire rated construction (with % hour.

fice-rated doors) or an approved automalic fire
extinguishing system in accordance with 8.4.1
and/or 19.3.5.4 protects hazardous aress. When
the approved automatic fire axtinguighing system
option is usad, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and noy-ratad of
field-applied protective plates that do not exceed
48 inches from the bottom of the door ar¢
permlited.  19.3.2.1

This STANDARD s not met as evidenced by
Rased on the observations and staff Interviews
on 6/25/2013 the following Life Safaly item was
observed as noncarmnpliant, specific findings
include; The resident room thatis currently belng
used for storage is greater than 100 syuare feek
and isot equipped with a door closure 1o prevant
the door from being accldently teft In the opered

position.

a0 SUMMARY STAYEMENT OF DEFIGIENCIES 10 PROVIDER'S PLAN OF CORRECTION %4
PREFIX ®ACH DEFRIGIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION,
TAG REGULATORY OR LS80 IDENTIFYIRG INFORMATION) TAG GROSS-REFERENCED YO THE APPROPRIATE DATE
DEFICIENGY)
"
K 000 | INITIAL COMMENTS K Qo0
This Life Safety Code {(LSC) survey was
conducted as per The Code of Federal Register
at 42 CFR 483,70(a); using the 2000 Existing
Heallh Care secion of the LSC and s referenced
publications. This facility Is Type V profected
construction utilizing North Caralina Special .
locking arrangements, and is equipped with a
complete automatic sprinkler systen. This resident room is no Jonger beiog useq -7 13
* for storage of resident belongings aod / } {
CFRik: A2 CFR 4%70}_:_1_5?% E STA other items, Items in this room have been
K020 | NFPA 101 LIFES ODE STANDARD Kz2¢ re-organized, disposed of, or moved to

_ items will be re-orpanized, disposed of, off g)g (\;5
el

another storage ares,

Other vacant resident rooms have been 177/ ;
audited to ensure that resident belongings /l 5
and other ftems are not being stored in

these rooms, Rooms recoguized s belng| -
deficient have been re-organized; items
disposed of, or moved 10 another storage
area.

The Bavironmental Services Director or S}Mw

his designee will do weekly audits on

being used for storage. Auy xooms found
with stored personal belongings and other

vagant rooms to ensuxs that they are 4ot UU_ -
ﬂ i3

moved to another storage area.

The Environtmental Services Manager wil ne;ﬁ“ '
submit docunentation of weekly audits to| IV
the Safety Coromittee monthly and to the«f&;ﬂ 1%

Quarterly Quality Improvement
Committes. The Executive commitiee -

will direct any further actions.
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olhar safeguards provide sufficlent protaciion 1o the patlonis.
following the dale of survey whether or not a plan of comection
days folloving the date {hose documsents Bra maede avallabls (o
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providing It Is detarmined that

a deficlancy which the fnstiiitlon may be exousad from corredling
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Electrical wiring and equipment is in accordance
with NFPA 70, Mational Electrical Code. 9.1.2

This STANDARD is nol met as evidenced by
Based on the obsarvations and staff interviews
on 6252013 the following Life Safety item was
observed as nencompliant, spacific findings
include: The solarium on the West hall did not
have a unitary light on fhe emergency circuit that
could not ba switched off. This condition could
leave thls avea of refiige i darkness as there ar
Blinds In the space that were clnged at the time of

the survey.

CFR#: 42 CFR 483.70.(a)

. coutd not be switched off were repaired.

wij} dicect any fwther actions

:

_.—
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o SUMMARY STATEMENT OF DEFICIENCIES . o
PREFDX CH DEFICIENGY MUST BE PRECEDEDC BY FULL PREFIX ¢H CORREGCTIVE AGTION SHOULD BE
. TAG REGULATORY OR LSC |DENT: IEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OA
DEFIGIENGY)
K 029 | Contintied From page 1 K029
CFRi." 42 CFR 483.70 (a) ' _ _
NEPA 101 LIFE SAFETY CODE STANDARD K147]  The lighting in the sofarfurn on the West

h?.ll was not wired to the emergency
circuit, Both baflasts in the lighting were
rewired so that a light iz left on when the
switch is off.

Othcr_common areas were audited. Those
areas identified without 2 unitary light tha

The Maintenance Managet and/or his
designee will do & weekly audit of
commton areas for 4 weeks; a monthly
audit for 3 months and quarterly therenfler
to ensure that we remain complizot.

The Maintonance Manager will submit
documentation of weeldy audits to the
Safsty Comrmittee monthly and to the.
Quarterly Quality Improvement
Comamittes. The Executive commiitee
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