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A Recertification Survey was conducted on
09/22115 through 09/24/15 with no deficient
practica identified.
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING 01 - MAIN BUILDING 01 COMPLETED
R
185341 B. WING 10112/2015
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
402 W. FARTHING STREET
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
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Based upon implementation of the acceptable
PQC, the facility was deemed to be in compliance
10/08/15, as alleged.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the institution 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 not a plan of cormrection Is provided. For nursing homes, the above findings and plans of correclion are disclosable 14

days following the date these documents ara made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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Department of Health and Human Services Form Approved
Centers for Medicare & Medicaid Services OMB NO. 0938-0390

Post-Certification Revisit Report

Publie reporting for this collection of information is estimated to average 10 minutes per response, including time for reviewing instructions, searching existing dala sources, gathering and
maintaining data needed, and completing and reviewing the collection of information. Send comments regarding this burden estimale or any other aspect of this collection of information
including suggestions for reducing the burden, to CMS, Office of Financial Management, P.O. Box 26684, Baltimore, MD 21207; and to the Office of Management and Budgst. Paperwork
Reduction Project (0938-0390), Washingtan, D.C. 20503.

(Y1) Provider/Supplier/CLIA/ {Y2) Multiple Const‘ru_cllon ' (Y3) Date of Revisit
Identification Number A, Building
185341 B. Wing 01 - MAIN BUILDING 01 | 10/12/2015
Name of Facility Street Address, City, State, ZIp Code
GREEN ACRES HEALTH CARE 402 W. FARTHING STREET

MAYFIELD, KY 42066

This report is completed by a qualified State surveyor for the Medicare, Medicaid and/or Clinical Laboratory Improvement Amandments program, to show those deficiencies previously
reported on the CMS-2567, Statement of Deficiencies and Pian of Correction that have been comected and the date such corrective action was accomplished. Each deficiency should be
fully identified using slther the regulation or LSC provision number and the identification prefix code previously shown on the CMS-2567 (prefix codes shown 1o the left of each
requirement on the survey report form).

(Y4) Item {Y5) Date {Y4) Item {YS) Date (Y4) Iitem {(Y5) Date
Correction Correction Carrection
Completed Completed Completed
ID Prefix 10/08/2015 ID Prefix ID Prefix
Reg. # NFPA 101 Reg. # Reg. #
LSC K0144 LsC Lsc
Correction Correction Coarreclion
Completed Completed Completed
ID Prefix ID Prefix ID Prafix
Reg. # 5 Reg. # Reg. #
LSC , LSC LsSC
Correction Correction Carrection
Completed Completed Completed
1D Prefix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LsC
Correction Correction Correction
Complated Completed Completed
ID Prafix 1D Prefix ID Prefix
Reg. # Reg. # Reg. #
LSC LSC LsSC
Correction Carrection Correction
Completed Completed Completed
1D Prefix 1D Prefix 1D Prefix
Reg. # Req. # | Reg. #
LSC LSC | LSC

Reviewed By . ‘ Reviewed By | Date: Sigmature of Surveyor: 1 Date:

State Agency } Qﬁ{ ,/%/”/// g M { : :‘--(!_42 Z &’, ID..I_' :?ﬂﬂ-‘
e T ot | L s t r i - - b ; -

Reviewed By . | Reviswed By | Date: Signature of Surveyor: Date:

CMS RO |

Followup to Survey Completed on: Check for any Uncorrected Deficiencies. Was a Summary of
9/22/2015 | Uncorrected Deficlencies (CMS-2567) Sent to the Facility? YES NO
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185341 8;vang g0 08/22/2015
NAME OF PROVIDER OR SUPPLIER mmamss.m?@s”
402 W, FARTHING STREET
C L
el AL G T MAYFIELD, KY 42085
oW 1D | SUMMARY STATEMENT OF DEFICIENCIES 0 FPROVIDER'S PLAN OF CORRECTION E)
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGCTION SHOULD BE COMPLETION
TAG | REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
]
K 000 | INITIAL COMMENTS ! Kooo
BUILDING: 01. Disclaimer: Preparation and

execution of this plan of correction

PLAN APPROVAL: 1966, does not constitute admission or

SURVEY UNDER: 2000 Existing. agreement by the provider of the
i truth of the facts alleged or
| FACILITY TYPE: SNF/NF. conclusions set forth in the
TYPE OF STRUCTURE: One (1) story, Type I statement of deficiency. This plan of
(211). correction is prepared and executed
. solely because it is required by
SMOKE COMPARTMENTS: Four (4) smoke federal and state law.
compariments.
FIRE ALARM: Completa fire alarm system | !
instafled in 1965, and upgraded in 2005 with 21 K144 Generators are inspected
smake detectors and 0 heat detectors. weekly and exercised under load for
SPRINKLER SYSTEM. Complete automatic dry ' 30 minutes per month in accordance
sprinkler system installed in 1985 and upgraded with NFPA 99.3.4.4.1.. The generator
in 2008. transfer switch shall be tested

GENERATOR: Type Nl generator installed in manually on a monthly basis.

| 2008. Fuel source is Diesel. Criteria 1The Generator transfer swilch
has been tested by the Maintenance
A standard Life Safety Coda Survey was | Supervisor and found to be working
i b comalan i e e ™ | eopertyon 10772015
participation in Medicare and Medicaid. The Criteria2The facility has one generator.
facility s certified for saventy-three (73) beds with The generator testing log was inspected
| @ census of sixty seven (67) on the day of the by the Administrator and Maintenance
| e | Supervisor 1o ensure no other deficient
The findings that follow demonstrate ' practices existed to effect residents on
noncompliance with Title 42, Code of Federal | 9124115 and 10/7/2015. There were no
:;.?;Jlatlons. 483.70(a) et seq. (Life Safety from further areas identified. .
' i Criteria 3 The Maintenance Supervisor
LABORATORY DIRECTOR'S OR PROVI UPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) PATE .
= 4) _MNeows d— Al s 1) A ly-5-/f

Any daficiency statement ending with an asterisk (] denotas deficiency which the insiitution may be excused from corecting providing it is delermined that

program participation,
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PRINTED: 10/07/2015
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
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185341 8. WiNG 08/22/12015

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

402 W. FARTHING STREET
GREEN ACRES HEALTH CARE
2 MAYFIELD, KY 42088
%4 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

K000 | Continued From pags 1

Deficiencies were cited with the highest
deficiency identified at "F" lavel.

K 144 ( NFPA 101 LIFE SAFETY CODE STANDARD
8S=F
Generators are inspected weekly and sxercised
under load for 30 minutes per month In
accordance with NFPAQ9, 3441

This STANDARD is not met as evidanced by:
Based on an interview, the facility failed to
maintain the generator sat by National Fire
Protection Agency {NFFA) standards. This
deficient practice affected four (4) of four (4)
smoke compartments, staff and alf the residents.
The facility has the capacity for 73 beds with a
census of 67 the day of survay.

The findings include:

During the Life Safety Code survey, on 09/22/15
at 1:15 PM, an interview with the Director of
Maintenance, at the generator transfer switch,
revaaled he was not aware he should be
manually testing the generator transfer switch on
a monthly basis as required. This type of testing
helps ensure the generator transfar switch Is
operaling as intended,

Kooo| received an Inservice education on
10/6/2015 by the Administrator and
Generator Service Company tech on
the need to conduct a monthly transfer
switch in accordance with the NAFPA

K144

standards.  Consisting of

position.

reported monthly to the QI

oversee a corrective plan

Department Managers.
Criteria 5

operaling the transfer switch from the
standard position to the altemate
position and then retum lo the standard

Criteria 4 The Maintenance Supervisor
will use a moniloring tool monthly for
two months, then quarterly thereafter to
assure all required generator testing is
performed in accordance with NFPA
standards. Findings of the audit will be

by the Maintenance Supervisor each
time it is completed. If an acceptable
threshold is not met the Administrator or
designee shall immediately develop and

The details of the corrective plan will be
reported to the QI committee with
updated audil resulis at the next QI
meetings. The QI commiliee includes
but is not limited to; the Administrator,
Director of Nursing, Maintenance
Supervisor, Medical Director, and JOBHS

electrically

committee

of action.
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES [[a} 1 PROVIDER'S PLAN OF CORREGTION (s
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[ DEFICIENCY)
K 144 | Continued From page 2 K 144

The findings were revealed to the Administrator
upon exit on 09/22/15

Reference: NFPA 110 1999 adition

6-4.5 Level 1 and Level 2 transier switches shall
be operated monthly. The monthly test of a
transfer switch shall consist of electrically
operating the transfer switch from the standard
position to the altemate position and then a retum
to the standard position.
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